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SUMMARY

Background: Leadership in public health has been emphasized to address complex
public health challenges at national level as well as to assist with global public health
threats. In this context, research on why and how someone becomes a leader in public
health and what might influence the leadership development and practices are
deemed important. Due to evidence that poor and improper leadership affects the
health system in developing countries, it was vital to explore the leadership practices
and competencies among public health leaders in developing countries like Nepal.

Aims and objectives: The major aim of this study was to develop a grounded theory
to understand public health leadership in the Nepalese context. To achieve this aim,
this study explored the methods of leadership development and its enactment at the
individual level as well as the qualities and competencies needed for effective public

health leadership.

Methodology and methods: The methodology of this study was grounded theory and
the methods used for retrieving information were database analysis (HR database of
MoH), document analysis (Job Description n=6), in-depth interviews (46 interviews
with 22 participants) and focus group discussions (n=6). Each public health official was
interviewed at least once to a maximum of three times to explore their leadership
journey and leadership practices. Interviews with those officials as well as focus group
discussions with their staff were undertaken to explore the leadership qualities and
competencies essential for public health. Data were analysed by adopting the
procedures of constructivist grounded theory. Memo writing, transcription and mind
maps were used as tools for data analysis whereas initial coding, focused coding and
constant comparison were done rigorously to develop a theory grounded on collected
data. Measures to ensure the credibility, originality, resonance, and usefulness of

developed theory were also adopted.

Findings: Grounded theory illustrates four phases of leadership development within
an individual — initiation, identification, development and expansion. The initial phase
is related to the individual's childhood and adolescents in which family environment,
socio-cultural environment and individual characteristics play a role in developing the

backup for leadership. In this phase, an individual observes the social dimensions of
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leadership and becomes aware of the competencies required for leadership. The
identification phase is about being identified as a public health leader after having
formal positions in health organisations. From this phase, individuals formally start
their leadership journey in public health and utilize leadership skills learned from
academic and social settings. In the 'development' phase, individuals develop core
leadership capabilities mostly through exposure and experiences. During this phase,
an individual pursues supplementary leadership roles/strategies that help in
developing additional skills and competencies. The last phase is 'expansion' in which
an individual expands their leadership capabilities and recognition mostly by
continuous self-directed learning. In this phase, the individual goes beyond the
organisational hierarchy and often negotiates the bureaucratic processes for the
betterment of public health. From the time of being identified as public health leaders
(phase 2) up to the time of being recognized as a national figure (phase 4), an
individual enacts his/her leadership to a varied extent, such as leading the
management, emphasizing the system, structure and processes, focusing on people
and relationships, and political negotiation. Leadership qualities and competencies
identified and expected among public health leaders in Nepal were — subject expertise,
passion, vision and being influential in having skills of managing people and

organisation, socio-cultural intelligence, and goodness.

Conclusions: This study developed a grounded theory to explore how an individual
becomes a leader in public health and represents a combined framework on
leadership development, enactment and competencies in the Nepalese context. The
theory has implications in academia to fulfill the absence of leadership theory in public
health as well as at the policy level to recommend the best practices in leadership and
further enhance the relationship between leader and followers.
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CHAPTER 1 - INTRODUCTION

1.1 Introduction

This research investigates how leadership is developed and enacted among public
health officials in Nepal along with the identification of essential competencies for
public health leadership in the Nepalese context. This chapter commences with how |
developed my interest in public health leadership, supported by tertiary studies and
experiences in public health. It then describes the background of the research, the
context of the study site (Nepal), research questions with associated aims and
objectives, significance and limitations. This chapter presents some preliminary data
describing the current status of the public health workforce in Nepal. Finally, the

chapter outlines the structure of the thesis.

1.2 Development of interest in research topic

My interest in the field of leadership and management in health system/services
started in 2009 while | was studying my Master's degree in Public Health at Sam
Higginbottom Institute of Agriculture, Technology and Sciences (SHIATS), Allahabad,
India. | was influenced by a Professor who taught management topics in public health
displaying sound academic knowledge and good professionalism. Because of her, |
was able to understand the essentials of management and realized its importance for
better health services. The curriculum at that time focused more on management. This
experience stayed with me and | resolved to continue my study of leadership.

After | completed my MPH degree, | started my career as a Lecturer of public health
at Pokhara University, Nepal from 2012. | taught management related subjects for
public health undergraduates. It was a good combination for me when | started to
teach 'health system development' and 'human resource development' along with
guiding the students in field practicum. This helped to continue my interest and
expertise in public health leadership and management. Field practicum for
undergraduate students helped me interact with the Nepalese health system and
understand how the system works in practice. During my five years of academic

experience (January 2012 to February 2017), | often had a question in my mind. First,
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how did one group of students positioned in field practicum learn so much whereas
another group from the same cohort learned much less? Later | explored the fact that
along with students' eagerness to learn, it is the leadership of the district public health
offices that makes a difference. | also wondered why the performance of staff, or the
overall achievements in public health within the same district, varied considerably with
different officials. | became curious to understand if this had anything to do with

leadership styles, competencies and leader-follower relationships.

As a consequence, | decided to explore public health leadership in the Nepalese
context for my doctorate degree. | wanted to know how leadership (as a collection of
capacities, skills and styles) develops among a group of individuals working in public
health, and the ways in which leadership as a form of power over others is exercised
and experienced. It was important to try and understand how leadership is understood
and practiced in Nepal as there were little research on this topic. My study, therefore,
aimed to open up a discussion and contribute new insights on leadership, which make
sense of and critically reflect on the unique socio-cultural settings of the Nepalese
health system. The overarching theme of my study, therefore, is an exploration of the
development and enactment of leadership and the identification of key leadership
competencies amongst individuals working at all levels of public health leadership in

Nepal.

1.3 Background of research

Public health is complex and so is leadership. Both have multiple subsets in which the
different nature of professionals and practitioners become engaged. Public health in
the past often focused on reducing disease-specific morbidity and mortality, and more
recently this shifted to include prevention and health promotion. This is understandably
the central focus of public health systems in all countries. Obesity, tobacco use, flu
pandemics and other non-communicable diseases are the contemporary global
threats in public health, which are generally enormous in scale and require unusually
long-term solutions (Koh and Jacobson, 2009). Public health goes beyond the health
issues/problems or health services/system, and leadership is required to deal with the
social and political concerns that have potential impacts on the health of the

population, such as bioterrorism, crises response, and disaster management. Low-
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and middle-income countries, with their scarce financial and human resources, are
struggling for better public health (Reddy et al., 2017). Issues related to human
resources management, financial management, and governance and leadership are
common in most developing countries (WHO, 2007a; Gurung et al., 2016; Asante et
al., 2012; Topp et al., 2018; Rabbani et al., 2016). Studies show that poor leadership
is one of the factors that affects the functioning of health systems and poor public
health in these countries (WHO, 2007b; Galaviz et al., 2019; Daire et al., 2014). In
addition, health professionals are challenged nowadays to lead and manage the health
system both for disease prevention and health services delivery (Institute of Medicine,
2003; Reddy et al., 2017; Holsinger et al., 2015). Whether it is to strengthen the health
system in developing countries or to address the global public health threats, good
governance and effective leadership is paramount. The Health System Framework
developed by the WHO also stated that 'leadership and governance' is one of the
essential building blocks of all health systems that seek to improve health outcomes
of the country (WHO, 2007b).

In 1988, the US Institute of Medicine (IOM) suggested the need for workforce and
leadership development to fulfill the essential purposes of public health (Institute of
Medicine, 1988). This was reiterated after 15 years in 2003 with a call for actions to
governmental public health organisations and academic public health institutions to
focus on leadership training and development activities (Institute of Medicine, 2003).
Leadership in public health has been emphasized strongly for the 215t century (Wright
et al., 2000; Hughes, 2009; Koh et al., 2011; Fried et al., 2012; Holsinger et al., 2015;
Fraser et al., 2017) to address complex public health challenges at national level
(Ceraso et al., 2011), to defend against global public health threats (Koh, 2009) and
other demanding public health issues (Uno and Zakariasen, 2010). Due to changes in
the scope of work in public health and lack of formally educated practitioners, there is
increased importance to continue the efforts in developing leaders for public health
(Grimm et al., 2015).

To enable leaders to deal with contemporary public health issues, better
understanding of public health leadership is warranted (Carlton, 2015a). Public health
organisations need effective leadership to grow and support new initiatives and
community needs and expectations. Leadership is essential for every official to bring
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desirable changes in organisations, however, officials handling leadership roles may
not exercise leadership effectively if they focus on micromanagement of activities that
impede their vision for creativity and spontaneity (Lauer, 2003). For example, a study
by Stankunas et al. (2012) showed that more than three quarters of public health
executives preferred action-oriented roles. Those executives were reserved or limited
in their leadership capacities and wanted to increase their leadership competencies
(Stankunas et al., 2012). In most of the developing countries like Nepal, the senior
officials in health organisations are technical staff (doctors, nurses and allied health
workers) who are in-charge of managing people and programs. These officials are not
formally employed as leaders but regularly exercise or enact leadership in their work.
Public health physicians (usually referred to medical doctors with a public health
degree) are often placed in leadership positions without having adequate experiences
and skills in leadership (Uno and Zakariasen, 2010). Stronger leadership in public
health is needed to accelerate improvement in public health and this will happen when
the public health practitioners have commitment and competencies to perform
leadership (Krishnan, 2018). Thus, it is necessary to understand the perspectives of
leadership among public health professionals from varied backgrounds to explore the
way they lead public health services.

Two decades ago, when Nepal was completing the 7" anniversary of the
establishment of the district public health system (Dixit, 1995), a study was conducted
into the management of district public health services in Nepal (Aitken, 1994). As per
the study, the problems and issues in managing the public health services were related
with staff selection and promotion, attitudes towards work, training and supervision,
and the reporting system (Aitken, 1994). Later in 2007, the WHO identified system
challenges for the country which were — health system decentralization, health
workforce strengthening, and the health information system (WHO, 2007c). Despite
many challenges, Nepal achieved significant progress in health indicators with 'Health
for All by 2000' and 'Millennium Development Goals by 2015' because the government
and donor agencies emphasized technical aspects (programs expansion and target
achievements) of health service delivery. 'Leadership and governance', as one of the
core parts of the health system (WHO, 2007b), has often been neglected in the
country. Governance challenges related with staff management, supervision and
monitoring, and financial management still exist in the Nepalese health system
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(Department of Health Services, 2014; Department of Health Services, 2015; Gurung
etal., 2016). Dixit (2014) noted that while the Nepalese government has made positive
plans for addressing public health problems, these are either poorly implemented or
implemented all of sudden and often at the last minute to meet targets. This captures

the need for effective governance and leadership in Nepal.

There are fewer leadership studies focused on the health sector as compared to
business management and public administration. Extensive review on these areas has
not been carried because that is out of the scope of this thesis. Among the studies on
leadership in the health sector, medicine and nursing are more common than public
health. A review by Betker (2016) found very little theoretical and empirical literature
examining leadership in public health. Public health has a relative dearth of literature
about leadership consequently, public health professionals are applying the leadership
lessons generated from other sectors (Koh and Jacobson, 2009; Aij and Rapsaniotis,
2017). It is argued that health organisations are slow to adopt best practice from other
industries and are behind other industries in leadership development (McAlearney,
2006) and applying leadership models (Carlton et al., 2015a). Borrowing leadership
theories and practices from other sectors not only overlooks the special nature of
public health problems but also 'the unique opportunities that makes leadership in
public health a rich source of inspiration, frustration and fascination' (Koh and
Jacobson, 2009 p.199). Literature in public health leadership was mostly from
developed countries and presented in the form of grey literature (comments, short
communication, correspondence, reviews) rather than peer reviewed studies.
Research on leadership identity development was more focused in non-health areas
in developed countries (Komives et al., 2005; Murphy and Johnson, 2011; Van Velsor
et al., 2013). For example, most leader development research has focused on US-
based samples (Van Velsor et al., 2013) and there was no research (among 205 health
research projects that were ethically approved) related to leadership/governance in
Cambodia in 2012 (Goyet et al., 2015). Further, no studies related to any aspects of
public health leadership were found in Nepal. Records from the Nepal Health
Research Council showed that there was no research that was ethically approved by
it till 2010 (Yadav, 2010), the status was same until 2017 (Pandey, 2018).
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Despite the growing importance of leadership development, research gap still exists
in the health industry (McAlearney, 2006) that needs further investigation specifically
in gender differentiation, generational gaps, culture and values, and developing
countries challenges (Lega et al., 2017). Limited studies to explore the ways by which
leadership is developed, and how organizational and socio-cultural factors reflected in
leadership in the health sector were undertaken. Studies recommended further
research in public health with special focus on leadership journey and factors that
determine leadership development and practices (Olson, 2013; Benke, 2014).
Literature also recommended the development of leadership theory (Olson, 2013) to
understand why and how someone becomes a leader in public health (Shickle et al.,
2014). Leadership theory developed in one context may not be applicable to another
context because of the variations in socio-cultural context and practices in each
context. Nonetheless, in my experience (as noted in the beginning of this chapter),
some of the issues and problems associated with the implementation of programs in
public health, are due to inadequate or improper leadership which if improved, has the
potential to bring about desirable changes in the health system and in the delivery of
services. Thus, leadership studies in public health are of greater importance to fulfill
the literature gap, both in the global context and in the context of developing countries.
Informed by the literature gap regarding the development of leadership and its
practices, | was inspired to study the aspects of individual leadership development and

its application in public health.

1.4 Context of study site (Nepal)

As this research was conducted in Nepal, it is important to describe the general context
of the country along with its health system. This section describes the geographical
and socio-cultural settings of the country and specifically, the past and present
contexts of the health system, and public health.

1.4.1 Brief description of geographical, political and socio-cultural settings

Nepal is a land-locked country in South Asia with total area of 147,181 km? and total

population of 26.5 million as of the national census in 2011 (Central Bureau of
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Statistics, 2012) and 29.3 million as of 2017 (World Bank, 2019). Mount Everest, the
Himalayas, Buddha, Hinduism, and the unique flag are the most common identifiers
of the country throughout the world. Nepal has five seasons — summer, monsoon,
autumn, winter and spring, and three physiographic areas — Himal (Mountainous
region), Pahad (Hilly Region) and Terai (Plains). 'Himal' is the northern part having
high snow-covered mountains including Mount Everest (8848 metres) and seven other
mountains with a height of more than 8000 metres. This area has minimal production
of grains but is well-known for animal husbandry and medicinal plants. 'Pahad' is the
hilly region with non-snowy mountains having a sub-tropical and alpine climate. People
in this area usually work in agriculture and employments in governmental sector.
"Terai' is the southern part having fertile plains and is considered to be the centre of

agriculture.
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Figure 1.1: Geographical map of Nepal
(Image retrieved from: http://ncthakur.itgo.com/map15.htm)

Nepal has experienced rapid political changes since the time it was unified by the great
King Prithivi Naryan Shah as an expansion of the Gorkha Kingdom in the 1750s. Nepal
has a history of victory against British colonization (the Anglo-Nepal war in 1814-16).
However, this resulted the loss of one third of its land. The Rana dynasty (1846 to
1951) came into existence following the overturning of the Monarchy and exercised

autocratic leadership for over 104 years. However, the reign had a number of
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innovations and development in terms of education (establishment of academic
institutions), health (establishment of hospitals and medical doctors from overseas),
agriculture and cultural heritage. The country achieved democracy in 1951 after
defeating the Rana reign through a series of people's movements for over ten years.
The democracy which resulted from these efforts did not last for even ten years. In
1960, the leadership was again taken by the King which lasted for up to 30 years. The
1990 people's movement via political parties ended the absolute monarchy and began
the constitutional monarchy. With the slogan ’to the people, for the people, by the
people’, there was much unrest between 1990 to 2005 with 13 prime ministers. In 2001
there was a royal massacre which brought another king who started to rule on his own
from 2005. This was not accepted by the political parties who, in cooperation with the
Maoist (the underground revolutionary communists), started another people's
movement in 2006. This resulted in the termination of the royal dynasty and initiation
of the Federal Democratic Republic in 2007 with an interim constitution. After that,
numerous changes occurred in the structural and administrative process of the country
consequently from 2015 the country had a new constitution. As per the constitution,
Nepal has three organs of government — executive, legislative and judicial. The
frequent changes in the government (11 prime ministers in 11 years; 2008 to 2019)

developed inter-political conflict which has its effects on every sectors of the country.

Nepal is a multi-cultural country with more than 125 cast/ethnic groups, 123 languages
with 12 mostly spoken languages (Central Bureau of Statistics, 2012). Hinduism is
practiced by 81.3% of the population with Buddhism (9%) the second highest religion
(Central Bureau of Statistics, 2012). Nepalese people celebrate religious festivals that
often last from one to several days. Nepali culture celebrates vital events of life
including birth, marriage and death. Gender and cast/ethnicity are the most important
socio-cultural dimensions with many issues, debates and advocacies in mass media
and even in the parliament. Gender violence, specifically violence towards women, is
an issue that has received a lot of academic attention and interventions in recent
decades. Being a patriarchal society and due to cultural and religious beliefs, women
were mostly confined to household chores in the past, but nowadays they are getting
more access to education, health and other services. However, women living in very
remote areas, adhering to harsh religious practices, labelling as disadvantageous
ethnicity, and staying with a punitive male dominant society, still remain the same as
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in the past. There is still more progress needed to fulfil the massive gap between
genders and ethnicity.

1.4.2 Development of health systems in Nepal

Nepal has been practising its own indigenous system of medicine for centuries. The
traditional healers are still one of the service providers in Nepal, especially in the
remote areas and in some ethnic groups. Since many parts of Nepalese history are
missing, it is difficult to identify the development of health services in the past. The first
recorded reference in Nepalese health services is the establishment of an ayurvedic
hospital in between 605-620 A.D. (Dixit, 2013). Development of ayurvedic systems
took place in the 17t century with emphasis on writing books and training (Marasini,
2003). It is believed that modern medicine was initiated in Nepal from the beginning of
the 17" century (Paudel, 1994; Perceval, 2001; Sharma, 1999; Yadav, 1996 in
Marasini, 2003). Considering that missionaries had a hidden interest with colonization
and Christianity, the recently formed in the 1770s the Unified Kingdom of Nepal
decided to close missions including medical clinics (Perceval, 2001; Yadav, 1996 in
Marasini, 2003). It was believed that there were few British residents in Nepal during

the 19t century who provided treatment of the King and Ranas.

The Rana reign (from 1846 to 1951) was an important landmark in establishing health
and medical services in Nepal. Several hospitals and dispensaries were established
both in traditional (Ayurveda) and modern (allopathic) medicine. Chains of hospitals
were established in different parts of the country with some hospitals providing
specialized services in leprosy, cholera, tuberculosis. These sorts of health services
were continued and expanded in the post democracy period along with the
involvement of non-government and private sectors. From the 1950s Nepal officially
launched and implemented periodic plans by which health care services were
implemented country-wide, with the establishment and expansion of health institutions
at the village level and tertiary institutions at the central level. Primary health care
services were highly emphasized and expanded during the 1990s by which the country
was able to achieve the basic health indicators with the implementation of the National
Health Policy, 1991 and by adopting the PHC strategies from the Alma-Ata
Conference, 1978. Several health indicators such as life expectancy, maternal and

child mortality, leprosy, tuberculosis, malaria, and other infectious diseases were
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achieved. This was also the time when most of the academic institutions were
established to produce human resources for health. Continuity of periodic plans and a
long-term health plan (1997-2017) helped in improving the people's health status
through the implementation of various public health programs, such as safe
motherhood, family planning, nutrition, immunization and prevention and control of
communicable diseases. After 2000, there were some noteworthy policies which
followed after the declaration of health as a basic human right (2007): these included
free basic health care services at primary health facilities (2009), free institutional
delivery services and travel incentives for women (2009), and free hospital services to

poor people with specified chronic diseases (2013).

1.4.3 Existing structure of health systems in Nepal

Nepal has a three-tier health system with comprehensive organisational structure from
community level to central level. There are primary institutions providing
basic/essential health care services at the community (local) level, secondary
institutions providing health services at the district level, and tertiary institutions
providing specialized health services at regional (state) and central (federal) level. The
following two figures (Figures 1.1 and 1.2) illustrate the overall health structure of the
Nepalese health system (Department of Health Services, 2016) during the period of
this research. Figure 1.2 is the traditional organogram of the Nepalese health system
which existed until 2017. Figure 1.3 is the new organogram that has been prepared

based on the federal structure and implemented since 2018.
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Figure 1.2: Organogram of Nepalese health system till 2017
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1.4.4 Public health workforce in the Government of Nepal

The Government of Nepal (GoN) has various levels and positions of public health
officials as defined by the Health Service Act, 1997 and Health Services Rules, 1999.

Public health officials enter government service following successful completion of a

series of examinations (written, interview and group tasks) held by the Public Service

Commission, an independent constitutional body responsible for recruitment and

selection of human resources needed for the GoN. Public health is grouped under the

technical category and the officials are recruited to positions based on their

educational qualification and experiences. The positions of officials in public health are
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categorized into various technical levels ranging from 7t to 11™ level. Officials at 7"
and 8™ levels are 3" class in position — commonly named as 'public health officer'; 9t
and 10" levels are 2" class in positon — commonly named as ‘health
administrator/public health administrator', and 11t are 15t class in position — commonly
named as 'chief public health administrator'. Based on their level and experiences
these different types of officers and administrators work from district to central level
under the Ministry of Health (MoH). The level of hierarchy determines the chain of
command and span of control in the Nepalese health system. An officer could be either
a chief of institution or a subordinate depending upon the level and organisation they
work in. The positions, groups and academic qualifications/experiences of public
health officials in GoN are tabulated below (Table 1.1).

Table 1.1 Types of public health officials in Nepal

Positions Class/Level Group Job Specification

Public Health Officer ~ 37/7t Health Inspection ~ Bachelor' of public health

(PHO) (BPH)

Senior Public Health ~ 37/8t Health Inspection ~ Promotion after three years'

Officer (SPHO) experience in related 7t level

Public Health 2nd/gth Health Inspection ~ Master of public health (MPH)

Administrator (PHA)

Sub-Health 2nd/gth Public Health Master of public health (MPH)

Administrator (S-HA) Administration with Medical Degree (MBBS)

Senior Public Health ~ 2"9/10t Health Inspection ~ Promotion after two years'

Administrator (SPHA) experience in related 9™ level

Senior Health 2nd/10th Public Health Promotion after two years'

Administrator (SHA) Administration experience in related 9™ level

Chief Public Health 1811t Health Inspection/ MPH for Health Inspection,

Administrator (CPHA) Public Health MPH with MBBS for Public
Administration Health Administration

Regional Health 1st/11th Public Health MPH with MBBS

Director (RHD) Administration

Director 1st/11th Health Inspection/ MPH for Health Inspection,
Public Health MPH with MBBS for Public
Administration Health Administration

Source: Adopted from the Nepal Health Service Act, 1997 and Nepal Health Service Rule, 1999

As a part of the literature review for this research, | was unable to find any publications
regarding the size and characteristics of public health workforce in Nepal. This was
one of the reasons that | initiated my research by gathering data about the public health
workforce in the country. The human resource database of the Ministry of Health —
the Human Resource Information System (HURIS), was used to extract the socio-
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demographic and job characteristics of the public health workforce: Table 1.2

illustrates the total number of public health officials and their characteristics who were

working in the Ministry of Health (as of June 2018).

Table 1.2 Total size and characteristics of public health officials in the MoH

Socio-demographics

Size

Job features

Size

Gender
Female
Male

14 (10.6%)
118 (89.4%)

Group
Health inspection

Public health administration

112 (84.8%)
20 (15.2%)

Age

Position

Less than 30 years 11 (8.3%) Public Health Officers 62 (47.0%)
30 to 40 years 37 (28.0%) Public Health Administrators 42 (31.8%)
40 to 50 years 25 (18.9%) Sub/Health Administrators 13 (9.8%)
50 to 60 years 59 (44.7%) Chief PH Administrators 15 (11.4%)
Cast/ethnicity Overall experience

Brahman/Chhetri 85 (64.4%) Less than 5 years 38 (28.8%)
Terai/Madhesi 21 (15.9%) 5to 10 years 05 (3.8%)
Newar 12 (9.1%) 10 to 20 years 23 (17.4%)
Janajati 09 (6.8%) 20 to 30 years 21 (15.9%)
Dalits 04 (3.0%) More than 30 years 45 (34.1%)
Muslim 01 (0.8%)

Place of birth Level

Urban area 41 (31.1%) 7"/8" (bottom-level officer) 62 (47.0%)

Remote area

Ultra-remote area

71 (53.8%)
20 (15.2%)

9"/10" (mid-level officer)

11" (top-level officer)

55 (41.7%)
15 (11.4%)

Education
Bachelor of Public Health
Master of Public Health

25 (18.9%)
107 (81.1%)

Working Institutions
District/local level
Regional/province level

Central/federal level

60 (45.5%)
15 (11.4%)
32 (24.2%)

Academic background
Public Health

Medical Science
Nursing/allied health

Arts/education related

89 (67.4%)
20 (15.2%)
02 (1.5%)

21 (15.9%)

Initial entry positions
Primary health worker
Public Health official

Doctor (modern medicine)
Doctor (traditional medicine)
Others

67 (50.8%)
41 (31.1%)
13 (9.8%)
06 (4.5%)
05 (3.8%)

Source: Compiled from the HuRIS database, MoH, Nepal (as of July 4, 2018)
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With reference to the size of the public health workforce, there was a limited number
of females, ethnic minorities, young people and people from non-public health
backgrounds such as medicine and nursing. Under representation of females and
ethnic minorities has a long history of socio-cultural practices including caste and class
diversification and gender inequality. Despite the absence of gender and social
diversity, public health workforces in Nepal include some people with diverse
educational and professional backgrounds. Two-thirds of the total workforce of public
health officials have undergraduate and/or postgraduate degrees in public health. The
remaining workforce came into the public health sector from medicine, education,
humanities, and nursing backgrounds. Due to limited numbers of public health
professionals in the past, people from medicine and other allied health sciences
worked for public health despite lack of educational qualifications in public health.
Moreover, the people having non-health backgrounds, because of their work
experiences in public health, became certified public health professionals after their
attendance at public health education courses. The diverse academic and professional
background among public health officials in Nepal is one of the causes of existing

inter-disciplinary conflict between those with and without analogous background.

The public health workforce of Nepal, while comprised mostly of men from high castes,
employed people from a number of age groups with a range of experience in the health
sector. Almost half of the workforce was occupied by those who are soon to retire.
There is excellent long-term job security in the public sector in the country, as well as
flexible working hours and leave which makes these positions very attractive. Indeed,
once someone has entered government service, they rarely leave the job. As the
public health sector has expanded, this resulted in the workforce where older people
make up a large portion of employees, as is also the case in the public sector more
broadly in Nepal. It is likely that the limited number of people aged under thirty currently
working in public health was due to employment policies favouring internal
employment (e.g. promotion and internal competition) over external appointments in
recent years. The analysis found that more than one quarter of officials had least
experience (less than five years) with more than one third having the longest
experience (more than 30 years) in the health system. Entering the job from the
grassroot level at a younger age, and high retention, are the causes for having more

aged and experienced people in the workforce.
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Most public health officials in Nepal started their employment as primary level health
workers from the time when the country started strategies in primary health care
(PHC). Those officials gained experience via continuous work, simultaneously taking
additional studies to develop public health knowledge and skills. The database shows
almost half of the officials were working at the local level as lower-level officials.
Increases in experience and qualifications facilitates their career path for consecutive
leadership positions which are more specific. The worthy experiences of those
officials, along with their dedication towards the Nepalese health system, helped to

significantly improvements in the health indicators of the country.

1.5 Significance of research

The significance of this research is the insights gained in how an individual becomes
a public health leader and how achievements in public health vary with changes in
leadership positions. Despite of subject areas, studies in leadership development are
still emerging (Day et al., 2014). As leader development is context sensitive (Hartley
et al., 2008) it is necessary to study leadership from various dimensions in different
settings. In the context of public health, there is a profound research gap with very
limited original research in public health leadership. In the situation where public health
professionals are applying leadership lessons from other sectors (Koh and Jacobson,
2009) such as business and general administration, research on why and how
someone becomes a leader in public health (Shickle et al., 2014), how the journey of
public health leaders progresses (Olson, 2013; McDermott et al., 2011) and what
might influence the leadership development and practices (Olson, 2013; Benke, 2014)
are recommended. Moreover, when there is evidence that poor and improper
leadership affects the health system and public health (WHO, 2007a; Galaviz et al.,
2019; Daire et al., 2014), especially in developing countries where leadership and
governance is a challenge (WHO, 2007b; Gurung et al., 2016; Asante et al., 2012;
Topp et al., 2018; Rabbani et al., 2016), it was important to explore the leadership
practices and competencies among public health leaders in developing countries like
Nepal. This study developed a separate leadership theory in public health so that the
situation of borrowing leadership lessons from other disciplines could be addressed to

some extent. Additionally, this study is also significant to fulfill the need of theory on
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leader and leadership development (Day et al., 2008; O'Connell, 2014) as well as the
need of leadership models grounded in the local context of Asian countries (Whetten,
2009; Leung 2012; Li et al., 2012 in Van Velsor, 2013).

1.6 Research questions

The following research questions have been developed based on the information

presented in the previous section.

a) How leadership (as a capability) is developed among public health officials in
Nepal?

b) What leadership styles and values are being enacted by public health officials
in Nepal?

c) What are the core qualities and competencies required for effective public

health leadership in Nepalese context?

1.7 Aims and objectives

Based on the research questions, following aims and objectives have been developed

for this study.

Aim 1. Explore the nature, enactment and development of leadership styles,

behaviours and skills at all levels of public health workforce in Nepal.

Objectives

a) To explore the factors through which leadership (as a capacity) developed
among public health officials.

b) To identify and explore the leadership roles/responsibilities and its enactment
among public health officials.

c) To explore the core qualities and competencies exist and needed for effective
public health leadership.

d) Using grounded theory, construct a framework to understand the public health

leadership in Nepalese context.
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Aim 2: Explore and recommend opportunities for leadership development in public
health settings of Nepal.

Objectives
a) To create a Project Advisory Group (PAG) in Nepal including academicians,
professionals and governmental officials working in public health to provide
guidance on the research project and assist with dissemination of its findings.
b) To identify the strategies for knowledge transfer and exchange (KTE) for the

application of the findings of this research including its recommendations.

1.8 Thesis outline

This thesis is organised into seven chapters beginning with this chapter that describes
the reasons for my interest in the topic, rationale for research based on the evidence

derived from other studies, and overview of the study area.

Chapter two presents the literature review on different dimensions of public health
leadership and the gap in knowledge. Based on the study aims, this chapter describes
the history and existing concept of public health leadership as well as the findings on

development, enactment and competencies of leadership in public health.

Chapter three illustrates the methodological aspects of this study which includes the
need for qualitative study, rationales for using constructivist grounded theory, detailing
of methods and procedures of data collection and analysis as well as the ethics related

components.

Chapter four describes the theoretical and empirical findings on development,
enactment and competencies in leadership. It illustrates some conceptual models and

a comprehensive grounded theory developed from the study.

Chapter five discusses the findings of this study by comparing it with other relevant
studies and describes the distinctiveness of this study.

Chapter six concludes this thesis by presenting a summary of major findings, its
implications and recommendations as well as the knowledge translation strategies to
disseminate the findings from this study.
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1.9 Conclusion

This chapter described the general background and rationale for doing research in
public health leadership. It also described the past and present scenario of the public
health system and existing status of the public health workforce in Nepal where the
research was conducted. The next chapter (Chapter 2) will develop the rationale for
this research based on a systematic review of literature to further identify research

gaps.
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CHAPTER 2 - LITERATURE REVIEW

2.1 Introduction

This chapter contains the review of literature regarding leadership theories in general,
and public health leadership, in detail. The first section briefly describes the existing
theories on leadership as a part of general review which includes the literature from
various discipline such as business management and public administration. The
second section is more specifically concern with the scope of this thesis and describes
the various dimensions of leadership in public health. By adopting a systematic search
and narrative description, the second section describes the findings on the concept of
public health leadership, its development, enactment and competencies. This chapter
concludes with the research gaps identified from the review and the need for future

research in public health leadership.

2.2 Concept, meaning and definitions of leadership

The concept of leadership, as a part of academic literature and organisational context,
goes back to the early twentieth century. The initial concept of leadership emphasized
control and centralization of power with a common theme of domination which defined
leadership as 'the centralization of effort to one person' (Blackmar, 1911). This implies
authoritarian styles of leadership where the leader concentrates all the power to
control others. A leadership conference in 1927 defined leadership as 'the ability to
impress the will of the leader on those led and induce obedience, respect, loyalty, and
cooperation' (Moore, 1927). Concepts and definitions on leadership have been added
and revised considerably through the last century as summarized by Northouse
(2016). In the 1930s, leadership was viewed as an influence and the focus was on
traits or individual characteristics. In the 1940s, the group approach which defined
leadership as the behaviour of the individual to direct group activities developed
(Hemphill, 1949). Scholars in the mid twentieth century focused leadership on three
themes — group, relationship and effectiveness. Stogdill (1950) defined leadership as
'the process of influencing the activities of an organised group in its effort towards goal
setting and goal achievement'. In 1970s, the concept of leadership went towards the

approach of organisational behaviour and focused more on achievements of
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organisational goals with group efforts. Burns (1978) defined leadership as ’the
reciprocal process of mobilizing by persons with certain motives and values, various
economic, political, and other resources in a context of competition and conflict, in
order to realize goals independently or mutually held by both leaders and followers’.
In 1980s, leadership got more attention from academics and organisations, which
mostly revolved around four themes — power/authority, influence, traits and
transformation (Northouse, 2016). In the beginning of the 21t century, new
approaches on leadership evolved based on the themes already identified earlier.
Modern approaches focused on leadership as authentic, spiritual, servant, adaptive,
strategic and crises.

Fleishman et al. (1991) outlined the presence of 65 different classification systems to
define the dimension of leadership and Northouse (2016) summarizes the various
ways of conceptualising it. Leadership could be viewed as the 'focus of group
processes', in which a leader represents a group as the centre for change/decision
making. Personality perspectives of leadership imply leadership is a combination of
peculiar traits of an individual because of which they are able to influence others. The
behaviour approach of leadership indicates leadership as an act or behaviour of an
individual to bring change. As well as these three common traditional concepts,
leadership is also defined in terms of power relationship (leaders having power to
mobilize others to bring change), transformation (mobilizing followers more than
usually expected) and skills (emphasizing knowledge and skills to make leadership

effective).

Although leadership has been a key issue in academic and organisational settings for
more than a century, it still remains an interesting subject for study. It is one of the
most observed phenomena on earth, but the least understood (Burns, 1978). There
are thousands of papers published on leadership and ample definitions of it however,
there is no universal definition of leadership because it is complex and can be studied
in different ways. Leadership is complex because of its application being personalized
and having several ways to influence people with diverse perceptions and
characteristics. Yukl (2006) defined leadership as 'the process of influencing others to
understand and agree about what needs to be done and how to do it, and the process
of facilitating individual and collective efforts to accomplish shared objectives’.

Northouse (2016) summarized leadership as 'a process whereby an individual
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influence a group of individuals to achieve a common goal'. Lussier and Achua (2018)
define leadership as 'the influencing process between leaders and followers to achieve
organisational objectives through change'. According to them, a typical definition of
leadership should consist of five key elements — influence, leaders-followers, change,

people and organisational objectives.

The review of literature found leadership definitions focusing on various dimensions
such as centralization and/or control (Blackmar, 1911; Bennis, 1959) interpersonal
and/or social influence (Stogdill 1950; Tannenbaum 1961; Hersey and Blanchard,
1988; Hollander, 1978; Pondy 1989; Cohen, 1990; Yukl, 2006; Vroom and Jago 2007;
Northouse, 2016; Lussier and Achua 2018), relationship with others (Knickerbocker
1948; Rost, 1993), changing behaviour of others (Bass, 1961), transforming others
(Burns, 1978), mobilizing others (Burns 1978; Kouzes and Posner, 1995), meaningful
direction (Bernard 1927; Jacobs and Jaques, 1990; Jaques and Clement, 1994), and
having followers (Batten, 1989; Drucker, 1998; Lussier and Achua 2018).

2.3 Existing theories/approaches/models on leadership

Leadership theories explain different aspects of leadership including how someone
become a leader, how s/he behaves and what skills are needed to lead others. As
stated in the earlier paragraphs, concepts of leadership have been refined and
modified with time, so have the leadership theories. Each theory is relevant depending
upon the context in which it is applied. The traditional and modern theories on
leadership commonly used in literature are described briefly in the following

paragraphs.

Trait theory — The trait approach was one of the first systematic attempts to study
leadership in the early twentieth century. Studies during that time mostly focused on
determining what made certain people great leaders. This theory describes that
leaders are born with certain physical characteristics and personality which makes
them different than others. Because of their innate characteristics and charismatic
power, leaders can influence others and get followers to make the changes they wish.
This theory believes in the role of hereditary characteristics such as height,
intelligence, attractiveness and self-confidence, including charisma. The universality

of leadership traits has been a matter of debate as there were no agreed list of traits
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that leader needs to be successful. An individual with specific characteristics could be
a leader in one situation whereas s/he may not be a leader in another situation.
However, different studies (Stogdill, 1948; Mann, 1959; Stogdill, 1974; Lord et al.,
1986; Kirkpartick and Locke, 1991; Zaccaro, 2007 cited in Northouse, 2016) identified
the leadership traits and characteristics that are required for effective leadership.
Lussier and Achua (2018) summarizes the identified traits into five model of
personality comprising surgency, agreeableness, adjustment, conscientiousness, and
openness. The leadership traits which fit into this model are — dominance,
extroversion, energy/determination, sociability/sensitivity, emotional intelligence,
emotional stability and narcissism, self-confidence, dependability, integrity, flexibility,
intelligence and locus of control. Despite numerous studies on trait leadership, it is not
free from criticism. The theory has been criticised being ambiguous and uncertain at
times, failing to take situations into account, being highly subjective determinations of
most important leadership traits (Northouse, 2016). Nonetheless, this theory provides
valuable information on leadership by providing direction on traits that are important

to have if one wishes to be in leadership positions.

Behavioural theory — Behavioural theory emphasizes the behaviour of leaders: what
leaders do and how they act. Numerous studies explored leadership style as a product
of behavioural theory. Lewin et al. (1939) in a study at the University of lowa, identified
two basic leadership styles — autocratic and democratic. Autocratic leadership style is
such behaviour in which leaders make the decision, tell their followers what to do, and
closely supervise them. Democratic leadership style, on the other hand, is about
encouraging participative decisions, working with followers on what to do, and
believing them. Another set of studies from the University of Michigan and Ohio
University identified two leadership styles — job-centred and employee-centred. Job
centred behaviour emphasizes goals and work facilitation where the leaders closely
direct subordinates and tell them what to do and how to do it. Employee-centred
behaviour emphasizes more supportive leadership and interaction facilitation, where
the leader focuses on meeting employees' needs and expectations along with
developing trust and support. A leadership grid developed by Blake and Mouton (1978)
shows how leaders help organisation to achieve goals through two factors — concern
for people and concern for productivity. Based on the range from 1-9, the leadership
grid outlines five major leadership styles: i) authority-compliance (9,1) — heavy
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emphasis on task/performance and less emphasis on people/relationships, ii) country-
club (1,9) — low concern for task/performance and high concern for interpersonal
relationships, iii) impoverished (1,1) — neither concern for task/performance nor
concern for relationship, iv) middle-of-the road (5,5) — intermediate concern for both
task/performance and people/relationship, v) team (9,9) — strong emphasis on both
task and interpersonal relationship.

The behavioural approach extended the scope of leadership research and provided
understanding on its practical application regarding productivity and relationship inside
the organisation. However, it has been criticised for being not able to find a universal
style of leadership, not being able to prove the association between leaders' behaviour
and performance outcome, and having limited applicability of high-high styles
(task/performance and people/relationship) in leadership (Northouse, 2016). Critics
suggested that different leadership styles are needed for different situations. This

contributed to the emergence of contingency leadership theory.

Situational theory - Situational theory emerged due to the reality that no best
leadership style is applicable in all situations. Following the leadership styles of the
behavioural approach, this theory emphasizes the application of leadership styles
based on existing circumstances. This theory emphasizes adaptability where leaders
should be flexible according to the nature and capabilities of their subordinates as well
as the demand of the situation. This approach retains its strength because of its
practical approach, ease to understand and emphasis on flexibility. However, due to
lack of a strong body of research findings to justify the theoretical underpinnings, it is
also not free from criticism (Northouse, 2016).

Contingency theory — Contingency theory, similar to situational theory, focuses on
different variables that determine the appropriateness of leadership styles. It is
developed by Fiedler in the 1960s and specifies how situational variables interact with
the personality and behaviour of a leader. A situation is defined by three factors —
leader-member relation, task structure and positional power. A combination of these
factors forms the situation in which a leader's style is meant to be effective or
ineffective. Thus, leaders' effectiveness to lead depends on the control of the situation
and the style of leadership. Fiedler (1967) believed that leadership styles are constant,

so the leaders should modify the job context (situation) rather than change their
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leadership styles. This belief is mostly criticised since it is generally agreed that
changing leadership style could be easier than changing the situation. Contingency
theory and situational theory are similar to a greater extent as both focus on the
importance of a situation. The only difference between these two is that situation
theory considers adaption of leadership styles based on the situation whereas
contingency theory considers the changing of situations to match the leadership styles.

Path-goal theory — This theory developed by House (1971) and refined by House and
Mitchell (1974) identifies a leader's style or behaviour that best fits the employee and
work environment. It is about defining goals, clarifying paths, removing obstacles, and
providing support. It emphasizes the relationship between leader's style,
characteristics of followers and the organisational settings. Unlike situational
approach, which suggests the adoption of leadership styles based on the followers'
capabilities, this theory emphasizes the use of leadership styles based on the
motivational needs of followers. Bartol and Martin (1998) summarized four major
leadership behaviours of path-goal theory viz. directive leadership, supportive
leadership, participative leadership and achievement-oriented leadership. Directive
leadership is like task orientation in which a leader provides information to
subordinates on what they expect and provide guidance on various aspects of work.
Supportive leadership is more friendly and has concerns for the needs and well-being
of subordinates. Participative leadership involves consulting with and encouraging
subordinates in decision making. Achievement-oriented leadership is about setting
challenging goals and concentrating on their achievements. The strength of this theory
is that it attempts to integrate principles of motivation and provides a useful theoretical
framework to understand how leadership behaviours affect satisfaction and work
performance. This theory has been criticised for being complex, having less support
from the empirical research, and failing to explain adequately the relationship between

leadership behaviour and follower's motivation (Northouse, 2016).

Leader-member exchange (LMX) theory — This theory focuses on the quality of
mutual relationship between the leader and the followers (Erdogan et al., 2006).
Leaders adopt leadership behaviours based on the interpersonal relationship with
each follower. The relationship between leader and follower may not always be
positive or of high-quality, which results in the formation of exchange. Positive

relationships or high-quality exchanges contribute to positive outcomes, such as job
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satisfaction and better performance, whereas a lower quality relationship does not go
beyond the formal employment contract (Loi et al., 2009). Leadership develops
progressively over time in three phases — the stranger phase, the acquaintance phase,
and the mature partnership phase (Graen and Uhl-Bien, 1991). During the stranger
phase, the relationship between leader and follower is rule bound, relying heavily on
the contractual relationship. In the acquaintance phase, either the leader or follower
offers social exchange and expects to share resources and other information. In the
mature partnership phase, there is high-quality exchange between the leader and
follower with mutual trust, respect and obligation towards each other. This theory is
considered as robust being a strong descriptive theory, focusing uniquely on the
mutual relationship between leader and follower and having a large body of research
(Northouse, 2016).

Transformational leadership — This is one of the contemporary theories on
leadership in which a leader influences other by personal interaction and motivation,
thereby leading towards the achievement of goals. According to Burns (1978)
transformational leadership occurs 'when one or more persons engage with others in
such a way that leaders and followers raise one another to higher levels of motivation
and morality'. Leaders enhance the morality of followers and transform them through
their inspirational nature and charismatic personalities. Adopting flexibility and
emphasizing their relationship helps to create a sense of belonging, thus facilitating
the change process. Transformational leaders are expected to have four important
qualities — idealized influence, inspirational motivation, intellectual stimulation, and
individualized consideration (Bass 1985). Idealized influence is the way of exerting
influence within a group and the ability of the leader to act as a role model. Inspirational
motivation is the ability to inspire and raise morale among group members to gain their
commitment for a shared belief. Intellectual stimulation is the encouragement of
creativity and innovation so that the followers are able to discover new ideas to bring
changes or to solve the issues as they arise. Individualized consideration means the
leader recognizes the abilities and need of team members and helps them in their
personal development through coaching and mentoring. Transformational leadership
has received a lot of attention and emphasis in leadership research because of its
broader view on leadership, focus on interplay between leaders and followers and its

intuitive appeal to society's popular notion of what leadership means. However, it is
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being criticised because of lacking conceptual clarity, methods of measurement and
emphasis on individual traits or predisposition rather than a behaviour (Northouse,
2016).

Transactional leadership — This theory, also known as managerial leadership,
focuses more on organisational system/structure, supervision and performance. It
focuses less on people and relationships as compared to transformation leadership. It
defines the relationship between leaders and subordinates as a social exchange and
motivates the subordinates primarily through conditional rewards (Burns, 1978).
Exchange could be positive or negative depending on the performance of each
subordinate (Bass and Avolio, 1993). Once the exchange is completed, there is no
need for further interaction unless another process of contingent reward is introduced
(Antonakis and House, 2002). Transactional leaders use five steps to attain
organisational goals through subordinates' performance — clarifying what is expected
from subordinates, explaining what the subordinate should do to meet the
expectations, explaining how the performance would be evaluated, providing feedback
on whether the objective has been met, and allocating rewards based on the
attainment of objectives (Bass, 1990).

Laissez-faire leadership — Laissez-faire or free-rein style provides all the rights and
power to make decisions to the followers. This could be seen as the avoidance of
duties and responsibilities of leadership. Practically, it has many limitations and is not
seen as a good leadership strategy. However, it is supposed to be effective when
followers are highly skilled and experienced, have pride in their work, have self-

discipline and are trustworthy.

Servant leadership — This theory is unique as compared with other theories of
leadership which implies the responsibilities of a leader to serve followers. It seems
like a person could be a leader and a servant at the same time. As Greenleaf (1970)
stated leadership begins with the natural feeling to serve others, and then the
aspiration to lead is developed. The focus is to serve the followers to help them grow
from being like a servant and being sensible to remove social inequalities and injustice.
Servant leaders demonstrate strong moral behaviour towards their followers and
emphasize service. Laub (1999) examined servant leadership in organisations and

identified six features of servant-minded organisations: valuing people, developing
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people, building community, displaying authenticity, providing leadership and sharing
leadership. Russel and Stone (2002) compiled the attributes of servant leadership into
two types — functional attributes and accompanying attributes. Functional attributes
are the operative qualities, characteristics, and distinctive features of leaders and
include vision, honesty, integrity, trust, service, modelling, pioneering, appreciating
others and empowerment. Accompanying attributes are communication, credibility,
competence, stewardship, visibility, influence, persuasion, listening, encouragement,
teaching and delegation. Similarly, Spears (2002) identified ten characteristics of
servant leadership extracted from Greenleaf (1970). Those characteristics are —
listening, empathy, healing, awareness, persuasion, conceptualization, foresight,
stewardship, commitment to the growth of people, and building community. Servant
leadership has its strengths in its unique way to define leadership, as well as its
counterintuitive and provocative approach to the use of influence in leadership which
is different from other approaches. However, it is criticised for sounding unusual and
disregarding the essence of leading, such as creating vision, directing and goal setting
(Northouse, 2016).

Authentic leadership — This theory is one of the newest areas of leadership research
which is still in the formative phase of development (Northouse, 2016). Authentic
leadership can be defined from three perspectives — intrapersonal, interpersonal and
developmental. The intrapersonal perspective is about leaders' self-knowledge, self-
regulation, and self-concept; the interpersonal perspective is about the relationship
between leaders and followers; and the developmental perspective is about the
progression of leadership over lifetime which is often triggered by major life events.
According to Walumbwa et al. (2007), authentic leadership consists of four distinct but
interrelated components; self-awareness, internalized moral perspective, balanced
processing, and relational transparency. This theory has been considered strong
because of having an explicit moral dimension and emphasizing real leadership rather
than imitating others. However, it is criticised because of not adequately explaining the
moral component and its impact on positive organisational outcomes. Being in the
formative stages of development, criticisms still need to be addressed (Northouse,
2016).

Adaptive leadership — This approach to leadership implies how a leader encourages

subordinates and helps them do their work in order to adopt the changes they face. It
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is the practice of mobilizing people to tackle tough challenges and thrive (Heifetz et al,
2009). Adaptive leaders engage in mobilizing, motivating, organizing, orienting and
focusing the attention of others (Heifetz, 1994). The model of adaptive leadership
describes three components — situational challenges, leader behaviours and adaptive
work. The process of adaptive leadership works like this: leaders first try to understand
the complexities of the situation as well as the interpersonal dynamics among
subordinates. Then s/he assess the context where subordinates are experiencing
change and addresses the problems (based on their nature) with his/her authority and
expertise. The strengths of this approach are that it changes focus, is follower centred,
has a prescriptive approach and considers leadership as a complex interactional event
between leader and followers. It is being criticised as being inadequately used in
empirical research, being too abstract and in need of further refinement (Northouse,
2016).

Collaborative leadership — Rather than a theory, this is a framework of practice that
emphasizes unity and teamwork among leaders and subordinates within an
organisation, as well as with other relevant stakeholders. It focuses on strategies to
enhance the sharing of knowledge and experience as well as dialogue between
multiple stakeholders (Frey, 2018). A favourable work environment helps in better
collaboration between the various levels of organisations; thus, it contributes to
implementation of effective practices. To ensure an effective working relationship, this
approach considers three level of focus viz. the individual and his/her leadership
capacities, people working within an organisational context, and community members
working across boundaries to stimulate change and solve problems (Grimm et al.,
2015). There are six key elements for leading a collaborative process — assessing the
environment for collaboration, creating clarity, building trust and creating safety,
sharing power and influence, developing people and self-reflection (Turning Point,
2002).

Exemplary leadership model — By researching the personal experiences of people
holding excellent leadership, Kouzes and Posner (2012) outline a model of exemplary
leadership with five best practices. The key behaviours of leaders showing exemplary
leadership practices are - modelling the way, inspiring a shared vision, challenging the
process, enabling others to act, and encouraging the heart. Modelling the way refers

to the leaders' behaviour in which s/he set the example by behaving in ways that reflect
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the shared values. Inspiring a shared vision is about envisioning an exciting and
meaningful future by enlisting others in a common vision and appealing to their values,
interests and hopes. Challenging the process means exploring the opportunities to
change, grow, innovate and improve in which the leader takes risks and learns from
mistakes. Enabling others to act refers to encouraging people and strengthening their
ability and developing their competence by fostering collaboration and building a spirit
of trust. Encouraging the heart is about praise and recognition of individual
contributions to the success of a project. This model of leadership turns the abstract
concept of leadership into easy-to-grasp practices that are clear and evidence-based
to achieve admirable leadership for individuals, groups and organisations.

Shared leadership — The concept of shared leadership is about influencing each
other within a group as well as sharing power and responsibility. This increases morale
and satisfaction among team members, and ultimately contributes to performance and
productivity. Shared leadership is supposed to occur 'when two or more members
engage in the leadership of the team in an effort to influence and direct fellow members
to maximize team effectiveness' (Bergman et al., 2012). In this leadership, tasks are
shared through a team environment that relies on a shared purpose, social support
and voice (Carson et al., 2007). Shared purpose is about understanding and
appreciating collective goals; social support is about providing emotional support to
each other; and voice refers to the appreciation of each member's contribution. Shared
leadership is different from team leadership where the team is led by a specific leader.
However, it is similar with distributed leadership and literature often uses the term
'shared' and 'distributed’ interchangeably, both types of leadership having the same

core components (Northouse, 2016).

2.4 Leadership theories and applications in health

A review of literature found the application of various leadership theories in the health
sector including medicine, nursing and public health. The most commonly used and
emphasized leadership theories/approaches in the health sector are — behavioural
approach (democratic/participative and situational), transformational leadership,
transactional leadership, servant leadership, collaborative leadership and authentic

leadership. It is out of the scope of this thesis to include all the leadership theories with
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their outcomes in the health sector. Thus, the applicability and contribution of some
important theories are described briefly in the following paragraphs.

The initial approach to leadership i.e. the Great Man theory which suggests leaders
are born not made, has no applicability within healthcare settings being highly
restrictive and exclusive (Kumar, 2013). Trait theory, as a progression of the Great
Man theory, emphasizes mostly the perspectives of the historical high-status leader.
Despite of the importance of trait theory in valuing personal characteristic to lead
others, it could not represent sufficiently in health sector (Kumar, 2013), probably due
to the need of technical education and experiences for leadership in health. The
importance of trait approach decreased because of the emergence of behavioural
theories and the rising concept of leadership as contextual and contingent (Fawkes,
2012). Behavioural theories and contingency/situational theories overshadow the
applicability of trait theory. Behavioural theories and contingency/situational theories
have a long history of application and still exist in health care research and practices

in different forms and models.

Rowitz (2014) mentioned the importance of democratic/participative leadership where
the team members are involved in the problem-solving process to build a consensus
towards a decision. Public health leaders need to exhibit high-task and high-
relationship behaviour because programs in public health demand technical expertise
as well as good communication between leaders and their constituents. Rowitz (2014)
also emphasized that public health leaders need to develop appropriate styles of
leadership depending upon the context in which public health is being exercised. This
refers to the importance of situational leadership in public health. As an example,
leadership styles needed during the implementation of routine public health programs
(immunization, family planning) and during epidemics/disasters should vary. Gifford et
al. (2018) found the application of various leadership behaviours, such as change-
oriented, relation-oriented and task-oriented behaviours in health settings. As
compared to task-oriented behaviours, relational leadership contributed to greater job
satisfaction (McCay et al., 2018). Thus, it is recommended adopting such leadership
behaviours that meet the needs of healthcare professionals in order to overcome

organisational barriers and to improve quality (Kumar, 2013).
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Begun and Malcolm (2014) identified six distinctive circumstances of public health that
affects leadership — predominance of not-for-profit and public settings, resource
scarcity, complexity of challenges, long-term solutions, unique role in emergencies
and political. Based on these circumstances, the authors suggest four complementary
approaches to leadership relevant to public health leaders — servant leadership,
transformational or adaptive leadership, integrative leadership, and complexity
leadership. If public health problems were always straightforward and technical, the
managerial approach (power of hierarchy and use of evidence) would be enough. But
due to the complexity of public health problems, public health requires transformation
or adaptive leadership to deal with the most challenging public health problems. As
public health problems have multiple interdependent causes and effects outside the
scope of public health, the traditional concept of independence does not work. Public
health leaders are expected to understand the complex system and work together with
various stakeholders. This stresses the need of integrative and complex leadership.
Since public health leadership continuously needs communication, sharing of
information, and service commitment from their followers to practically endorse their
vision or to achieve goals, means the servant leadership approach becomes

successful.

Servant leadership is considered as one of the best models for health care
organisations (Trastek et al., 2014), and adoption and practice of this style is highly
recommended (Cottey and McKimm, 2019). This is because of servant leadership
focuses on strength of team, trust among team members, and serving the needs of
clients (Trastek et al., 2014) as well as it helps in aligning organization to create a
favourable environment in serving clients, and empowering for creativity and
innovation (Cottey and McKimm, 2019). Studies found the contribution of servant style
leadership in increasing trust (Bobbio and Manganelli, 2015), learning (Aij and
Rapsaniotis, 2017), continuous development and innovation (Allen et al., 2016), and
positive change in the long run (Han and Kim, 2012). Emphasis on empowerment was
one of the main reasons for change and innovation (Hyett, 2003) in servant-leader
model. A systematic review conducted by Aij and Rapsaniotis (2017) revealed the
importance of servant leadership in improving quality care, healthy relationship
between administrators and staff as well as between providers and patients, thus
contributing to sustainability. Similarly, another integrative review revealed the
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importance of servant leadership in developing compassionate leadership within
health care organisation and with a strong relationship between well-being and

workplace outcomes (de Zulueta, 2016).

Transformational leadership has been an important emphasis in health researches
after the 1990s (Lo et al., 2018) and remains important in such an ever-changing
health care environment (Jambawo, 2018). It is more beneficial for health service
improvement and changes; thus, quality improvement initiatives are most likely to
succeed (Kumar, 2013). As public health needs to work with and from the community,
transformational leadership qualities are necessary to lead change as well as to
effectively implement the tasks and responsibilities inside the organisation and within
the community (Carlton et al., 2015b). The importance of transformational leadership
increases in the contemporary public health context where team members want to be
challenged and feel empowered rather than just being inspired by their leaders (Bass
and Riggio, 2006). It requires understanding the experiences of team members as well
as consideration of their emotional level (Betker, 2016). Carlton et al. (2015a,b)
examined full range of leadership in public health and found some important
applications of transformational and transactional leadership styles. Both
transformation and transactional leadership were found to be successful in public
health, however, most leadership outcomes were due to the practice of
transformational rather than transactional leadership. Transformational leadership is
best received with 'leading by example' and 'collaboration' which can lead to increased
performance, job satisfaction and better operation of health departments (Carlton et
al., 2015a). Leaders having transformational behaviours are in high demand during
organisational change as they focus on intellectual stimulation, innovation and
creativity (Allen et al., 2016). In the field of nursing, transformational leadership
positively influences empowerment and creates a supportive work environment which
in turn increases job satisfaction (Choi et al., 2016), retention among nurses (Boamah
et al., 2018; Cowden et al, 2011) and positive changes (Al-Yami, 2018). It is found
more effective than transactional and passive-avoidant styles in improving patient
satisfaction and health expectations (Huynh et al., 2018) as well as in stimulating
motivation and consolidating teamwork (Musinguzi et al., 2018). Transformational
leadership, being an important contextual variable in the workplace, moderates the
relationship between work well-being (Arnold, 2017) and employee creativity (Miao
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and Cao, 2019) as well as increasing job satisfaction, organisational commitment, and
proactive behaviour among employees (Steinmann et al., 2018). This type of
leadership style has a critical role in employee creativity, thus expansion and

implementing of this style is highly recommended (Ranjbar et al., 2019).

Despite the importance of transactional leadership in health, the contribution of
transactional leadership could not be ignored. Transactional leadership approaches
are traditionally used in most the health organisations but the strong emphasis on
research and practice on transformational, servant and situational leadership (mainly
after the 2000s) affected the workings of transactional leadership (Schwartz and
Tumblin, 2002; Smith et al., 2015). However, due to the hierarchical relationship
between different health professionals, transactional leadership could still be practised
widely in health sector (Kumar, 2013). Research in health has been conducted to
evaluate the different dimensions of human resources and productivity by combining
both transformational and transactional leadership since these two styles are the
components of a full range leadership model, and are interdependent with each other
(Avolio and Bass, 1991). Practice of transactional leadership is found to be equal with
the practice of transformational leadership among managers in primary health care
settings (Jodar et al., 2016) as well as among nurses in hospital (Manning, 2016;
Abdelhafiz et al., 2016; Alshahrani and Baig, 2016). Similar to transformational
leadership, transactional leadership positively influenced work engagement (Manning,
2016) and increased job satisfaction (Jodar et al., 2016; Abdelhafiz et al., 2016;
Alshahrani and Baig, 2016, 2016). Transactional leadership is considered the
foundation for transformational leadership as Avolio and Bass (2002) stated that
leaders cannot be truly transformational without having strong transactional leadership
abilities. Based on each situation and context, transactional leadership is required in
public health (Rowitz, 2014). Most importantly, it is essential to assure performance
and to accomplish specific tasks in public health because not all public health activities
lend themselves to being transformed due to the daily realities of public health practice
(Carlton, 2015a). Transactional leadership has its strengths in achieving operational

and financial targets but its role in improving health services is limited (Kumar, 2013).

Apart from the theories described in the above paragraphs, the health sector is also
getting benefits with the application of other leadership theories such as authentic

leadership, shared leadership and collaborative leadership. Shared leadership has the
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potential of increasing staff engagement, job satisfaction (De Brun et al., 2019) as well
as in improving team performance (Janssens et al., 2018). Authentic leadership
positively correlates with health and well-being of employees as well as their job
satisfaction and performance (Alilyyani et al., 2018). Collaborative leadership in public
health is needed to discover new approaches and/or solutions for existing problems
(Rowitz, 2014).

Up to here, the review of literature focused on existing leadership theories and their
applications in different areas of the health sector. Since, this thesis is about
leadership in public health settings, there was a need for a specific and organized
literature review on the research topic. The chapter continues with a systematic

narrative review on 'public health leadership'.

2.5 A systematic narrative review of public health leadership
2.5.1 Background

Leadership in general, and/or business leadership is one of the subjects which
occupies more space in academic literature because of numerous studies started in
the 19" century. Influence by the general leadership theories and practices, different
disciplines of the health sector gradually developed their own concept, theory,
practices and competencies on leadership. Public health, being one of the most
important domains in the 215t century and having increased scope in preventing and
controlling the global threats to human health, the importance of leadership could not
be ignored. Public health requires a renewed commitment to leadership to defend the
recent challenges to human health (Koh, 2009) including the tough times during

conflicts and pandemics (Hughes, 2009).

Public health has been considered delayed in defining its own spectrum of leadership
and slow in translating and applying leadership models from other professions (Carlton
et al., 2015a). Due to the lack of literature on public health leadership, public health
professionals are compelled to apply leadership lessons from the non-health sector
(Koh and Jacobson, 2009). Public health, as compared to the business and
bureaucratic sector, is much less hierarchical (Koh, 2009) and due to the special

nature of public health problems, it needs multi-sectoral collaborative leadership (Koh,
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2009; Czabanowska et al., 2014; Reddy et al., 2017). Thus, borrowing leadership
theories and practices from the non-health sector not only overlooks the special nature
of public health but also 'the unique opportunities that makes leadership in public
health a rich source of inspiration, frustration and fascination' (Koh and Jacobson,
2009).

Public health needs effective leadership at every level of each country. It is necessary
to know the different aspects of leadership in public health in the global context. Thus,
a systematic literature review was conducted to gather as much information as

possible on public health leadership relevant to this research project.

2.5.2 Methods

For this review, | adopted a systematic way of searching the research literature,
collecting and collating the information, and presenting the findings. The stages and

procedures of the different methods are described in the following paragraphs.

| started with a general and broad review question because | wanted to cover as much
literature as possible in this comprehensive topic. | treated 'public health leadership'

as a phrase on its own. The review question was:
What is known from the existing literature about ‘public health leadership'?

| was aware that public health leadership is an ambiguous term that could include
many aspects. But as a part of a doctoral thesis, it was important to know everything
about the research topic. However, this review specifically aimed to cover the following

aspects.

- Concepts of public health leadership
- Methods of leadership development in public health
- Practices in public health leadership

- Qualities and competencies needed for public health leadership

To identify relevant studies, | adopted three strategies — electronic databases,
reference list and hand searching. Health and multi-disciplinary electronic databases
that had a variable scope in the area of public health, health policy/system/services

and human resource management were searched. The searched databases were
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PubMed, ProQuest, CINAHL, PsycINFO, Emerald Full text, Business Source

Complete, and ProQuest Dissertation and Theses.

Initially, | searched for 'public health' and 'leadership' in full text which was completely
unmanageable (e.g. 446,071 articles in ProQuest and 21,048 in PubMed) which was
searched again in another field except full text which was also unmanageable (47,354
in ProQuest). Containing these two terms in full text doesn't necessarily mean that the
work is on public health leadership. Most of the papers include these terms as a part
of providing introduction or discussion for other non-leadership research. So, | decided
to search with the phrases 'public health' and 'leader*' in the document title. The
rationale for searching the title was that if the study has complete focus on public
health leadership, then the term 'public heath' and 'leader/leaders/leadership’, should

have been used in the title of articles despite their position.

Primary research (both published articles and grey literatures) adopting any type of
study design and any types of literature review were selected. To cover a wide
perspective of subject matter, conceptual papers such as commentary, viewpoint,
correspondence, etc were also included. Dissertations and theses were also included
as a source of grey literature. Contents from books (published) were not included
because of the complexity; however, if the contents of the books were published in the
form of journal articles, they were included. Coverage of review was set to English
language and included papers from January 2000 to December 2019. Databases
searching was done by limiting the results from scholarly journals which were peer

reviewed. Table 2.1 shows the summary results from the searching.

Table 2. 1 Search results from database with search strategy

Database Name Search strategy Results
ProQuest ti(public health) AND ti(leader*) 206
ProQuest Dissertation ti(public health) AND ti(leader®) 25

and Theses

PsycINFO ("public health" and leader*).m_titl 55
PubMed (public health [Title]) AND leader*[Title] 206
Emerald full text "public health leadership" 28
CINAHL Tl public health AND TI leader* 204
Business Source Tl public health AND TI leader* 43
Complete
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Initial searches on databases resulted in 767 articles. This number was then reduced
by removal of extraneous articles through duplication (402), title relevancy (162),
abstract availability and relevancy (116), and full text relevancy (40). After removing
the extraneous articles, 47 remained for review. Bibliography tracing was then done
from these articles and relevant references were searched in google and/or website
of stated journal. This resulted in additional nine papers that were relevant to include.
In this way, 56 articles were used for review. The procedure of selection is illustrated
as PRISMA flow chart (Figure 2.1).

)
5 Records identified through databases searching (n=767)
§ PubMed (206), ProQuest (206), CINAHL (204), PsycINFO (55), Emerald
= Full text (28), Business Source Complete (43), ProQuest Dissertation
35 and Theses (25)
N——
A 4
( ) Total records merged (n=767) » Duplicates removed (n=402)
g y
z .
o Re_cords screened by title »| Excluded by title (n=162)
5 (n=365)
@ ¥
— Records screened by abstract » Excluded by abstract (n=116)
(n=203)
Full text articles assessed for »| Excluded by full text (n=40)
> eligibility (n=87)
3 v
()]
i Eligible full text articles (n=47)

Additional searching (reference
tracking and hand-searching (n=9)

A
Studies included for review (n=56)

Inclusion

Figure 2.1 PRISMA flow chart of systematic literature search
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2.5.3 Findings

2.5.3.1 Characteristics of studies

A total of 56 studies were included in the review. Most of the articles were original

research (18) and perspectives (16) and written in context of American countries (23)

and in global context (20). The table below illustrates the details. Apart from the

characteristics of the studies, the findings on public health leadership are categorised

into four parts — concept, development, enactment and competencies.

Table 2. 2 Characteristics of studies reviewed

Characteristics

Number

Details

Article types
Original

Review

Perspectives

Opinion/comments

Editorial/correspon

dence

18

16

McAreavey et al. (2001); Saleh et al. (2004); Umble et al.
(2005); Miller et al. (2007); Ceraso et al. (2011); Nowell
and Harrison (2011); Stankunas et al. (2012); Olson
(2013); Benke (2014); Day et al. (2014); Grimm et al.
(2015); Carlton et al. (2015a); Carlton et al. (2015b);
Stander et al. (2015); Coxen et al. (2016); Jadhav et al.
(2017); Balio et al. (2019); Gianfredi (2019)

Wirrmann and Carlson, 2005; Czabanowska et al. (2014);
Popescu and Predescu (2016); Grimm et al. (2017);
Kimberly (2011)

Wright et al. (2000); Gray (2009); Koh and Jacobson
(2009); Koh (2009): Uno and Zakariasen (2010); Koh et al.
(2011); Fried et al. (2012); Rabarison et al. (2013);
Czabanowska et al. (2013a); Shickle et al. (2014); Carman
(2015); Smith et al. (2015); Moodie (2016); Mullen (2016);
Fraser et al. (2017); Baker (2019)

Freudenberg and Kotelchuck (2001); Hunter, (2009); Day
et al. (2012); Srinivasan and Holsinger (2012); Lawton
(2013); Yphantides et al. (2015); Reddy et al. (2017);
Baroff (2015)

Yngve (2006); Hughes (2009); Czabanowska et al.
(2013b); Holsinger et al. (2015); Koh (2015); Krishnan
(2018)
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Report

IOM (1988); IOM (2003)

Regions

American

European

African
Asian
Global

23

20

Wright et al. (2000); Saleh et al. (2004); Umble et al.
(2005); Miller et al. (2007); Hunter (2009); Uno and
Zakariasen (2010); Ceraso et al. (2011); Nowell and
Harrison (2011); Rabarison et al. (2013); Czabanowska et
al. (2013b); Olson (2013); Benke (2014); Shickle et al.
(2014); Grimm et al. (2015); Baroff (2015); Carman
(2015); Carlton et al. (2015a); Carlton et al. (2015b);
Yphantides et al. (2015); Fraser et al. (2017); Jadhav et al.
(2017); Grimm et al. (2017); Balio et al. (2019)
McAreavey et al. (2001); Wirrmann and Carlson (2005);
Day et al. (2012); Stankunas et al. (2012); Czabanowska
et al. (2013a); Czabanowska et al. (2014); Day et al.
(2014); Smith et al. (2015); Karlberg (2016); Gianfredi
(2019)

Stander et al. (2015); Coxen et al. (2016)

Reddy et al. (2017); Krishnan (2018)

Freudenberg and Kotelchuck (2001); Yngve (2006); Gray
(2009); Hughes, 2009); Koh and Jacobson (2009); Koh
(2009); Koh et al. (2011); Kimberly (201); (Fried et al.
(2012); Srinivasan and Holsinger (2012); Lawton (2013);
Holsinger et al. (2015); Koh (2015); Karlberg (2016);
Moodie (2016); Mullen (2016); Popescu and Predescu
(2016); Baker (2019); IOM (1988); IOM (2003)

2.5.3.2 Concepts of public health leadership

The need for public health leadership was initially pointed out in 1988 by the US

Institute of Medicine which stated that key attention should be given to leadership

development to fulfil the essential purpose of public health (Miller et al., 2007, Carlton

et al., 2015a). Adopting the critical importance of public health leadership, the US

Centre for Disease Control (CDC) from 1990s started to invest and focus in different

types of leadership development training for professionals working in the public health
sector (Miller et al., 2007). In 2003, the Institute of Medicine (IOM) reiterated
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leadership development in public health and affirmed the importance of leadership
training and development activities in governmental organisations and academic
institutions (I0OM, 2003 cited in Carlton et al., 2015a). Different centres and institutions
were established during that period with the aim of developing public health leaders.
The continuous efforts of these institutions and other independent researchers
resulted in the development of various general and leadership competency
frameworks needed for public health professionals (Uno and Zakariasen, 2010) for the

US and European region.

Despite the need and importance of effective public health leadership in the 21st
century (Wright et al., 2000; Hughes, 2009; Koh et al., 2011; Fried et al., 2012;
Holsinger et al., 2015; Fraser et al., 2017), there is still a lack of a consensus definition
of public health leadership (Koh, 2009). Public health leadership is not well defined
(Czabanowska et al., 2013a) and the meaning, application and competencies of
leadership in health crisis are also unclear (Hughes, 2009). Criticism has been made
regarding public health leadership that it over-emphasized the technical aspects
(Shickle et al., 2014), and thus ignored the 'public' part of public health. Public health
leadership (along with its training) is not properly emphasized in countries that have
gone through intensive public health reforms and need more leaders at every level
(Czabanowska et al., 2013b). In addition, it took a long time for public health
professionals to understand leadership skills as essential parts of public health training

as they have been considered in business sector (Moodie, 2016).

The Public Health Agency of Canada (PHAC, 2008) defined public health leadership
as 'an ability of an individual to influence, motivate and enable others to contribute
toward the effectiveness and success of their community and/ or the organisation in
which they work'. Public health leaders should mentor, coach, and empower their
followers bearing in mind that their followers are the possibilities for future leadership.
Leadership in public health is about mobilizing people, organisations, and communities
to effectively tackle tough public health challenges (Begun and Malcolm, 2014 cited in
Krishnan, 2018). It is about 'maximising our own potential as public health practitioners
and maximising our sense of worth and meaning that we draw from our lives; and
maximising the potential of others and the sense of worth and meaning they draw from
their lives' (Moodie, 2016). It should be 'committed to most effective evidence-based

balance of prevention and care within an integrated health system, with continual
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learning in the face of change' (Fried et al., 2012). Public health needs multi-sectoral
collaboration (Wirrmann and Carlson, 2005; Koh and Jacobson, 2009; Koh, 2009;
Ceraso et al., 2011; Reddy et al., 2017) and a composite model of leadership (Reddy
et al., 2017) as it needs to functions within a complex environment and engage with
diverse domains, such as agriculture, business, and education to address the complex
public health challenges. Collaborative types of leadership with shared responsibility
and accountability are needed in public health (Kimberly, 2011 in Reddy et al., 2017)
because public health is about interdependence not independent (Koh, 2009; Reddy
et al., 2017).

Public health leadership could be described and applied at a variety of levels such as
individual, community, organisation, national and global. Based on the level of
practice, public health has five types of leader. The grassroot leader works with the
community to improve its health; the organisational leaders lead health organisation
for effective health outcomes; the national leader gets public health on the national
political agenda; the international leaders advocate and lead for global public health;
and the academic leader gives a sense of direction to the discipline of public health
(Krishnan, 2018).

Koh (2009) has given five dimensions of public health leadership based on the
dimensions of transcendent leadership and a successful story of a renowned public

health leader. Those dimensions are as follows:

a) Pinpointing passion and compassion: The journey of public health leadership starts
from ‘standing for something so that you won't fall for anything’. Public health leaders
have gone through some crucial experiences (as wounded healers) in their life which

ultimately develops their passion and compassion for something different.

b) Promoting servant leadership: No leader is perfect and has all the requisite skills to
deal with the complexity of public health. This is the reason why public health needs
inter-group collaboration. Public health is different from the classical leadership
paradigm having a bold leader and passive followers: rather it requires more facilitative
and collaborative leadership.

c) Acknowledging the unfamiliar, the ambiguous, and the paradoxical: Learning to
accept chaos is one of the essential skills of public health leadership. Because of the
ambiguity (partial knowledge, shifting dynamics and uncertain outcomes) in public
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health, leaders should work on minimal or incomplete data, and must be especially
prepared for unexpected events like disasters and pandemics. Public health leaders
are required to do adaptive work in which problems and solutions require learning as

well as coordinating with stakeholders.

d) Communicating succinctly to reframe: Public health leadership requires succinct
and concrete communication to promote social change, thus it is different from
communication by mass media which is for entertainment or information purposes.
Public health should acknowledge uncertainty and need to communicate to the public

being flexible and openness with the messages and in a way the public sees the world.

e) Understanding the 'public' part of public health leadership: A public health leader is
always on stage, thus comments, criticisms, and interpretations (or misinterpretation)
are likely. Public health leaders should be aware of the scrutiny of the public and media

and be optimistic about their efforts for change.

2.5.3.3 Leadership development in public health

How an individual becomes a leader or what makes an individual a leader depends
upon a range of physiological, social, cultural and educational factors. Charismatic
leadership and trait leadership are some of the traditional paradigms of leadership
theories which emphasized more on the individual characteristics than other social
factors. Modern theories on leadership focused more on the behaviours of leaders and
the role of social and cultural factors in leadership development. Educational
interventions such as leadership training are also considered beneficial in developing

leadership capabilities among professionals.

Hughes (2009) argues that leadership in public health is not concerned with innate
characteristics; rather it is a complex set of personal attributes and competencies that
develops via education, exposure, role modelling and mentoring with existing leaders
(Hughes, 2009). In a study among public health leaders who completed a specific
leadership training program, Olson (2013) found that public health must include
multiple factors to develop exemplary leadership practices such as self-awareness,
opportunities, experience and practice, passion and commitment, supportive
relationships, positive climate, and confidence. Obstacles for leadership development

included politics (organizational and interpersonal), heavy workloads, lack of self-
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reflection time (including keeping the big picture in mind), and negative climates or
relationships. (Olson, 2013). Public health professionals usually gain leadership skills
and knowledge through their day to day activities (Uno and Zakariasen, 2010). Many
leaders have endured and grown from indelible crucial experiences in their life by
which they can gain passion and compassion to lead for change (Koh, 2009).
Considering the gender perspectives, leadership for males and females is likely to be
completely different. A female senior health executive argues the condition in which
many women, even in developed countries like US, encounter difficulty in breaking
through the glass ceiling, and prevent women from executive advancement (Baroff,
2015). For the development of leadership among females, gender equity, personal
values, persistence and self-awareness are some of the important aspects (Baroff,
2015).

The journey for a public health professional usually starts from being a member of a
team which gradually progresses to leadership positions and provides vision to
motivate and influence others. This journey of leadership development could be seen
to have three dimensions — level of influence, level of consciousness and level of
leadership (Krishnan, 2018). Level of influence could be in single team, multiple teams,
single agency, multiple agencies, single-sector and multiple sector; level of
consciousness includes task doer, transaction, relation, inspiration, mentor and vision;
level of leadership includes position, permission, production, people development,
personhood and pinnacle. Figure 2.2 illustrates these dimensions of public health

leadership.
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Image removed due to copyright restriction.

Figure 2.2 A conceptual framework for public health leadership

(Adopted from Krishnan, 2018)

Leadership development in public health should go beyond traditional educational
approaches (Koh, 2015). Innovative ways help public health professionals to explore
and identify their potentialities and prepare them for the dynamic, yet flexible world of
public health. Leadership development models targeted for leadership including
training and exposure are successful in improving the knowledge, skills and
competencies of public health professionals (Saleh et al., 2004; Umble et al., 2005;
Miller et al., 2007; Ceraso et al., 2011; Olson, 2013). For example, leadership trainings
were found important to improve the ability to cope with and lead changes in public
health practices as well as to advocate and empower people about health issues
(Saleh et al., 2014). Trainings help individuals to improve their ability to engage in new
leadership practices as well as in coaching and mentoring, managing conflicts,
negotiating, and collaboration (Umble, et al. 2005). Other contributions of trainings
include but not limited to increased self-awareness, organizational results (Miller et al.,

2007), community engagement and coalitions (Ceraso et al., 2011). However, these
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models have limitations in outcome-based results and demand revision to increase

effectiveness (Grimm et al., 2017).

Public health leadership training programs improve the scholars' ability to cope with
and lead changes, as well as the ability to educate and empower others (Saleh et al.,
2004). Public health professionals develop new understanding and insights into
leadership practices, increased confidence and self-awareness (Miller et al., 2007)
and ability to engage in new leadership roles and practices (Umble et al., 2005).
Organisational outcomes were achieved through leadership development training
(Saleh et al., 2004; Miller et al., 2007). Community based public health leadership
training programs increased participants' knowledge and competencies in leadership,
as a result of which the public health services were expanded and community
coalitions strengthened (Ceraso et al., 2011). Increment in collaborative practices,
reflective behaviours, intentional behaviours and confidence were also the results of

leadership training (Olson, 2013).

As well as the leadership training programs, some factors were explored that
increased the leadership development and practices among public health leaders.
Those are — having a leadership framework at work, self-awareness, opportunities,
experience and practice, passion and commitment, a supportive relationship, a
positive climate and confidence. On the contrary, organisational and interpersonal
politics, heavy workload, lack of self-reflection time and unfavourable environment and
negative relationships in the workplace are obstacles to leadership development
(Olson, 2013).

2.5.3.4 Leadership enactment in public health

Literature has emphasized the role of vision, collaboration, transformation, shared and
servant leadership in public health. Public health needs visionary leadership (Wright
et al., 2000; Wirrmann and Carlson, 2005; Carlton et al., 2015b) to address the
challenges posed by ever-changing public health problems in the local, national and
global context. Visionary leadership sees how the world of public health should exist
and turns the vison into reality. Public health leaders should be able to estimate the
future public health by assessing the past and present health issues and problems. As
quick fixes are rare in public health, it requires its leaders to dedicate themselves to
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long-term sustainable prevention by stretching their minds and souls in almost
unimaginable ways (Koh and Jacobson, 2009). For this, leaders should extend beyond
historical, political, organisational and professional issues, even from the primary level

setting (Wirrmann and Carlson, 2005) up to the global context.

Because of the complex nature of public health (Wright et al., 2000), its leadership
could not stand independently. Although public health has relatively scarce (Shickle et
al., 2014) but competent leadership with its own superheros (Day et al., 2012; Day et
al., 2014), making plan and policies in public health on their own is not practicable
(Shickle et al., 2014). Public health leadership should be interdependent (Koh and
Jacobson, 2009) with other relevant sectors that may have direct and indirect
contributions for the betterment of the health of the people. Leaders in public health
not only come from within public health but also from outside, as for example the great
Edwin Chadwick who was a lawyer (Day et al., 2012).

Leadership would be effective when the public health professionals work with, through
and for others (McAreavey et al., 2001). In the new era of public health, there is the
need for cross-sector collaborations, often with non-traditional public health entities,
to address the social determinants of health (Balio, et al., 2019). Public health leaders
should deal with a diverse group of 'Ps': policymakers, penurious budget officials, the
press, passionate advocates, purchasers (public and private), providers, and, the
public (Koh, 2009). Intergroup collaboration is essential because no single leader has
all the skills and resources to confront the complexities of public health (Koh, 2009).
Managing relationships with internal and external stakeholders (Nowell and Harrison,
2011), engagement and collaboration with other community agencies (Carlton et al.,
2015b) and promoting partnerships (Nowell and Harrison, 2011) are some of the
common roles played by public health leaders. However, leadership by could be
problematic especially at primary level where public health professionals need to work
with the formal organisational structure and informal community networks as well as
in situations where the services are predominantly driven by a medical agenda. These
type of conditions provoke the need for shared leadership by creating a learning
culture that encourages public health practitioners to think and act in new ways
(Wirrmann and Carlson, 2005), and should be able to amongst the non-health sector
if needed (Wright et al., 2000). Public health leaders who engage in traditional

governmental hierarchy must be able to support the ideas and work of partners from
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non-government agencies, private sector and local communities (Mullen, 2016).
Acknowledgement of expertise from other sectors, and recruiting them for the public
health cause, would be a goal 'to develop leaders for public health along with leaders
in public health’ (Shickle et al., 2014).

An authentic leadership style followed by public health leaders significantly improved
the optimism (Stander et al., 2015) and trust between organisations, supervisors and
co-workers (Coxen et al., 2016). Trust in organisation and trust in co-workers positively
influenced the organisational citizenship behaviour (Coxen et al., 2016) and work
engagement (Stander et al., 2015). Public health institutions could benefit if the

leaders or managers within them follow authentic leadership styles.

Transformational leadership styles adopted by public health leaders resulted in better
leadership outcomes such as perceived performance, extra efforts and employee
satisfaction (Carlton et al., 2015a). Transformational qualities of leaders are expected
to build a better system within the institution with more motivated and hardworking
employees. Leading by example, and providing individual consideration to followers,
are the most important leadership behaviours perceived in public health. Leading by
example is critical for team building and leaders credibility, whereas individual
consideration to followers helps to make leadership successful (Carlton et al., 2015b).
Compared with transformational leadership, transactional leadership has minimal
significance in organisational outcomes (Carlton et al., 2015a). However, there are
some situations in which transactional leadership styles works better such as to assure
performance or to accomplish specific tasks, because leaders often do not have
enough time to conceptualize and plan, instead they need to deal with the daily realties
of public health to get things done (Carlton et al., 2015b). Thus, it is better to have a
balance between transformational and transactional leadership styles by public health

leaders.

Leadership behaviours are fundamentally rooted in the individual (Nowell and
Harrison, 2011) which are dependent on various individual and organisational factors.
Enactment of leadership roles is facilitated by enabling the organisational context,
legitimacy and political capital (experiences of public health leaders and their
connection with political leaders), and the individual strengths (passion, knowledge

and leadership skills) of public health leaders. (Nowell and Harrison, 2011). Rank or
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seniority of public health officials does not have any relationship with their leadership
behaviours (Benke, 2014). Chief/executives in public health institutions sometimes
overexercise management rather than leadership as they prefer to choose action-
oriented roles, act as an implementer, adopt 'avoiding' as a conflict solving strategy,
and most importantly want to improve their leadership competencies (Stankunas et
al., 2012). Providing feedback on the leadership behaviours of public health leaders
improves performance whereas failure to take actions and implement changes

obstructs their learning and growth (Benke, 2014).

Public health leadership also requires effective followership without which
organisational changes could not be achieved or sustained, despite of good qualities
among leaders. Public health officials often have the interchangeable roles of leader
and follower depending upon their level of hierarchy and area of work and should be
able to demonstrate the qualities of both leadership and follower (Srinivasan and
Holsinger, 2012). As for example, an officer at district level who usually acts as a
leader would be a subordinate at the Ministry of Health and should act as a follower.
Following is more important than the traditional leadership because of its role in
accepting and adopting changes. Considering the involvement of external
stakeholders in public health, public health professionals need to engage such
stakeholders either as leaders or as followers based on the nature of public health
activities (Srinivasan and Holsinger, 2012). Being a good follower is one of the most
important components of effective public health leadership (Mullen, 2016). When both
leaders and followers have sound interactions, set aside their egos and utilize their
expertise (can be termed as 'teamship'), organisational systems will have a good
impact on accreditation (Carman, 2015). Situational leadership, as a follower driven
model of leadership also ensures ongoing quality improvement and performance for

public health accreditation processes (Rabarison et al., 2013).

Public health professionals are moving towards a favourable working culture in the
21st century, however, they should not ignore the challenges to move the health
service from a 'preoccupation with expansion' to a 'preoccupation with sustainability
and change' (Gray, 2009). It is necessary to understand the nature of the policy and
organisational context and encourage and shape a new way of tackling the problems
(Hunter, 2009). Public health professionals push through various contradictory issues

to bring changes and for sustainability. Since the resources are always finite and the
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needs of public are infinite, leaders must be capable of tackling uncertainty and
conflicts (Koh, 2015). Public health leaders need to advocate and negotiate resource
allocation and distribution, multiple stakeholder's involvement, coordination with the
non-health sector, health policy formulation and dialogue with political leaders.
Conflicts between public health and political leadership is not new (Freudenberg and
Kotelchuck, 2001). It is obvious where two different ideologies are assigned for a
common goal — to improve the health status of the public. However, public health
professionals regard politics as a contaminant in decision making rather than an
inevitable part of democratic governance (IOM, 1988 in Mullen, 2016). They often face
dilemmas in decision making as to whether to put their commitments into public health
values or listen to the demands of political leaders who have the power to mobilize
them (Freudenberg and Kotelchuck, 2001). Public health leaders should understand
that lack of civilised political leadership results in unnecessarily poor public health
(Karlberg, 2016). However, the good connection of public health leaders with political
leaders significantly benefits collaborative partnership in public health (Nowell and
Harrison, 2011). Thus, it is essential for public health leaders to understand the
intentions of different political ideologies and to learn how to dissolve the political
issues over public health.

2.5.3.5 Leadership competencies in public health

Literature has focused more on leadership competencies in public health as compared
to development and enactment of leadership. Several leadership frameworks have
been developed and used in academic and professional institutions to enhance
leadership skills among current and prospective public health professionals. The
leadership qualities and competencies identified in public health are described in the

following paragraphs.

Wright et al. (2000) identified the four levels of leadership competencies required in
public health — core transformation competencies, political competencies, trans-
organisational competencies and team building competencies. Public health leaders
should have a visioning of potential futures, sense of mission including strategies and
tactics assessment, and capabilities to bring desirable changes in public health. They

should identify, facilitate and implement the political and legislative processes,
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negotiation, ethics and power in an increasingly competitive and contentious political
environment. By understanding organisational dynamics, they should work beyond
public health and be able to lead or facilitate in collaborative settings. Moreover, they
should be competent in developing a team-oriented structure, facilitating teams and

acting as an effective team member themselves.

Good leadership in public health should be consultative leadership and works with and
through people and achieves by empowering others. Collaboration is one of the major
competencies needed in public health leaders (Yngve, 2006; Koh and Jacobson,
2009; Koh, 2015; Yphantides et al., 2015; Mullen, 2016; Reddy et al., 2017). Leaders
should have personal power, vision and understanding of complex issues within public
health to lead for change (McAreavey et al., 2001) even when there are unclear
boundaries and hierarchies (Koh and Jacobson, 2009). To act in a chaotic
environment, public health leaders require emotional intelligence (Moodie, 2016) as a
coping mechanism (Lawton, 2013). This emotional intelligence is more needed while
developing coalition building skills (Koh and Jacobson, 2009) and while dealing with
diverse stakeholders. Collaboration with stakeholders demands good communication
skills (Yngve, 2006; Carlton et al., 2015b; Holsinger et al., 2015; Yphantides et al.,
2015; Moodie, 2016; Fraser et al., 2017), networking abilities (Yphantides et al., 2015),
transparency (Yngve, 2006), a team-based approach including team building and
teamwork (Stankunas et al., 2012; Holsinger et al., 2015; Koh, 2015) and conflict
management skills (Stankunas et al., 2012). Social strategy and political will could not
be ignored for public health leadership (Koh, 2009).

Contemporary leaders in public health require contextual understanding and able to
lead in an uncertain and ambiguous environment (Czabanowska et al., 2013a). By
reviewing and analysing the leadership frameworks from 2000 to 2011, Czabanowska
et.al (2014) developed a comprehensive public health leadership framework for the
European region. The framework consists of 52 competencies within eight domains.
The domains are: Systems Thinking, Political Leadership, Building and Leading
Interdisciplinary Teams, Leadership and Communication, Leading Change, Emotional
Intelligence and Leadership in Team-based Organisations, Leadership Organisational
Learning and Development, and Ethics and Professionalism (Czabanowska et al.,
2014). These domains are identified in Figure 2.3.
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Image removed due to copyright restriction.

Figure 2.3 Domains of Public Health Leadership Competency Framework

(Adopted from Czabanowska et al., 2014)

Day et al. (2014) identified five talents for public health leadership after examining the
practices of nominated public health 'superheroes'. Public health superheroes were
those who particularly inspired or influenced someone's career or are particularly
admired by someone because of their influence on public health and their ability to
make right decisions. The talents explored were mentoring-nurturing, shaping-
organizing, networking-connecting, knowing-interpreting, and advocating-impacting.
Public health professionals' mentor and nurture their colleagues and juniors to practice
public health, thus building and fostering professional networks. With the abilities of
administrative techniques to influence others, they shape and organize the agenda for
the public health cause. Relationships with diverse stakeholders, particularly with the
media, are important to practice effective public health and to break the status quo.
Information and expertise on public health (depth of knowledge on a specific subject
or a breadth wide-range knowledge) among different level of leaders is required to
enable others to act for public health. Habits of writing (for journals) and public
speaking (media interviews) are some ways of advocating and impacting for public
health (Day et al., 2014).
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In search of identifying the domains of public health leadership curriculum and
leadership competencies among European public health professionals, a review by
Smith et al. (2015) identified eleven themes — political leadership, ethical leadership,
strategic leadership and systems thinking, charismatic/transformational leadership,
emotional intelligence, team leadership, collaborative leadership, communication and

transactional leadership.

Carlton et al. (2015b) examined public health leadership by utilizing the full-range
leadership model and identified the ideal qualities for public health leaders. The most
important qualities noted were leading by example, individual consideration to
followers, having clear and competent vision for public health, collaboration with other
community agencies, and addressing the current challenges of public health with
creativity and innovation. Based on this study, it is noted that public health leaders
should be people-oriented; supportive and encouraging to individual staff; creative and
innovative; model and mentor; motivational, inspirational and passionate; decisive;

adaptable, flexible and open to change (Carlton et al., 2015b)

Formal education courses taught in traditional schools and programs may not be
enough to address the needs of practical leadership in public health (Yphantides et
al., 2015; Baker, 2019; Gianfredi et al., 2019), thus leadership skills go beyond the
discipline specific domains (Flores et al., 2019). Public health leaders should be
visionary (Wright et al., 2000; McAreavey et al., 2001; Carlton et al., 2015b; Moodie,
2016; Reddy et al., 2017) having skills in policy formulation, systems thinking (Fraser
et al.,, 2017) and advocacy (Yphantides et al., 2015). Interpersonal skills such as
conveying, stimulating, furthering and enabling (Popescu and Predescu, 2016), and
skills to move political, organisational and individual behaviour (Yphantides et al.,
2015) are required to mobilize collective social actions (Mullen, 2016). Public health
leaders even have the skills to be a follower (Srinivasan and Holsinger, 2012; Mullen,
2016).

Grimm et al. (2015) identified 21 different skills across six domains that are deemed
necessary to lead in public health. The six domains were community/organisational
responsiveness, ability to inspire, results focused, social intellect, authenticity, and
composure and balance. Community/organisational responsiveness is defined as 'the

ability to be keenly aware of the community and system' for which the individuals need
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three different skills — skills to serve the community, skills of connect individual actions
with institutions/systems, and skills for decision making to improve the community,
organisation and/or system. The ability to inspire is defined as 'the ability to relate to
others in a way that brings out the best in them', for which an individual needs three
skills to collaborate with their team, to build relationships and to mentor others. Result
focused is defined 'as the ability to focus on outcomes and achievements of results’,
for which individuals need skills to communicate the purpose and vision, to be
decisive, to offer clear direction and to think strategically. Social intellect is defined as
'the ability to listen and engage with others', for which there is need of skills for conflict
management, manage personal feelings, actively listen to others' concerns and
sharing power. Authenticity is defined as 'the ability to be true to one's own personality,
spirit, character and ethics', for which it is essential to lead with honesty, integrity and
trustworthiness, willingness to stand for individual beliefs, and skill to deal with difficult
situations. Composure and balance are 'the ability to use a level of selflessness and
remain composed and balanced while in the centre of high-pressure situations'. For
this, an individual should have skills to balance work and life, be humble, remain calm

during conflict and change, and focus on continuous learning and development.

Public health leaders need passion for additional roles and responsibilities including
knowledge and readiness to learn. Knowledge and experiences are some of the key
leadership capacities perceived by public health leaders themselves (Nowell and
Harrison, 2011). Public health leaders should have updated knowledge, skills and
attitudes (Carlton et al., 2015b;, Yphantides et al., 2015) including sound knowledge
on social determinants of health (Mullen, 2016). They should be technically competent
(Moodie, 2016) and familiar with public policy, strategic planning and human resource
management (Yphantides et al., 2015).

Jadhav et al. (2017) identified most relevant competencies among three level of public
health leaders. The higher executives mostly interact with interrelated systems, the
sub-agency level officers mostly advocate, and the program level
managers/administrators ensure continuous quality improvement in public health
(Jadhav et al., 2017). Leaders should have insights and skills for transformational
change in a complex system of public health (Hunter, 2009). Future leaders in public
health are expected to have unwavering commitments, new mindsets, a thirst for

innovation and political practicality (Kimberly, 2011). To combat the ever-changing
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global public health challenges, public health needs collaboration from the ground to
the whole world. For this, public health leadership should be ‘visionary and practical,

diplomatic yet assertive, fixed on targets but flexible in strategy’ (Reddy et al., 2017).

2.5.4 Conclusions and research gaps

From the review, | found that most of the literature on public health leadership is of
secondary nature, probing perspectives, viewpoints, and commentaries based on the
knowledge, perception and experiences of public health leaders themselves.
Systematic literature reviews (both narrative and systematic) are also lacking in this
field. Most of the primary research in public health leadership emphasized 'leadership
competencies' and masked the core aspects of leadership development and
enactment. Leadership development in public health focus mostly in educational
interventions such as leadership training. However, the leadership development
journey and the effects of socio-cultural factors in it has been totally overlooked among
public health professionals. Leadership competencies required for public health were

established but none of them were for or from developing countries.

| did not find any studies from Nepal that relate to public health leadership. Moreover,
there were no primary research from other neighbouring countries in South Asia from
which | could draw ideas on similar subjects and settings. Studies from western culture
were found in sufficient amount but those may have limitations in understanding,
transfer and application to developing countries like Nepal. This is mostly because of
the differences in socio-cultural settings and the social values and perception towards
leadership. For example, Asian people feel more comfort with group and their
leadership tend to focus on collective achievement whereas the Western people prefer
individualistic approach and tend to deal with more challenges. Although leadership is
widely considered to be universal, the way it is operationalized is usually viewed as
culture specific. For example, a comparative study among Asian and American
countries showed some of the leadership behaviours (supportive, contingent reward,
and charismatic) complemented whereas some of them (directive, participative and
contingent punishment) contradicts (Dorfman et al., 1997).Thus, there is high demand
for both primary (original) research and systematic reviews in public health leadership

in developing countries. Primary research focusing on the development and
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enactment of leadership among public health professionals should be the utmost
priority. Exploring the leadership development journey, identifying the practices of
leadership behaviour and establishing the leadership competencies among public
health professionals in developing countries like Nepal, will help in minimizing the

existing research gaps.

2.6 Conclusion

This chapter described the prevailing concepts, theories and practices on public health
leadership based on original and secondary research articles from around the world.
Public health leadership has some fundamentals established in developed countries,
but it is still a new discipline for developing countries. The subject needs more studies
in developing countries, especially to understand the ways of leadership development
and to explore how the leadership practices could be best developed and utilized in

improving the health of the people.

The upcoming chapter (Chapter 3) will describe the methods and methodology of the
research questions developed to fulfil the research gaps based on the review of
literature. Chapter 3 will describe the research paradigm and design supported by
research questions, methodology, research participants and their procedures of
selection, methods of collecting data and analysing information and ethics related
matters. To sum up, it will describe all the ways and methods of how the research has

been initiated, continued and completed.
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CHAPTER 3 - METHODOLOGY

3.1 Introduction

This chapter describes the methodology and other related procedures of my research
project. As the major concern of this research was to explore the 'how' of leadership
development, | chose the constructivist paradigm and grounded theory as the best
methodology to answer the research questions. The approach of grounded theory
adopted was Charmaz's constructivist grounded theory which guided data collection
and analysis. The paradigm, design, methodology and other procedures are described

in detail in this chapter.

3.2 Paradigm

This research followed a constructivism paradigm which argues that reality is socially
constructed (Gergen, 1999) by engaging and interpreting (Crotty, 1998) which could
be done via interaction between investigator and subjects (Guba and Lincoln, 1994).
While the reality may be different for each person (Burger and Luckmann, 1966 in
Denzin and Lincoln, 2005), there are also shared assumptions, understandings,
meaning and practices between persons. Constructionist approach in this research
was mostly about recognizing, uncovering and describing a group of people’s shared
meanings and practices around leadership in public health. As a researcher, | was
involved in constructing realities as constructivists suggest, because | was engaged in
all stages of this research. | had built a good rapport and interpersonal relationship
with research participants to have enough in-depth interaction for better understanding
of their experiences and behaviours. | put myself in the participants’ positions as far
as possible, to attempt to see things through their perspective, and understand the

meanings and values they brought to their leadership practices.

3.3 Design

This research was qualitative — the approach which explores, describes, interprets and
aims to try to understand the meaning that individuals or groups ascribe to a social or
human issue/problem (Creswell, 2009). The qualitative approach focuses on people’s

interpretations and experiences and seeks a deeper understanding of their lives,
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experiences and meaning they give to these. This research, in a natural setting,
explored how social contexts influence the development of leadership among public
health officials and their leadership styles and behaviour in their workplace. As this
research project aimed to produce a theoretical framework or model on leadership by
exploring leadership development and qualities on leadership, it was best explored
and described qualitatively.

3.4 Methodology

The methodology for this qualitative research is grounded theory — more specifically
Charmaz’s constructivist grounded theory that acknowledges subjectivity and the
researcher’s involvement in the construction and interpretation of data (Charmaz,
2014). Grounded theory is considered as the best method of analysis to develop
theory from the collected data where the researcher is involved in interaction with
people, perspectives and research practices (Charmaz, 2014). It is therefore
appropriate in the absence of an existing theory to explain and understand a process
(Creswell and Poth, 2018). As a researcher, my interest was on leadership in public
health and the Nepalese context. There were no existing theoretical frameworks
and/or models to understand Nepalese public health leadership. Thus, grounded
theory was considered suitable for my study because it aims to investigate social
phenomena or processes that have little prior research attention (Milliken, 2010) or
that doesn't have pre-theoretically developed with existing theories and paradigms
(Engward, 2013). Furthermore, grounded theory is a good approach with which to
study leadership (Parry, 1998) because it reflects the context and process to retrieve
rich perspectives in shaping leadership (Kempster and Parry, 2011). Grounded theory
has a great potential to contribute in understanding of leadership with particular
substantive context (Du Plessis and Marais, 2015) because it provides a way to explore
concepts on public health leadership by examining the social context, interacting with

participants, and analysing participants' experiences and understanding in leadership.

Charmaz's constructivist grounded theory is a contemporary version of Glaser and
Strauss (1967) original statement (Charmaz, 2016). This version is similar to Glaser
and Straus's in adopting the inductive, comparative, emergent and open-ended

approach. It also adopts the earlier methodological strategies such as coding, memo-
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writing, and theoretical sampling. However, it is distinct in the sense that it
‘acknowledge[s] the subjectivity and the researcher's involvement in the construction
and interpretation of data' (Charmaz, 2014). The constructivist approach treats
research as a construction, and researcher should examine his/her privileges and

preconception that may shape the analysis in creating meaning and interpretation.

3.5 Project Advisory Group (PAG)

An advisory group was formed in Nepal, including academics, public health
professionals and governmental officials. The group comprised six members including
three academics (each having expertise in qualitative research, gender and ethnicity,
and grounded theory), one public health professional (expertise in health system
research), and two retired bureaucrats (expertise in Nepalese health system). The aim
of the PAG was to seek suggestions and comments on the research. The details of

this is listed in Appendix.

As a researcher, | received some support from the members of the PAG during my
research processes. | had three one-to-one meeting with them when | was in Nepal
for the purpose of data collection and analysis. By considering the time availability of
members and their distinct expertise with each other, | decided one-to-one meeting
which was also their preference. The first meeting was done prior to data collection to
seek suggestion regarding the ways to deal with participants, the , second meeting
was during data collection to discuss the challenges faced, and third meeting was after
during analysis to discuss with the codes generated from the interviews. Members
from academic institutions provided support regarding the methodological aspects of
the research as well as the context of gender and ethnicity in Nepal. Retired public
health bureaucrats helped me to understand the internal environment of the Nepalese
health system and the techniques for handling public health officials before, during
and after data collection. In addition, | used the linkage and expertise of the PAG in
the process of theory validation, dissemination of findings, and knowledge transfer and
exchange (KTE).

[59]



3.6 Participants and recruitment
3.6.1 Participants

The primary participants for this study were the public health officials who were
working under the Ministry of Health (MoH) in Nepal and had experiences in leadership
positions. Public health officials were defined as 'those officials who were working in
the different positions of 'health inspection' and 'public health administration' group of
the Nepal Health Services, Government of Nepal (GoN) with academic qualifications
and/or experience in public health. Similarly, leadership position referred to working in
the top-most position in health institutions at district level (public/health chief), or
regional level (health directorate) or central level (Director in division/centres). The

sample of participants is outlined in Table 3.1.

Table 3. 1 Officials with experience in leadership positions

Types of officials Experience in leadership Total
positions
/Yes \ No
Public Health Officers 14 (22.6%) 48 (77.4%) 62 (100%)
Public Health Administrators 41 (97.6%) 01 (2.4%) 42 (100%)
Sub/Health Administrators 13 (100%) 00 (0%) 13 (100%)
Chief Public Health Administrators Q5 (100%V 00 (0%) 15 (100%)
N__"

Technical and administrative staff in public health positions were the subsequent
participants in this research. For the purpose of this research, staff were defined as
'those individuals who were working under the leadership of public health officials in
the same institutions as the public health officials did'. Technical staff for different
health programs who had academic qualifications related to health sciences and/or
public health were the focus. Administrative staff who were working in administrative
and financial sections in the same institution were the non-health personnel who were

targeted.
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3.6.2 Source of participants

All participants selected in this research were working in government health institutions
at district (local), regional (state) and central (federal) level. Those institutions were
District Health Offices (DHO), District Public Health Offices (DPHO), Regional Health
Directorate (RHD), Department of Health Services (DHS) and Ministry of Health (MoH)
(Table 3.2). Due to the latest changes (in 2017) in the national structure by adopting
federalism in the country, the regional and district offices are under the control of state
and local government, however, the positions and level of public health officials remain
unchanged. These changes did not have any effects on this research.

Table 3. 2 Types of participants and their source of recruitment

Participant types Source
Public Health Officer (PHO) District Health Offices (district/local level)

Public  Health  Administrators pjstrict Health Offices (district/local level)
(PHA) Regional Health Directorate (regional/state level)
Sub-Health Administrators (SHA)  Department of Health Services (central/federal level)

Ministry of Health (central/federal level)

Chief Public Health Administrator Regional Health Directorate (regional/state level)

(CPHA) Department of Health Services (central/federal level)
Ministry of Health (central/federal level)

Staff of PHO, PHA and SPHA District/local, regional/state and central/federal level

3.6.3 Recruitment of participants

Prior to recruiting participants, | accessed the 'Human Resource Information System’
(HURIS) — an electronic database managed by the Human Resource Information Unit
(HURIC) under the Ministry of Health. This database contains the list of health
institutions, sanction post and employees under the MoH. This database was used to

describe the workforce and to help sampling access to the study participants.

Formal permission from the Ministry of Health to access the database for required
information was received. The Ministry of Health allocated a focal person from the
related department to assist me in this matter. For the purpose of this research, | asked
for employee details (except their name and full address) such as age, gender,

caste/ethnicity, locality, year and position of entry, working institution, existing position
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and level, academic qualification, trainings, and upgrade/promotion history, which
were extracted from the database by the focal person and given to me. The data set
received was already de-identified with a unique code for all participants. | then re-
categorized the participants based on socio-demographic and job-related
characteristics as stated earlier. The focal person was then asked to make a list of
potential participants for research by considering the criteria for recruitment (Table
3.3). This strategy aimed to maintain confidentiality and reduce the selection bias
(since as a researcher | was not involved in sample recruitment) and ensure
information rich participants (since a familiar person at the Ministry of Health identified

the potential participants).

Table 3. 3 Basis of recruitment for participants

Characteristics  Public health officials Technical and administrative
staff

Working District Health Office, Regional District Health Office, Regional

institutions Health Directorate, Department of Health Directorate, Department of
Health Services, and Ministry of Health Services, and Ministry of
Health Health

Educational Bachelors (BPH), Masters (MPH) n/a

qualification and above (Ph.D.)

Job types Technical Technical and non-technical

Position Officer, administrator, and chief Officer and program supervisors

administrator

Level of hierarchy

7th’ 8th, gth’ 10t and 11t

5th gt 7t and 8" level

Years of 5 -10 years, 10 — 15 years, 15 - n/a

experience 20 years (based on promotion and
retirement periods)

Nature of entry Internal entry (as a part of career n/a
progression), and external entry
(direct entry outside GoN)

External Worked in I/NGOs in the past, and n/a

experience no experience with I/INGOs

Gender Male and Female Male and Female

Caste/ethnicity Upper, middle and lower n/a

Place of Rural and urban n/a

residence

Once the participants were identified, the focal person from the MoH contacted them
via email and/or direct phone calls to gauge if they were interested in the research.

Based on the response of participants, the focal person provided the contact details
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of those participants who agreed to be part of the research to me. After that, | started
the formal recruitment of participants.

At the very beginning, | contacted participants formally via email by introducing myself,
the research and the role of participants in my research with the attachment of 'Letter
of Introduction’, 'Information Sheet', 'Consent Form', and 'Ethical Approval' (see
Appendix). For each participant, | waited two weeks for their response via email.
During that time, about a quarter of the participants responded. It is important here to
acknowledge the culture of communication in the country. In Nepal, people prefer
direct communication via phone calls or direct meetings, and most of the people did
not take emails seriously. Even during the research period, it was clear that most of
the participants did not have institutional emails, and they did not check their personal
emails because they had email addresses primarily to aid connection to social media
like Facebook. Nonetheless, the inadequate and poor connection to the remote areas
of the country is also a barrier for e-communication. For those participants who did not
have any email contact on the database, and who did not respond to emails after two
weeks, | made a direct contact via phone calls. All the phone calls were answered and
followed up with an appointment to meet them directly in their institutions. During that
visit, | provided hard copies of ethics documents (the same documents that had been

forwarded in emails) and requested a time for interview.

In most of the cases, participants decided on the time and place for interview. In very
few cases where participants did not want to be in the office and agreed to meet
outside, | decided the time and place for the meeting. Most of the interviews (37) were
conducted in the participant's working institution in their out-of-office hours; the
remaining few interviews (8) took place in hotels/restaurants with a pre-booked time
in a safe, comfortable and private area; and one (1) interview was in the participant's

home.

In the case of participant recruitment for the focus group discussion, | first met the
Chief of institution with all the ethics documents and described the purpose of the
research, the required number of participant and their characteristics and asked for
their assistance in the research. | did not select the participants to avoid the potential
biases and due to the consideration that the institutional chief could be a good source

for choosing participants. The institutional chief then called the participants and
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arranged the time and/or venue for discussion. After that, | explained the research to
the participants and took their consent in written form. All the group discussions (n=6)

were in participant's institutions in out-of-office hours.

3.7 Methods of data collection

To achieve the aims and objectives of this research, three different methods:
secondary data analysis, in-depth interviews, and focus group discussions were

adopted.

Secondary data analysis included two different sets of analysis — database analysis

and document analysis.

Database analysis: The Human Resource Information System (HuRIS) was analysed
to identify the status and describe the structure and nature of the public health
workforce in Nepal. Information related to socio-demographic characteristics and job

characteristics were retrieved from the database for analysis.

Document analysis: Job description, as one of the policy documents of Ministry of
Health, which describes employees’ role and responsibilities, was analysed to identify
and differentiate the theory-practice dimensions of leadership among public health

officials.

Interviews: Public health officials were asked to participate in multi-phasic in-depth
interviews, the purpose of which was to explore their leadership development, to
identify leadership roles and strategies adopted by them, to explore their experiences
of successful leadership, and to understand their views on leadership qualities and

competencies.

Focus Group Discussions (FGDs): Technical and administrative staff from public
health organisations were asked to attend one of a series of focus group discussions
to explore their views and perspectives on leadership qualities and competencies

expected in the public health sector of Nepal.

Since leadership concerns two parties (one who was exercising and the other who
was being exercised), opinions from both was required to identify common themes.
In-depth interviewing was chosen to retrieve detailed information on leadership where
views and experiences varied individually. On the other hand, focus group discussion
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was chosen for public health staff because they were the people who were being
exercised and their views on leadership could not be ignored. These two methods,
based on the same issues and concern, brought together the commonalities of public

health leadership in Nepal.

Table 3. 4 Summarization of data collection methods based on aims and objectives

Methods
Aims and objectives Database Document In-depth Focus group
analysis Analysis interview discussion
Status of public health workforce X
Leadership role and X X
responsibilities
Leadership development X
Leadership enactment X
Leadership competencies X X

3.8 Phases of research

Data collection for this research was multi-phasic which as described in the following

paragraphs.

Phase I, Part A (July 2018): | started data collection by gathering information on the
public health workforce from the Ministry of Health’s database i.e. Human Resource
Information System (HuRIS). Access to this database served as the basis for
participants' recruitment as stated earlier. | analysed this database to identify the

nature and structure of public health workforce in Nepal.

Phase I, Part B (August 2018): After completing the database analysis, | reviewed
the Job description (a formal official document) of different positions of public health
officials with the aim of identifying and describing the leadership role and
responsibilities that was assigned to each of them. The findings from this were used
to distinguish between the leadership roles people had in their job description and the
leadership role they were practising in their real life.
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Phase Il (September 2018): After completion of secondary data review (phase |), |
conducted focus group discussions among the technical and administrative staff of
public health organisations in three different levels and positions. All the sessions were
recorded after written consent from the participants was given. Group discussion
explored the meaning of public health leadership along with the qualities and
competencies required in public health leadership in the Nepalese context. It produced
themes and categories on effective public health leadership which were further used
as a source of reference and data triangulation for in-depth interviews with public
health officials. Each discussion session was facilitated by me along with note taking.
A total of six focus group discussions were undertaken with average time of 28

minutes, 31 minutes being the longest and 25 minutes being the shortest.

Phase lll (October 2018 to February 2019): After completing focus group discussion
with staff, | conducted face to face intensive interviews with public health officials. All
the interviews were audio-taped after getting written consent. As grounded theory
suggests, interviews were done in two to three consecutive phases for the

development of theory.

15t interview — This part of interview aimed to explore participant’s experiences in
leadership by using open ended questions. Initially, | inquired about their daily
activities (both at home and office) as an ice-breaker activity. This interview was
completely focused on 'leadership development' of participants. | took participants into
their past to explore their journey in public health along with supporting and hindering
factors to be a public health official. | explored information regarding childhood
experiences, family environment, socio-cultural context including the role of gender
and ethnicity, and educational and/or professional interests and exposure in public
health. | also asked participants to consider their inspiration for leadership, adoption
of leadership insights and the consequences on their field. The life history style
interview explored the leadership dimensions in each participant’s personal and
professional life. This interview had an average duration of 30 minutes, 48 minutes

being the maximum and 20 minutes being the minimum.

2"9 jnterview — The second interview was conducted a couple of weeks after the first.
The focus of this interview was 'leadership enactment' and 'leadership competencies'.

Initial questions were related to the participants' job roles and responsibilities from their
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job descriptions. | asked participants about their leadership role in preparing the public
health plan, policies and strategies, and their implementation. | also asked them about
their relationship with staff to explore the people-oriented dimensions of leadership.
This interview also explored the participants' experiences and understanding of
successful leadership. During the interview, | emphasized different cultural, social,
religious, political, and gendered dimensions of leadership in the Nepalese context. |
also explored the views of the participants on the required qualities and competencies
to be an effective public health leader in Nepal. This interview considered the themes
previously generated from focus group discussions with staff and the first interview
with the same officials.

This interview phase was longer than the first phase ranging from 42 minutes to 76

minutes, the average time being 60 minutes.

3 Interview — This interview focused on the development of emergent theory, which
specifically explored more about key concepts and ideas which had been previously
discovered. The tentative categories developed from the analysis of first and second
interviews were reviewed, based on which some focus question were developed.
Those focus questions were oriented towards the theoretical centrality and adequacy
as discussed by Charmaz (2014). This concluding interview led the way towards
theoretical saturation. This interview had an average duration of 28 minutes, 50

minutes being the maximum and 18 minutes the minimum.

| used a set of broad, open-ended, non-leading questions based on the subject matter
covered by each interview. Participants were asked general questions at the beginning
which were made more specific as the interview proceeded. Probing, as the essence
of in-depth interviewing (Minichiello, 1990) was employed in its fullest. It encouraged
participants to reflect further on the questions asked, reflect on personal images, and
finally helped to retrieved more detailed information. Questions for later interviews
were revised and added based on the information retrieved from the previous
interview. Questions were reformulated again and again to align theoretical sampling

and saturation.

In addition, the information was provided by participants verbally, the aspects of non-
verbal communication like body languages, facial expressions, voice tone and overall
personality was also observed during interviews and focus group discussion because

[67]



these are considered vital in qualitative studies. As Minichiello (1990) argued that
'different perceptual patterns link with different and characteristic eye movements,
postures and breathing patterns which can be used to guide the interviewer to
understand the informant rapidly and accurately'. In order to document these non-
verbal expressions and other aspects of conversation, actions and events, note taking
was done in the form of jottings and field notes. Taking notes was a good idea for
recording the settings of interviews and discussion. The field notes and jottings were

later used as a reference during data analysis.

Figure 3.1 illustrates the phases of research along with the sample size and methods.

Aims and Objectives

Sample Description Methods
Description of public Human Resource Database - Database
health workforce review and analysis analysis

,””)gft[uﬂufiaﬁfi nature of public health workforce
Leadership roles and Job Description Job Description Job Description Job Description Document
responsibilities PHO (1) PHA/S-HA (2) SPHA'SHA (2) RD (1) Analysis
Analysing the roles and respons_ib_iliti_e_s_i_n_\ea_d_e_@@@
Public health 4 4 —
tblic hea - Staffs of local level Staffs of provingial Staffs of federal Fo_cus G'TOUP

leadership — qualities institutions (2 S level institutions (2 Discussion
and competencies institutions (2) level institutions (2) level institutions (2)

Job roles and
responsibilities

Development of themes and categories

.

.

Public Health

Public/Sub-Health

Chief Public Health

In-depth Interview

Enactment of Officers — PHO (3) Administrators ~S/PHAs (6) Administrators — CPHA (6) (15t Phase)
leadership
____________ Development of themes and categories o
Leadership / l \
development Public Health Public/Sub-Health Chief Public Health In-depth Interview
Officers — PHO (3) Administrators —-S/PHAs (6) Administrators — CPHA (6) (2 Phase)
Leadership qualities
and competencies
Development of core category
Theory development Public Health Public/Sub-Health Chief Public Health In-depth Interview

Officers — PHO (1)

Administrators ~S/PHAs (2)

Administrators — CPHA (4)

Development of emergent concept and theory

(3 Phase)

Figure 3.1 lllustration of data collection procedures with sample and methods
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3.9 Sample and sampling

Samples for this research were selected in two ways — initiated by purposeful
sampling and ended up with theoretical sampling. Purposeful sampling is used in
grounded theory in the beginning because the researcher has little idea of which
concepts are going to be theoretically relevant (Green and Thorogood, 2014). This
sampling is relatively indiscriminate (in terms of retrieving data and information) as it
seeks participants based on the purpose of research and/or the convenience of the
researcher (Strauss and Corbin, 1990 in Green and Thorogood, 2014). But as the
study proceeds, the researcher deliberately includes the samples that are more likely
to generate the data for the concepts that are emerging for theory development (Green

and Thorogood, 2014), which is the essence of theoretical sampling.

Initially, purposeful sampling was used to ensure participants from whom adequate
relevant information could be retrieved to answer the research questions in the best
way. Selecting information-rich cases for in-depth study is the power and logic of
purposeful sampling (Patton, 2015), and only the researcher can purposefully
understand the research problem and the central phenomenon of the study (Creswell
and Poth, 2018). | addressed the variations and diversity among samples by selecting
participants based on some typical characteristics (Table 3.4) to include a range of
perspectives on public health leadership considering the multi-cultural context of the

country.

The key sampling strategy developed into theoretical sampling (Charmaz, 2014), also
known as inductive grounded and emergent theory sampling (Patton, 2015). It is an
iterative process between data collection and analysis. It starts with data and
constructs tentative ideas about data, and then examines the ideas through further
empirical inquiry (Charmaz, 2014). The initial samples selected via purposeful
sampling (for data saturation) provided some concepts or information on the central
issue of the research which was then followed by theoretical sampling (for theoretical

saturation) to lead the way on an emerging concept/theory.

As literature suggests, determination of sample size in qualitative research depends
on several factors including the purpose of research, available resources (Patton,
2015), scope of research, design of study, amount of usable data, and quality of data

(Morse, 2000). To be specific with grounded theory, the sample size is determined by
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the number of interviews (Morse, 2000) and the use of multiple methods (Charmaz,
2014). Grounded theory usually expects two to three interviews with 20-30
participants (Charmaz, 2014). This research took consideration of its purpose, study
design, data quality, multiple methods and number of interviews to finalize the sample

size both by purposeful and theoretical sampling.

Table 3. 5 Total numbers of samples included in the study

Participants type Purposeful sampling Theoretical sampling Total samples

Public health 30 interviews with 15 16 interviews with 16 46 interviews with 22
officials participants participants (9 old and participants

7 new)
Technical and 4 focus group 2 focus group 6 focus group
administrative discussion with 23 discussion with 10 discussion with 33
staff participants participants participants

The samples (participants) included for this research, were the most appropriate
samples to study leadership aspects in public health because they included public
health officials from all levels and positions in the Nepalese health system with
diversity in academic qualifications, experience and socio-demographic

characteristics.

3.10 Saturation

This research adopted data saturation for purposeful sampling and theoretical
saturation for theoretical sampling. Initially when the participants were selected
purposefully and interviewed, | experienced the repetition of information. This
repetition of information started from 20" interview with the 10" participant. However,
to make sure of this, | conducted ten more interviews with five participants. This was
basically data saturation. Since the methodology for this research was grounded
theory, data saturation was not the end of data collection. In grounded theory, data
collection ended up with theoretical saturation not by data saturation. Theoretical
saturation differs from data saturation in the sense that it emphasizes saturation of
emergent categories and theory rather than saturation on data/information (Charmaz,

2014). Data saturation helped in developing some themes and categories, based on
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which subsequent samples were added to inquire further. Those subsequent samples
were part of the theoretical sampling which supported the process of theorizing. The
point of theoretical saturation was decided based on the researcher's comprehension
during interviews along with the memos and mind map created during transcription

and analysis. Eventually data were collected from 46 interviews with 22 participants.

3.11 Ethics
3.11.1 Approval

This research was ethically approved by the Social and Behavioural Research Ethics
Committee, Flinders University, South Australia on 3" May 2018 (Project No. 7939).
Additional approval was given by the Institutional Review Board, Pokhara University,
Nepal on 7" June 2018 (Ref. No. 195.074/75). Permission was also received from the
Ministry of Health, Nepal on 30" May 2018 to conduct data collection (primary and
secondary) from its institutions and employees. Further modification approval was
received from the Social and Behavioural Research Ethics Committee, Flinders
University on 4t December 2018 and from the Institutional Review Board, Pokhara

University, on 16" December 2018.

3.11.2 Documents

For the purpose of this research, several documents (ethics documents and tools for
data collection) were used after prior approval from the stated authorities. Ethics
documents used in the research were Letter of Introduction, Information Sheet, and
Consent Form. These documents along with the letter of ethical approval were
provided to the participants beforehand. After going through these documents,

participants decided whether to be a part of the research.

3.11.3 Consent

Two sets of consent forms were provided to the participants; one to retain and one to
return to me. The consent form (see Appendix) was in the local language and stated
all the needed information including the benefits and risk to the participants.
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3.11.4 Language

Since the official language in Nepal is Nepali, ethics documents and study tools were
prepared and disseminated in the same language. Considering this was the
participant's and researcher's mother-tongue, data collection and communication with
participants was in Nepali. However, data needed to be translated to English for
analysis. Considering my position in research and fluency in English language, |

undertook all the translation of data from Nepali to English.

3.11.5 Confidentiality and anonymity

Participant anonymity and confidentiality was maintained during one on one
interviews. Confidentially was maintained in the place where the interviews were held.
Participants were asked not to name anyone during the interviews; however, this did
not eventuate. All the names recorded during the interviews were removed during the
transcription. In case of group discussion, it was not possible to guarantee anonymity
because participants were already familiar with each other. |, as researcher, kept
information confidential, but | could not guarantee this in a group discussion. Before
starting each focus group discussion, | asked participants not to name anyone during
the discussion and not to expose the discussion issues afterwards. When participants
used someone's name, | removed it during the transcription: as in interviews. No
sensitive information was raised during the interviews and group discussions. The
Information Sheet had informed all participants that no information that identifies them
individually will be disseminated or published. Pseudonyms were used in storage of

data and final reporting.

The place for interviews and group discussions were selected in a way to minimize
exposure to incidental people. However, in some interviews which took place in
participant's workplace, incidental people came in contact, and the participants could
not ignore them. In that case, | paused the interview (and the audio recording) until the

time the incidental people left.
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3.12 Data analysis

In this research, data analysis began from the first day of collection. Although the
research adopted multiple phases and methods of data collection, all the information
was analysed as far as practicable with the defined steps of constructivist grounded
theory. Interconnection between the findings from multiple methods were established
prior to developing a theory grounded on data. The sequence of data analysis in this

research is as follows:

Database Analysis —* Document Analysis —» FGD Analysis —» DI Analysis

Data analysis started by analysing the human resource database given by the MoH.
It was a qualitative descriptive analysis of the socio-demographic and job-related
characteristics of all the public health officials in Nepal. Database analysis helped in
understanding the overall status and nature of public health workforce in the country.
Emphasis was given to gender and caste/ethnicity because these two were the
prominent issues as well as social determinants of health in the Nepalese context
(Dahal and Subedi, 2015). From the database analysis, | gained ideas about the
characteristics of the public health officials. After that, it was important to understand
the role and responsibilities of those officials and their application. For this, the Job
Descriptions (JDs) of public health officials working at different levels were analysed,

by considering them as policy documents.

The process of analysis included skimming (superficial examination), reading
(thorough examination), and interpretation (Bowen, 2009). Themes were created
based on the predefined categories that the documents already had. Comparing and
contrasting was done within and between the pre-defined categories and their
contents. Findings from the database and document analysis guided the prospective

and comprehensive analysis of focus group discussion and interviews.

In the context of interviews and focus groups, | started analysing data from the first
day of its collection. Data analysis was done with the help of memo writing, mind maps,

transcription and coding as explained here.

[73]



3.12.1 Memos: Memo writing is essential from the methodological perspectives of
grounded theory as it helps the researcher to record the thoughts and feelings about
the data and provides direction for further collection and analysis of data. Memos are
the narrated records of the researcher which arise from the intellectual conversations
with themselves about the data by which the researcher explores, explicates, and
theorizes the emerging patterns (Bryant and Charmaz, 2011). Memos are also
considered as a 'storehouse of analytical ideas' (Strauss and Corbin, 1998) which
enables movement from description to conceptualization and facilitates in the

generation of theory (Bryant and Charmaz, 2011).

| started writing memos from the beginning of data collection until the completion of
data analysis. | wrote each memo on the same day of each interview stating my overall
experience with the interviews. | described this memo as the 'post-interview memo'
which includes but is not limited to — interview environment, participants' way of
expressing their feelings and responses, quality of interviewing, lessons learned and
strategies for further interviews. The next memo | wrote was during the transcription —
the 'transcription memo'. While transcribing, | noted key words, patterns, questions,
and any gaps that | felt to be fulfilled. Based on these things, | wrote memos with the
ideas that | needed to remember and come back to explore in further interviews and/or
analysis. The third memo made was during the core process of data analysis (coding).
It is often named an 'analytical memo' (Charmaz, 2014). This was the most important
memo which served in the development of codes and categories. It focused on the
relationship between the key ideas and themes that emerged during the analysis and
guided me in the development of theoretical concepts. As the memo writing increases
the memos become more concise and specific. Post-interview memos were generally
longer than the other two and were more descriptive. Examples of different types of
memos are listed in the Appendix.

3.12.2 Transcription: All interviews were transcribed as soon as they were
completed. In the beginning, each interview was transcribed the day after its collection
along with memo writing. The transcript from the second and third phase of
interviewing was done once the interviews were completed. | transcribed all the
recordings in the same language that | used for the interview (Nepali) using MS word.

After the completion of each transcript, | reviewed and edited the transcript file to
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ensure accuracy in typing, grammar and reflection. All the transcripts were sent to
participants via email and | asked them to inspect and edit as necessary. Most of the
participants provided the edited version of the transcript but there were no major
revisions. Some participants phoned and told me that no revision or modifications were
needed. | started data coding after being ensured that the participants went through

their interview transcript.

Transcription was one of the most time-consuming aspects in my research. On
average, one hour of audio recording took four to six hours to transcribe because of
the complexity in 'Devanagari' script in the Nepali language, and the issues and
problems with continued typing in computer. However, transcribing myself helped me
understand the subject matter from the participants' perspectives and favours the way
of writing memaos. As a part of the transcription memo, | noted the keywords, important
quotes from participants and ideas generated in my mind: this guided me in developing
questions and prompts for further interviews as well as going back on the key concepts

and ideas during analysis.

3.12.3 Mind maps: The keywords and ideas noted during transcription and coding
were arranged to create mind maps. Keywords were arranged in the way they
occurred along with their causes and consequences and the linkage between them.
Arrangement of those keywords and presenting them in a diagram (Figure 3.2) created
a mind map of the concerned subject matter. | placed the subject matter (for example
— application of job description) in the centre; and added the core ideas with relevant
words and phrases as they arose from the transcript and coding process. The rough
sketch mind map was converted into a graphical representation using the software
‘FreeMind’.

[75]



Loads of responsibilities

Vague

Based on position within institutions Over-generalizeddufies

Non-specific

Based on qualification and expemse\ Room for Improvements . & Perception

Timely revision /

Position-in-institution differences No output based

Position/role conflict As a tool
Theory-practice mismatch \| Challenges and Demerits & As regulatory
+ Uses
Ad-hoc work \
Cheating and ignorance 5 e e

- Applicability of Job Description/ ]

) Compulsive to ignore
Opportunistic explanation @ Ignorance
Opportunities and Merits @ Nonpractical things

Manipulation for system change
Professional groupism

Non-measurable

Non-practical
No result oriented

All-round

Individual variation

Issues of professionalism

Medicine Vs public health
System restructuring
Different positions with same role

Adjustment of people

2 Senior and junior with same qualification
& Leadership |55U95( Issues in hierarchy d 9

Problems in authority delegation

System Issues

Adjustment in positions

Favoritivism

Academic reservation Leadership biases

Financial interest

Figure 3.2 Mind map created for applicability of job description

3.12.4 Coding: Coding is the process of sorting and synthesizing the large amounts
of data into concise and meaningful terms by developing categories and sub-
categories. It assigns the interpretive labels to the concepts and ideas which emerged
from the data. Coding in grounded theory is the heart of the analysis that guides the
user towards the development of a theory. As mentioned by Charmaz (2014), coding
in grounded theory includes at least two main phases — initial coding and focused
coding. Initial coding (also called open coding) is the first phase of coding in which
every line or words or segment of data is given a specific name. Focused coding (also
called selective coding) is the second phase of coding in which we emphasize the
most significant or frequent initial codes to sort, synthesize, integrate and organize
large amounts of data (Charmaz, 2014). Once these two processes of coding are
completed, tentative categories are developed, and theoretical sorting and integrating
is used for the development of theory. In this study, | did manual coding (no software
was used) because | believe that software only helps in compilation of codes but
cannot compete with human mind to understand and interpret the experiences,
because of which less repetitive codes that carry meaningful information might be

missed.
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3.12.5 Initial coding: | started initial coding by adopting the strategy of 'line-by-line’
coding. Chunks of data were examined and given a code for each line and/or segment
from the transcript (Table 3.6). Each code was assigned in a way that it categorised,
summarised and accounted for each piece of data. | highlighted actions (what the
participant did), while coding and named the code in the form of action as far as
practicable. Gerunds (action verbs with -ing but used as a noun) and in-vivo codes
(the same words that the participants expressed while interviewing) were used to
ensure participants' actions and experiences were captured. As Charmaz (2014)
suggested, while doing this coding and | tried to avoid the pre-existing categories of
the data because focusing on pre-existing themes may prevent new ideas to emerge.
| was attentive in making the codes as close to data as possible so that each code
reflects the real experiences of participants from my side. Once the initial coding was
completed for each transcript, | reviewed all the codes, and refined them to make them

clearer.

Since the data was heavily related to the personal experiences of the participants, |
thought about sharing the initial codes with the participants. | asked a few participants
who had prior experiences in research and publications to review the initial codes.
Feedback received from the participants was incorporated when the codes were
reviewed and revised. This method ensured the codes selected were reflecting the
meaning and experiences that the participants had. Moreover, the codes generated
were cross checked by the supervisors to ensure that the pre-existing categories were
not reflected during coding and development of tentative categories.

Table 3. 6 Example of initial coding

Interview statement Initial coding

Yeah...l think family influenced the way | am leading now. | Thinking of family
Sometimes... | couldn’t find an answer for something. For | Searching for answers
example, staff deliberately do not turn off the electricity when | Being resource

they go outside. Then, again | think...if they have the same mind | conscious

as me, they would have been in my place.... that's why, | am in | Comparing with other
my place and they are in their place...... The time when | had | people

grown up... | think that environment made me like this. | have | Remembering the
learnt a lot from my family such as how to manage the | family and social

resources, how to be sensitive while providing services. | | environment
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remember, we had spare housing in our village in which the
nomads and travellers came to eat and sleep there, even the
other people in the villages used to recommend those people
coming in our house. Like as...l learnt to help since from my
childhood, that image is lifelong. | still felt very sad if | heard
some clients returning deprived from services. That service (at
my village) in childhood and the current service | am doing is
different, but service is service, it is about giving to someone
who is in need. In that way, | think socialization influenced me
and my career. With socialization, the role that my father and

mother played, that also influenced me.

Managing resources
Being sensitive to
provide services
Helping the needy
people

Being responsible to
clients

Realizing the essence
of service

Influencing role of

parents

...... | was doing job in a reputed NGO, but later | left there and
came to the government system. What | did there did not bring
any significant changes in the lives of the community people.
Then | thought, if | apply the same efforts that | did in INGO, it
can change the whole district. In there, there was neither
recognition nor change.... Just the creation of dependency.
Then | felt like this is the type of work | should do in the
government system. You make a lot of efforts in INGOs, but you
can bring change...you can't do anything until the system
(government) turn the switch on to the INGOs. If you really want

to bring change in the community, you should be in government.

Shifting of job

Being conscious with
change

Analysing the efforts
with output

Preferring
independency
Expecting recognition
Explaining efforts with
change

Emphasizing for

change

3.12.6 Focused coding: | did focused coding with the codes that | had derived from
the initial coding. | chose those codes which appeared more frequently during initial
coding or those which were more significant in making analytic sense to categorize
the data. | examined whether the selected codes matched with extensive data and
then compared the codes with data and between the codes to determine which codes

could lead to tentative categories. This comparison helped identify the codes having

analytic power, from which | developed the tentative categories (Table 3.7).
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Table 3. 7 Example of focused coding

Interview statement

Focused coding

Yeah...I think family influenced the way | am leading now.
Sometimes... | couldn’t find answer of something. For example,
staff deliberately do not turn off the electricity when they go
outside. Then, again | think...if they have the same mind as me,
they would have been in my place.... that's why, | am in my place
and they are in their place...... The time when | had grown up...
| think that environment made me like this. | have learnt a lot
from my family like as how to manage the resources, how to be
sensitive while providing services. | remember, we had spare
housing in our village in which the nomads and travellers came
to eat and sleep there, even the other people in the villagers
used to recommend those people coming in our house. Like
as...l learnt to help since from my childhood, that image is
lifelong. | still felt very sad if | heard some clients return depriving
from services. That service (at my village in childhood and the
current service | am doing is different, but service is service, it is
about to give someone who are in need. By that way, | think
socialization influenced me and my career. With socialisation,
the role that my father and mother played, that also influenced

me.

Resources
consciousness

Responsibility
towards services

Effects of
socialization

Role of parents

...... | was doing job in a reputed INGO, but later | left there and
came to governmental system. What | did there did not bring any
significant changes in the lives of the community people. Then |
thought, if | applies the same efforts that | did in INGO, it can
change the whole district. In there, there was neither recognition
nor change.... Just the creation of dependency. Then | felt like
this type of work | should do in governmental system. You do a
lot of efforts in INGOs, but you can bring change...you can't do
anything until the system (governmental) turn the switch on to
the INGOs. If you really want to bring change in the community,

you should be in government.

Passion for change

Independency and
recognition

Once the focused code developed, | compared them with the context, incident and
data to generate tentative categories. Tentative categories were developed from the

codes that carried the most weight. These tentative categories were the ideas, events
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or processes that the participants experienced. The categories were left provisional in
the beginning to remain open to further analysis. As the analysis goes on, some

categories changed whereas some of them remain unchanged.

3.12.7 Constant comparison:

Constant comparison is an approach by which the data are continually compared at
each steps of analysis. | did constant comparison within and between the data
(interview statements and codes developed). First, | compared the interview
statements for the same participant (since there were multiple interviews with each
participant) and between different participants with similar subject matter and
circumstances. | applied the same method to the codes that were developed from the
interviews. Constant comparison helped me to prevent perception and bias over
analysis and guided me in a way to establish analytic distinction between participants'
statements and codes explored.

3.13 Theory development
3.13.1 Theoretical sensitivity

Sensitivity is a key component in developing a theory (Charmaz, 2014) in which the
researcher, through data gathering and analysis, is able to discover the relationship
between categories to construct a theory that is relevant to the field under study
(Glaser, 1978). It allows the researcher to undertake effective open coding by 'studying
life from multiple vantage points, make comparisons, follow leads, and build on ideas’
(Charmaz, 2014). Using gerunds and focusing on codes to analyse actions instead of
taking individual as discrete unit of analysis, is a key strategy in constructing theory
(Charmaz, 2014). According to Glaser and Strauss (1967), theoretical sensitivity
comes from the researcher's background including familiarity with the literature and

from the analytic process itself.

| developed theoretical sensitivity because of my background as a public health
academician having connection with public health leadership in Nepal as well as by
extensive reading on the research topic. However, as a part of reflexivity (see below),

| tried to minimize any influence of my pre-conceived ideas and perceptions during
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data analysis. This was done by revisiting written memos as well as by consulting with
supervisors who reviewed the transcripts and the codes generated. During the process
of coding and analysis, | gave key attention to the actions of 'codes' by seeing
sequence and making connection within them, as well as the conceptualized

relationship between experiences and events.

3.13.2 Reflexivity

One of the assumptions in any qualitative study is that the researcher should be able
to conduct research without any preconceptions or ideas on the subject matter under
study. The same was also assumed for grounded theory (Glaser and Strauss, 1967).
But, Charmaz's constructivist grounded theory acknowledges that researchers cannot
be free from their past experiences, and those past experiences build preconceptions.
Thus, the researcher plays a vital role in all stages of data collection and analysis,

making it more imperative to employ reflexivity (Liamputtong, 2013; Charmaz, 2014).

As a researcher, | was very conscious to minimize the bias in this research. Since |
worked in public health academia for 7 years, | have some connections with the health
system of Nepal and some ideas on how the public health leadership in Nepal works.
So, there was room for potential preconceptions. | also have had my concepts, beliefs
and experiences relevant to this research, and | tried not to portrait them in this study.
| did not use my connections in recruiting the samples. Rather | used a focal person
from the Ministry of Health for initial recruitment and made the sample as diverse as
possible. | explained and convinced the participants about the importance of this
research in Nepalese context. Participants were happy to be a part of this research
and were also interested to know the results arise for this research. Participants
provided enough time for interview because of my good rapport building, respectable
communication and prior relationship with (some of) them. | felt participants shared
their real feelings and experiences which contributed for the explicit findings of this
research. However, | felt some difficulties in conducting interview with two participants,
mostly because participants were more reserved in sharing their experiences on
leadership practices and their relationship with others. The information gap arises from
these participants was fulfilled by interviewing other participants with similar socio-

demographic and job-related characteristics.
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While doing data analysis, | tried to be open with participant's views and experiences
and prevent my preconception being reflected. Since | shared the same socio-cultural
characteristics that most of the participants did (for example gender and caste), | tried
ignoring my own experiences while collating codes from the interview transcript.
Although it was not possible to be empty mind, | tried to be open in every processes
of research, mostly in data collection and analysis. | acknowledge that | was aware of
my experiences and preconceptions and how they might influence the interpretation
of data. | also acknowledge that meanings are co-constructed by the interaction
between the researcher and participants, which is consistent with the philosophical
assumptions of constructivist grounded theory.

3.13.3 Theoretical sorting, diagramming and integrating

As stated in 3.11.1, | did memo writing in three phases — soon after interview, during
transcription and during analysis. The memo written during data analysis was an
‘analytical memo', which was sorted, diagrammed and integrated (Figure 3.3). Sorting
in grounded theory is more than organizing which creates and refines theoretical links
(Charmaz, 2006). The categories were compared so the relationship between
categories became more apparent. The categories and their relationship were
diagrammed mostly in the form of figures and a conceptual map to visualize the
emerging theory. Subsequently, the analytical memos were integrated to explicated

theoretical analysis and to construct theoretical framework.
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Figure 3.3 Example of diagramming of categories (leadership enactment)

3.13.4 Theory construction

As a constructivist approach, the theory from this research is created from shared
experiences and relationships with participants. The simultaneous collection and
analysis of data resulted in the emergence of theoretical concepts. These concepts

were constantly compared to develop the substantive grounded theory.

3.13.5 Theory validation

Once | developed a tentative theory on leadership development findings, | had some
consultations and meetings in Nepal. | met and discussed the theoretical model with
two retired health secretaries (who were not the research participants but had long
experience as public health bureaucrats and were designated in top-most positions
under MoH) and cross-checked whether the components of the theoretical model
reflected the existing scenario of leadership development in the country. | also had
some discussion with the members of the Project Advisory Group (PAG) from whom |
revised the way of constructing the theoretical model. From these consultations and
discussion, the theory did not lose its essence, but it was refined to have a better look

and understandability.
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3.14 Theory evaluation

Charmaz (2006) provided some criteria to evaluate grounded theory studies. These
are credibility, originality, resonance and usefulness. These aspects of the developed
theory from this research are discussed below.

3.14.1 Credibility

In a qualitative study, credibility means the collected data accurately reflects the
multiple reality of the phenomenon of the study. Grounded theory ensures the
collected data reflects the experiences of participants and the meaning of data is
accurate (Charmaz, 2014). In this research, a variety of sources were used to collect
data such as the human resource database, document analysis, in-depth interviews
and focus group discussion, from which the multiple realities were drawn, and the
findings were also triangulated. | had prolonged engagement with the research
participants (about eight months in field with 1-3 interviews with each) to collect
relevant data. Findings from initial interviews constructed and guided the questions for
later interviews. All the steps of data analysis process were carefully taken such as
coding, constant comparison and theoretical sorting, diagramming and interpretation.
Participant's words were used in the form of 'in-vivo' codes and the codes reflects the

same meaning as participants felt and expressed.

3.14.2 Originality

Originality in grounded theory is about gaining new insights, ideas and concepts in the
area studied (Charmaz, 2014). This research carries the features of originality as it
developed new insights and concepts on public health leadership in the context of
Nepal which has not previously been discussed in literature. Chapter 2 (literature
review) describes how this research topic was identified and developed through the
review of available literature. The methodology adopted is also original because there
were very few qualitative studies in public health leadership and no grounded theory
was found in exploring the leadership dimension in the Nepalese or any similar

context.
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3.14.3 Resonance

Resonance in grounded theory is about making sure the categories reflect the implicit
and explicit meanings of each participant's lived experiences under the phenomenon
of the study (Charmaz, 2014). The categories used to develop the theory portray the
fullness of their experiences in public health leadership. The theory makes sense to
the participants by incorporating the deeper insights of their lives and work. | shared
the interview transcript as well as the emerged codes with the participants, and they

confirmed that the findings represent their feelings and experiences.

3.14.4 Usefulness

Usefulness in grounded theory is about contributing to the breadth of knowledge and
suggesting whether further studies need to be done (Charmaz, 2014). This research
will significantly contribute to the knowledge about public health leadership in Nepal.
People who have a role and experience in public health leadership would be able
understand the theory developed from this research. The theory adds new concepts
and understanding in Nepal as well as for other countries in South Asia that have
similar socio-cultural settings. Nonetheless, it will fulfil the existing gap in literature

related to public health leadership around the globe.

3.15 Conclusion

This chapter described, in detail, the methods carried out to explore the dimensions of
public health leadership in the Nepalese context. Procedures of grounded theory
methodology were explained and how it was initiated, continued and completed to
construct a theory. The developed theory was also evaluated based on the criteria for

grounded theory studies.
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CHAPTER 4 - FINDINGS AND GROUNDED THEORY

4.1 Introduction

This chapter reveals the overall findings of the research project adopting the methods
and methodology explained in the previous chapter. It is about the nature, enactment
and development of leadership styles, behaviours and skills at all levels of public
health workforce in Nepal (Aim 1). This chapter has three sections. The first describes
how leadership, as a capability, is developed within an individual (Aim 1, objective 1);
the second section describes the practical application of leadership including the
designated leadership roles/responsibilities and adopted leadership styles and
behaviours (Aim 1, objective 2); the third describes the existing as well as expected
skills and competencies for leaders working in the public health arena in Nepal. This
chapter, with a series of figures, illustrates the findings on different aspects of
leadership development, enactment and competencies from which, a grounded theory
has been developed. (Aim 1, objective 4).

4.2 Study methods and participants

As stated in chapter 3, this study involved 46 in-depth interviews with 22 public health
officials, six focus group discussions with public health officials and analysis of extant
documents. Participants for this study were working in different institutions under the
Ministry of Health with a range of work experience from local (district) level to central
(federal) level. Data obtained from multiple methods were analysed using grounded
theory to construct a framework to understand the public health leadership in the
Nepalese context. The key characteristics of study participants selected for in-depth

interviews along with the number of interviews is tabulated below (Table 4.1).
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Table 4.1 Study participants, their characteristics and number of interviews

Partic | Age | Sex | Position Academic Total Leadership No. of

ipant background | experience | experience | interview
P1 52| M Sr. PHO | General 29 2 2
P2 45| M PHO General 9 1 2
P3 34 | M Sr. PHA | Public health 4 4 3
P4 54 | M Sr. HA Medicine 18 6 2
P5 54 | F CPHA Medicine 38 2 2
P6 57 | F PHA Nursing 23 1 3
P7 45 | M PHA Medicine 3 1 3
P8 55| M CPHA Public health 38 21 3
P9 57 | M CPHA Public health 37 18 3
P10 37 | F PHO Public health 3 1 2
P11 57 | F Sr. PHA | Public health 36 9 3
P12 55| F Director Public health 32 4 3
P13 41| M CPHA Public health 2 2 2
P14 37 | M PHA Public health 15 3 3
P15 47 | M Sr. PHA | Public health 17 12 3
P16 50 | M RD Medicine 25 10 1
P17 58 | M Director Public health 34 16 1
P18 57 | M Director Medicine 25 13 1
P19 58 | M Director Public health 36 15 1
P20 53| M Director Medicine 30 11 1
P21 35| F PHA Public health 3 1 1
P22 47 | M Sr. PHO | General 22 3 1

Note: Directors were also CPHA

The participants had a wide range of experiences (1-18 years) in leadership positions

being Public Health Officer, Public Health Administrator, Senior Health Administrator,

Chief Public Health Administrator and Director (Regional and Central). Most of the

participants worked in the primary level and it took more time for them to be in

leadership positions and as a result there are more participants in their 40s and 50s.

Very few participants in their 30s had direct entry into higher positions. All the study

participants had recent qualifications in public health (BPH and/or MPH), however,

their academic background varied. Twelve participants had a similar academic

background (public health), six were medical doctors, one was a nurse and the
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remaining three had non-health backgrounds. Not all the participants were in
leadership positions at the time of their interview. In those cases, participants were

interviewed based on the leadership positions they held in the past.

Thirty-one staff working under the leadership of public health officials were included in
six focus group discussions. The details of focus group discussions are shown in Table
4.2.

Table 4.2 Participants of focus group discussion and their profiles

FGD | Institution No. of Participants profile (gender and job role)
No. participants
1 District Health 6 4 males and 2 females
Office 1 nurse, 3 paramedics, 2 administrative staff
2 District Health 6 5 males and 1 female
Office 1 nurse, 3 paramedics, 2 administrative staff
3 Regional Health 6 4 males and 2 females
Directorate 1 nurse, 3 paramedics, 1 public health
officer, 1 administrative staff
4 Regional Health 6 3 males and 3 females
Directorate 1 doctor, 2 nurses, 2 paramedics, 1
administrative staff
5 Department of 7 4 males and 3 females
Health Services 2 public health officers, 3 paramedics, 2
administrative staff
6 Department of 5 4 males and 1 female
Health Services 2 public health officers; 1 paramedic, 2
administrative staff

The details of documents that were reviewed and analysed are shown in Table 4.3.

Table 4.3 Documents reviewed and analysed for study

Document | Document type | Target group Unit
No.

1 Job Description Chief of District Health Office One
2 Job Description Chief of District Public Health Office | One
3 Job Description Senior/Public Health Officer One
4 Job Description Senior/Public Health Administrator One
5 Job Description Senior/Sub-Health Administrator One
6 Job Description Regional Health Director One
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4.3 Leadership Development

This section describes the ways in which an ordinary individual becomes a leader in
public health, with reference to the socio-cultural context of Nepal. The study showed
how leadership development has its foundations with the family and social
environment in which an individual grows up and socializes. With natural
characteristics and other social events, individual initiate the journey of leadership.
The journey continues with exposures and experiences in public health settings,
continuing the development and expansion of the skills and competencies for
leadership. The overall findings on leadership development within an individual are

described in four phases.

a) The initial phase in which family and social environment, and individual
characteristics play a role in the background.

b) The identification phase in which an individual is formally identified and
initiates their leadership journey in public health organisations.

c) The development phase in which an individual creates core leadership
capabilities.

d) The expansion phase in which an individual expands their leadership

capabilities and recognition.

4.3.1 Initiating the foundations of leadership development (Phase 1)

This is the earliest phase for leadership development in which an individual develops
the essence of leadership abilities because of their distinctive characteristics and the
family and social environment in which they grew up. This phase mostly describes an
individual's exposure during the period of childhood and adolescence. However, the
components of this phase continually influence the process of leadership development

throughout the life of an individual (Figure 4.1).

During the time when the family and social factors played a role in developing
leadership, an individual knowingly and unknowingly observed the activities and
characteristics of other people in society who have leadership roles. From that

observation, to some extent, an individual understands the essence of leadership
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behaviour and leadership qualities. This understanding during childhood and/or
adolescents period acted as a backup for leadership behaviours in the future.

/ Phase 1: Initiation \

& Individual characteristics o
-% - Personality ﬁ

é o - Social mindset % .8
5 Family environment L %
© g L~ - Role of father and/or husband <}: ° 9
§ S - Gender behaviour @ =3
o2 % - Socialization and social status § 3
S - Economy g

§ Social environment <
(@) - Cast culture

- Gender norms and roles

K - Societal pressure

Figure 4.1 Initiating the foundations of leadership development (phase 1)

Individual characteristics — Individuals who were successful in leadership naturally
engaged with others (social mindset) and showed interests and involvement in social
activities during childhood/adolescence. Because of their extrovert nature, they enjoy
connections with professionals and general public. In addition, individuals who
perceive themselves as stubborn were also successful in leadership because of their

personal determination and an attitude to show others their capabilities.

I was involved in many social activities during my adolescence. | enjoyed talking
with people, helping them farm.... if | was in my village, people used to say that
they don't need to be stressed. [P19]

.... I had just finished at high school and was a teen when | got married, | didn't
know anything....my husband's family decided not to educate me further. It was
time to go to ‘'maiti' (mother's house) for cultural purposes after marriage.... after
stepping on the plane's ladder.... | told them...I will not return. | was not aware of
all these things at that time .... that was disobedience.... | did that for my study.
[P12]
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Family environment — Family was found to be the first and most leading institution in
developing leadership insights for the future, no matter whether the individual had this
intention. The role of the father and/or spouse, gender behaviour, socialization,
economy and social status of the family played a greater role to sensitizing an

individual towards leadership in the future.

Advice and support from family members helped an individual to design a career path.
The father acted as career anchor as well as the primary source of guidance for their
children whereas the role of the mother was unnoticed in terms of career progression.
The father's support before marriage and the husband's support after marriage was
considered as a key to success among females. The role of the wife was important for
the husband as she handles the household chores and accepts the external
movement of her husband for his academic and professional achievements. Gender
equality inside the family provided an equal opportunity for both males and females
for their career development. Empowering girls from childhood helped them to develop
dedication and commitment, by which they were able to tackle the unfavourable

gender norms in society.

To achieve this position, there was also the role of my wife, because she provided
me the freedom that | needed. | spend my family time with my clients. If she had

have resisted this, it might not happen. [P15]

My parents never taught me that being a daughter | should not do this.... | didn't
feel any difference since from my childhood. | had been treated equally like my
brothers. | was motivated to sustain myself.... independently.... | think that

encouragement had a positive count. [P21]

Socialization during childhood determined the way an individual perceives the people,
resource and services they lead. Individuals have life-long impression of their family's
positive role and support for society. Public health leaders who grew up in this culture
were found to be more sensitive towards services for needy people, especially the
poor and vulnerable. These leaders developed a 'culture of support' in their

organisation and demonstrated the value of resources to their staff.

.....being sensitive while providing services...l learnt this from my family. The
nomads and poor people used to live in our spare house during their travel, and
they had food. | learned to help people from my childhood. Even now, if | hear

that some clients return without receiving services, | feel very bad. That service
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and this service (public health) is different but the concern is same, we should

provide whatever they (people) need. [P3]

Economy was an influential aspect in enrolling education, a pathway for leadership.
Families adopted need-based utilization of resources or even compromises with
financial aspects to manage the expenses in education. Individuals from lower
economic status required support from external agents such as government and other
donor agencies. Individuals from middle class families, who already had some
financial privileges, also experienced financial hardship in arranging educational
resources and other physical resources. As these individuals grew up in a culture that
value for resources, they tried to manage the hardship by being self-reliant or by
adopting alternative ways. Individuals who experienced financial crisis/limitations and
struggle in managing the crisis, eventually developed financial consciousness. These
individuals after becoming a leader understood the value of resources and utilized

them in a very effective way.

The amount that we spent in the canteen...it was enough for me and my brother
at home. So, | usually didn't have lunch in the school's canteen. Even if | thought
to buy a book, the expenses for the whole month (for groceries) became
inadequate. There were so many days that | walked without any money in my
pocket. After staring BPH course, my brother was a teacher in school, which made
it a bit better. After that | also started to teach and had some money. After that,

there was no scarcity.... otherwise it was a scarce. [P3]

Social environment — Apart from the environment inside the family, the social
environment has a supplementary influence in developing the foundations for
leadership. The most influencing factors of social environment explored are gender

norms and roles, caste/ethnicity culture and societal pressure.

The traditional gender norms and roles in Nepalese society acted as an advantage for
males but provided obstacles for females. These social norms also impacted on the
way a family adopt gender behaviour. Socially assigned additional responsibilities for
women (such as care for children/family, household chores) and cultural restrictions
on them (such as staying at home, not being involved in social leadership) affected

access to education and jobs, thus had impacts on future leadership development.
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However, gender equality in the family and self-dedication of an individual outweighed
traditional gender norms. Female leaders who were from families practising more
equal gender roles felt proud in the sense that their parents defended them from the
prevailing gender norms of traditional society. On the contrary, female leaders who
experienced uneven gender roles in their family and society, tackled that discrepancy
and adopted self-direction to achieve their aims to be a leader.

Obviously, it was a privilege as a male. | was free, | entertain the freedom as a
male guy. | didn't face the barriers that a female has to face. That freedom, of

course, helped me in my career development. [P7]

Our culture and norms benefited us (male), and.... yes.... it's difficult to act as
a female. For example, | work and even my wife works, when we meet at home
in the evening, | expect a cup of tea from my wife...that means...our society still

has this type of expectation. [P14]

Every society has its perception towards education and/or job status of each family
residing there. Society observes the success and failure of individuals in terms of
education and financial status. Because of this, an individual constantly gets moral
pressure to show his/her achievements to the society. This societal pressure acted in
a positive way to achieve better education and job status, thus enhanced the way for
leadership in the future.

We...who are from a middle class or lower middle-class family...always have
pressure that 'vou have to do something'...it is created by the society. | think,
this social pressure worked for me. That pressure is painful sometimes but ....it

is good for development. [P15]

Socially assigned roles for certain castes/ethnic groups had established the values
towards education, job, and economy. Ethnic groups that value education (such as
Brahmin), emphasize achieving knowledge at any cost. Because of this education-
preference culture, individuals from these ethnic groups are motivated for education
from their childhood. The culture of education continues throughout their life, which
helps them to get better job opportunities and eventually directs them into leadership

positions.

The characteristics inside a caste or the culture of caste....is important. For

example, giving value to education, work.... that value is more important.
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Brahmin caste has a value to educate children...education is more important,
and we emphasize educating our children at any cost.... like as.... we have a
culture of savings; we do not do unnecessary expenses. We have had this sort
of exposure since our childhood. We were educated from the ground reality that
what to do, what not to do. So, it's not the caste but the culture of the caste that

puts Brahmins in front in job and education status. [P15]

Transitional factors between phase 1 and 2 — To proceed to the second phase of
leadership development, an individual requires relevant education and a job. Formal
courses in public health were the most common means of starting the early career in
public health. The reasons behind enrolling in public health education and/or job were

basically due to the following circumstances:

— alternative to a medical degree
— interdisciplinary linkage between public health and other health profession
— exposure in public health activities

— observing others

Individuals started their journey in public health with interdisciplinary conflicts.
Because of social recognition of doctors in Nepal, individuals interested in the health
sector usually preferred to study for medical degrees. Unsuccessful attempts at
medical entrance examinations motivated them to seek an alternative and public
health is considered the best alternative for that. However, once the individual entered
the profession, they start enjoying it and admire the work in public health. On the other
hand, health professionals from medicine, nursing and other health
sciences/education background preferred to expand their career in public health
because of the interdisciplinary nature of public health. As these professionals became
involved in public health activities, they perceived their work (as a doctor or nurse)
confined and unidirectional and wished to provide health services beyond the four
walls of the hospital. Involvement in designing and implementing public health
interventions helped individuals to understand the broad scope and importance of
public health. Companionship with other health professionals helped in determining
their career path, and connection with community people provided further motivation
to work in public health. Observation of friends working in the field of public health also
inspired people to work in public health because of the job mobility (frequent travel to

[94]



different places), connection with community people and professionals, money and
social prestige. A conducive environment was considered important to translate the
interest into practice. Developing interests in being a public health professional, if
supported and encouraged by external agents (e.g. funding organisation and
supporting policy from the government) and internal agents (peer, family members)
contributed to the pathway for leadership development.

In the context of Nepal, public health professionals wish to work in the government
sector rather than private and non-governmental sectors, because they considered
the government sector to be one of the best platforms to develop and practice
leadership. Individuals who were involved in social and welfare activities in the
community develop a concern for their responsibility to the state and ambition for
change. These individuals were excited to work at the policy level and governance
and prefer government jobs for further leadership opportunities. Other reasons to
choose governmental jobs were job security, sustainability, social prestige and
recognition, and family job culture. Government jobs are considered more secure,
flexible and full of non-financial opportunities. Because of great social recognition,
family members and other career anchors in society (e.g. teachers) recommended,
often provided pressure for a government job. Individuals who had a family culture of

government jobs were encouraged and trained to be a part of government.

4.3.2 Getting identification and affiliation as a leader (Phase 2)

The second phase of leadership development is when an individual is identified as a
public health leader because of his/her position and affiliation with a health-related
institution along with networking with other professionals and recognition from the
community where they work. During this phase, an individual practices leadership
based on the roles and responsibilities assigned by the affiliated institution. For this,
s/he utilize existing leadership competencies learned from educational courses as well

as from the social experiences in the past (Figure 4.2).
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Phase 2: Identification

Position and/or affiliation
Networking (professional)
Community recognition

Applying existing
leadership competencies

Adopting delineating
leadership roles

Figure 4.2 Getting identification and affiliation as a leader

Position/affiliation — The formal journey of public health leadership starts after getting
an official position, such as public health officer or public health administrator. Being
a chief executive of an institution, an individual commences leadership roles and
responsibilities. Utilizing one's knowledge and expertise for better health outcomes by
mobilizing staff and community people is considered as the core part and continuous

job for public health leaders.

| was connected with community people and their health since | practiced as an
Auxiliary Health Worker. After | became a public health officer, | started to think

and act more from public health perspectives. [P1]

Community recognition — By involvement in public health interventions and acting
as a health educator in the community, an individual gets recognition from the
community. The level of recognition increases after the community feels the
improvement in health services and indicators (visible outputs) such as availability of
uninterrupted basic health services, and improvement in maternal and child health.

Because of my public health activities, community people recognized me...it was
such a backward community.... some changes provided me with satisfaction.
Children started to get immunized; deliveries were conducted at health facilities....

though it was struggling, the results made me motivated. [P3]

Professional networking — Working as a public health leader also increased
connections with senior public health professionals and leaders, thus people

developed professional networks. Continuous efforts to improve public health
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programs and improving health indicators results in increased status and recognition
within the professional network and inside the government system.

.... | developed more connection .... a type of relationship. Later, | received
responsibility to handle the neonatal programs.... the mortality and morbidity

decreased.... | became more recognized by my colleagues and seniors. [P9]

Transitional factors between phase 2 and 3 — To proceed to phase 3, an individual
needs additional education and/or relevant training to facilitate the leadership journey
by updating/upgrading existing knowledge and skills. Continuing education acted as a
means of career development and helped to enhance expertise in leadership. Some
individuals, after having specified years of experience, get privilege to move for senior
leadership position through internal upgradation and promotion. Family support
initiated from the beginning needed to be continued to facilitate the leadership journey.
Here, the role of the father gradually decreased and mutual understanding between
spouses played a vital role, especially in married females. Individuals who did not
benefit from family support, developed self-dedication to proceed on their leadership

journey.

4.3.3 Developing core leadership capabilities (Phase 3)

This is the most important phase of leadership development as it is concerned with
the development of core leadership abilities via different sources and methods (Figure
4.3). During this phase, an individual practice more leadership than assigned (as in
second phase) because of the work experiences. While doing this, s/he realizes their
insufficiency of existing capabilities for leadership and attempts to develop additional
skills and competencies. The factors contributing to leadership development in this
phase are personality shifting, passion for change, observation/inspiration, learning by
doing, and networking and collaboration.
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Figure 4.3 Developing core leadership capabilities (phase 3)

Personality shifting — Public health leaders, who define themselves as quiet and shy,
realized that public health needs extraversion characteristics. Exposure to public
health activities and connection with other professionals helped them to develop
extraversion characteristics that fit the nature of public health. This improved the way
leaders speak, share and communicate with others. Thus, an extrovert personality is

one of the triggers for leadership development.

| was shy at the beginning.... | thought that | don't need to say, they (supervisors)
will understand. But slowly, | changed myself. | started to speak...realized that |
must talk. | felt that was a part of leadership development within me. Now, | know
how to deal with seniors and how to make my view influential or which way to
proceed. [P3]

Passion for change and innovation — As stated earlier, individuals who wish to make
an impact on policy and governance prefer to work with bureaucracy. Public health
professionals working in the non-government sector switched to work in the
government sector after they realized that small things could bring a significant impact,
if it could be done inside the structure of the health system. Passion for change and
innovation encouraged public health leaders to challenge the improper functioning of
the health system and discovered new ways/techniques to improve the health system
and/or indicators. Experience acted as a backup for the execution of passion for
change.
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...... | was the person who did the lobbying to inhibit the affiliation of public health
courses to private sector...... | felt like.... if | could be a part of government, then |

can make an effort for changes.... [P9]

When working at the INGO, | thought.....if | do this much effort in the government
sector, | can change the whole district ....but staying there (INGO), | neither got
recognition nor can made any changes in the community .....that's why, | felt the

need to work inside the system. [P3]

Observation and inspiration — Observing others and being inspired by them was one
of the aspects of developing leadership. Individuals observed the administrative and
leadership performance of senior leaders and tried to duplicate them in their life. The
things that the junior leaders mimic from their leaders were their commanding capacity,
decision making strategies, respect to work, relationship with staff, tactics for
motivating staff, encouraging and convincing staff for additional responsibilities, and
way of handling the diverse workforce and their expectations. However, individual
variations were found in getting inspired and in applying the inspirational factors. A

matching mindset between leader and follower was found important for inspiration.

We started to work from the basic level. We saw our role model in public health....
there were very few.... but they were technically competent, supportive and always
inspired us. By seeing the leadership of those people, | was inspired to work here.
[P17]

"......his capacity for administration, capacity to feel public health, thoroughness,
leadership capacity.... particularly the multi-dimensional type personality...I got

inspiration. [P1]

Inspiration not only comes from people but is also developed from social
environments. Community acted as a subject of inspiration and learning for some
leaders. Observing community lifestyles, issues and problems, the way of managing
resources, and their effort in struggling with scarcity and remoteness inspired public
health leaders to serve their community much more. Providing health services was
considered as a prestigious and religious job for these leaders.

When | feel alone or feel like | can't do anything, then | go to the field...mostly
remote areas. | observe the community, their living status, their houses, their

behaviours.... that became an inspiration for me. After | see people struggling with
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hardship, I realize how lucky | am, and still | have so many things to do. This thing
charges me, | get energy.... for a whole month from a single visit to community.
[P3]

More than an individual, it's like serving the community. The difficulties that are
faced by health workers, even the health problems faced by people.... if | could do
anything beneficial for them, why should not | do it? Community is an inspiration

for me to work in public health. [P6]

Exposure and experiences — Exposure and/or experience was one of the best ways
to develop leadership capabilities within an individual. Public health leaders learn to
lead from their experiences, even from the time when they worked as a basic health
worker. Prolonged engagement with community and continuous experiences in public
health activities provided public health leaders with an opportunity to understand
various dimensions in which leadership works better. Experiences result in the better
understanding of needs and issues of institutional staff and community people, thus
public health leaders were able to handle a diverse range of workforce demographics

and rising public expectations. Experience was also a cause for leadership maturity.

While working as institution chief.... most of the time was spent on leadership and
decision making. In the beginning, | made immature decisions and inappropriate
leadership. But as | worked more, | learned many things...my learning continued....
I applied practical things from my study.... | became mature as the time passed.
[P20]

Exposure in informal gatherings is an additional advantage for public health leaders
as the discussions in those situations meant individuals had a sequence for official
decision making in the future. However, this acted as a barrier for female leaders who
were sensitive to the traditional gender norms and roles, and where the people in the
community perceived female leaders to be in moral boundary or to follow the traditional
norms. This made deprived females of learning arising from informal gatherings and
from the additional responsibilities of leadership. Females who were conscious of their
leadership development challenged the traditional gender norms and adopted a

strategy to balance with their on-site behaviour and existing social perceptions.

As a female, | can't stay till midnight...... and can't drink (liquor) as well. There are

various reasons that | must be home on time. We don't participate at evening
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time...where the males used to drink, even it is good or more civilized. Because of

this, our informal communication, the social bond shatters.... [P11]

After coming here (Ministry of Health), | changed my strategy. | go wherever they
invite me. | know my limitations, it's not necessary to get drunk. | participate as far
as practicable by arranging the time and convincing my family. Now, they call me
in to policy level discussion. | know... if | don’t go there once, they don't invite me
afterwards saying that | can't give time. .... But it's not easy for all ladies.... they

are bounded with family issues. [P21]

Networking and collaboration — \Working in public health connects an individual with
different health professionals and organisations along with community people, social
organisations and non-health stakeholders. Being a public health leader, an individual
works collaboratively with both health and non-health sectors. This sort of networking
and collaboration demands advocacy and communication, the practice of which helps
an individual to develop leadership. Apart from the second phase (initiation) in which
a public health leader mostly engages in professional networking, the third phase
involves networking and collaboration with political leaders and non-health ministries.
With this, public health leaders develop additional leadership skills such as negotiation

and lobbying.

Relationship...coordination....it depends upon you. As a public health

administrator, there are lots of spaces to contribute health from other sectors. [P17]

For that disability (policy), my and the minister's wavelength matched. | was
planning and designing the program, and he has the intention to do that too. | was
advocating for him and he asked me to generate evidence.... | did that and he did
the lobbying. [PI]

Transitional factors between phase 3 and 4 — During the third phase, an individual
obtains an acceptable level of leadership recognition based on their position as well
as perceived by their staff. S/he then continually strives to develop his/her leadership
capabilities and wishes to expand the leadership status beyond the public health
sector. An individual requires self-confidence, self-esteem and self-determination to

accept the leadership challenges and to motivate self to go above and beyond.
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4.3.4 Expanding leadership capabilities (Phase 4)

This is the final phase of leadership development in which an individual expands and
increases his/her leadership abilities by continuous self-directed learning, resilience
and optimism, and by broadening professional and political networking (Figure 4.4). In
this phase, a public health leader reaches the optimum leadership state by position,
and most importantly by skills and experience. This makes an individual able to modify
(or even manipulate) leadership roles and strategies to bring in desirable changes to
the health system. This phase is critical for every public health leader as they struggle
to retain their status of acceptance (by others) and social prestige received as a part

of their leadership journey.
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Figure 4.4 Expanding leadership capabilities (phase 4)

Continuous self-directed learning — Being studious and updated with contemporary
social, political and public health issues helps public health leaders maintain the
superiority of their leadership as well as to lead the newcomers with revitalized
knowledge. Public health leaders who were eager to learn, created an enabling

environment for themselves.

Learning is like.... | can learn from supervisors, even from an office assistant...it's
not important from where you learn and how you learn.... if you learn, that's for
you. If you have the intention to learn or if you are positive to adopt
learning...... there is environment to learn....in fact, you create the environment by
yourself. [P14]
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Resilience and optimism — After having intense experiences of leadership public
health leaders understood the value of human resources and the reciprocal
relationship with them. Being resilient and optimistic was one of the accomplishments

of their leadership, which they used to mobilize their team the way they desire.

....it was true. | now feel that | had walked in the right path. My past works are
motivating me.... whatever | initiated in the past, that is in practice nowadays.... |
am satisfied with this. [P19]

Acceptance (by others) — Because of their excellent relationship with others, being
loyal in providing services, practising justice and equity in the workplace, pioneering
novelty and dedication to enhance the health system, made public health leaders
accepted by their followers as well as by political and professional groups. The existing
network and collaboration with professional and political stakeholders need to be
improved and continued, to sustain the proximity of one's leadership. Advocacy,
lobbying and negotiation were considered as a must to prevent and control undue

influence in public health leadership practices.

Whatever | did...I did differently, showed good leadership. Now | don't have to think
if I don't get a shelter (during a field visit) .... | will get help from the people. If you
see here (working institution), the staff are feeling like.... there may not come a

person like me if | go from here.... | already created that environment. [P19]

All Directors are assumed to have political affiliation. Although, people believe that
I am also affiliated to one of the political parties, | am not experiencing difficulties

from that. Still | believe, | am well accepted by all political parties. [P18]

4.4 The Grounded Theory

Based on the factors explored for the development of leadership within an individual,
a grounded theory has been developed to describe public health leadership in the
context of Nepal. The following illustrates the grounded theory which is also the

compilation of all findings and figures described earlier.
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Figure 4.5 illustrates how an individual becomes a leader in public health and how s/he
enacts his/her leadership styles and competencies throughout the leadership journey.
The four phases illustrated sequentially in the middle of the figure (starting from the
bottom and going upwards) describe the factors for leadership development along with
the transitional factors between phases. The components in the left and right side of
the figure describe the aspects of leadership enactment and competencies

respectively and their relationship with the corresponding phases.

As a part of the grounded theory illustrated above, the factors related to leadership
enactment and competencies and their descriptions are explained in subsequent
sections (4.5 and 4.6)

4.5 Leadership Enactment

Public health officials practised and utilised their leadership capabilities in multiple
ways to lead a diverse range of staff at various levels. The following themes show how
a leader in public health enacts his/her leadership capacity in the organisation they

are leading.

a) Job description: considering yet modifying

b) Leading the management

c) Focusing on people and relationships

d) Emphasizing system, structure and processes
e) Mixing of multiple leadership styles

f) Political influence: adjusting, fortifying and negotiating

4.5.1 Job description: considering yet modifying

Each level of public health officials was assigned a 'Job Description' (JD) that stated the
assigned roles and responsibilities that a public health official should carry out at different job
levels and institutions. At the beginning of their leadership journey, public health officials used
to follow what their job description suggests. The continuous exposure and experiences made
these leaders realize the impracticability of their job description because of its vagueness,

over-generalisation and policy-practice deviation.

It is different...... extremely different. | cannot do what my job description asked
me to do. [P6]
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As a tool, the officials considered the JD as outdated, generic and traditional. Duties
and responsibilities were often ad-hoc with limitations and/or extensions. Duplication
of job roles between different positions created the inter-positional conflict and issues
in authority delegation. Officials believed that emphasizing favouritism by leadership
positions in delegating authority and responsibility, resulted in poor relationships
between leaders (officials) and followers (staff).

We cannot follow the JD strictly what it says. Sometimes we do even more but
sometimes we cannot do the things that we should do. Institution chief become
biased in assigning duties and delegating authority, especially with the job that has
financial benefits. [P10]

However, as the job descriptions are policy documents, the public health leaders had
moral/ethical acceptance of it. Overlooking the traditional and generic JD was

considered as a compulsion rather than a choice.

JD is like...it is ornamental, not functional...being a policy document, we can’t say

we ignore.... but actually, we do... [P7]

Job description mostly emphasized managerial activities rather than leadership.
Officials who followed their JD had bonding and commitment towards their work, due
to which they engaged themselves in day-to-day administrative activities. Over
emphasis on micromanagement of public health programs resulted in good
achievements in health outputs, however, it impeded the vision for leadership. Public
health officials who wish to be proactive and expect changes in the system usually
ignored the job description because they experienced that attachment to the job
description will not direct them into the path of leadership. These officials often modify

their job descriptions and bureaucratic processes for betterment in public health.

We are the top-level public health administrators, we don’t have JD, we don't need
it either. We are at the level that we should create our JD our self. What we expect

the system to be, we should make it by our own. [P12]

If I follow my JD, | will be like a manager. | can improve the health indicators, but |
cannot bring any significant changes to the system. | need to cross the line for
change. [P3]

Figure 4.6, in the form of a framework, illustrates the linkage between job description

and leadership.
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Figure 4. 6 Framework on relationship between leadership and job description

The figure above illustrates how the public health leaders perceive and practice the
job description they had. Being a policy documents and thinking for one's
accountability, leaders have moral obligations to accept their JD. However,
considering its inapplicability, they used to ignore and/or reject what the JD says.
Depending upon the circumstances, public health leaders customized their leadership

practices with reference to their JD to bring changes or to achieve health outcomes.

4.5.2 Leading the management

Public health leaders utilized their technical competencies by leading the basic
managerial functions in their day-to-day work. The leading functions that a leader did
were — planning the public health programs; organizing the structure and processes
of both programs and organisation; arranging human, physical and financial
resources; communicating, coordinating, and collaborating with different stakeholders;
controlling the programs and activities; and generating and utilizing evidence through
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information systems. Execution of these basic functions depends upon the level of the
leader. The bottom level leaders usually had more managerial functions and fewer
leadership functions whereas the top-level leaders focused prominently on core areas
of leadership; the mid-level leaders fall in-between the two. As the head of an
institution, the role of public health leaders is like being 'in-charge' of management. A
public health leader always needs to ensure the public health programs and activities

are managed efficiently and effectively.

Y doing overall leadership role as a chief of district health....such as
administrative and management....doing technical support, communication and
coordination with local stakeholders.....it is much more like program
implementation, financial management....almost everything that includes both
leadership and management.....more towards the side of management....

Nonetheless, management itself is a leadership. [P6]

Ignoring the essence of managing an organisation barely allows an individual to move
in the path of leadership in public health because working in public health is a mixture
of technicality and the people. After getting familiar with social issues/problems and
becoming capable of managing people and programs, a leader starts to think and act

to bring changes without impeding the existing system in which they work.
Without technical capacity, we cannot provide leadership in public health. [P9]

It is the planning (as a function of management) in which the vision of the leader
could be seen. It is hard to bring instant change in our bureaucracy.... however,

there is always a space if you wish to do innovation within a framework. [P3]

Public health officials often perform their leadership roles within the scope they are
assigned. Based on the context, public health leaders may create a vision or
implement the vision already created by the politicians and endorsed by constitutional
authority. Creating a vision and executing a vision are different things but interrelated
with each other. Thus, it is all contextual for public health leadership. An official, at a
time is a leader when selling his/her vision; and at another time could be labelled as a

manager when performing public health activities.

...we do not have the role of leadership in the way we study and understand

leadership. You need an open sky for leadership, but we are bound. But....
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whatever we are assigned to do as an employee inside the health system, we can
fully exercise our leadership on that. For example, if we are assigned to eradicate

polio in certain area, we would exercise leadership inside that. [P15]

4.5.3 Focusing on people and relationships

As a part of leadership, public health leaders utilized their time in motivating, coaching
and mentoring, convincing and counselling, listening, consulting and discussing with
their staff. The purpose of all these activities is to make staff more responsible towards

their duties/responsibilities and increase their performance.

Public health leaders mostly used intrinsic and extrinsic factors for motivating staff.
Providing opportunities for field exposure and recommending training were the
common extrinsic factors, whereas encouraging staff and praising them in the staff
forum was the most common form of intrinsic motivation. In addition, some leaders
used spirituality as a method to motivate their staff. Those leaders convinced the staff
to respect their work, to treat work as auspicious, to bring purity of mind and soul and

to be conscious of social prestige in their post-work life.

What | connect with duty is.....it is a matter of saintliness...we consider saintliness
as very big thing, a religious thing.....religion is not like Hindu or Christianity...it is
a devotion towards work....sincerity and honesty towards work is enough to earn
saintliness. | ask my staff to make their mind and soul pure...it improves

willpower.... [P4]

Another way of motivating staff was 'providing additional responsibilities' to them. If
leaders use their authority to provide additional responsibilities, staff feel they have
power and perceive themselves as assets of their leader and/or organisation

consequently they act for better performance and output.

From the first day, my effort is to make staff responsible. | stay as backup and bring
them to the front. There is a proverb "providing the key to the thief will prevent
theft". So, if you make them more responsible, they can't do wrong. They feel
motivated if you make them responsible, they feel like they have authority and
power. [P3]

Although praise and recognition were the most common form of internal motivation,

that did not work always. Staff also expect physical forms of rewards, such as financial
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incentives, training and other opportunities for career development. Since the Ministry
of Health had several public health programs that need maximum mobilization of staff
in the remote part of the country, staff felt the need for financial incentives to

compensate for the expenses as well as the time and effort to do the programs.

Staff expect financial benefits...yes, they expect for sure. Side by side, they also
seek non-financial...l don't know the balance for this. The health sector has more

programs as compared to others...so they expect financial...usually. [P12]

Public health leaders preferred coaching and mentoring their staff to make them more
capable by fulfilling the knowledge gap. They facilitated learning and provided
constructive feedback. However, limitations of resources sometimes had constraints

the way leaders expect.

Staff have knowledge and gaps in knowledge. | expect to fulfill that gap and use my
own knowledge. But theoretical things don't always work. We need some other

resources which are not easily available. [P5]

Listening to staff was considered as one of the best strategies for leadership.
Understanding staff and their problems/issues as well as assessing their personal
factors in working environments indicates how conscious a leader is about people and
relationships. Whether it is a matter of conflict, or an issue of poor performance,
leaders need to explore the causes by listening keenly to their staff. Based on the
expectations of staff, leaders convinced and counselled them about personal, family
and social issues which may be hindering their performance. Additionally, leaders
were cautious that most of the organisation problems have their roots in personal

issues of staff.

Listening, listening, listening.... Listening is important. If you listen carefully and

enough, solution for everything is there. [P7]

Trusting or believing staff was accepted as a vital component of leadership without
which the organisational activities could not be proceed, maintained and finalised.
Leaders had no way of believing their staff, as leadership cannot be done one-to-one
in the diverse scope of public health. However, leaders adopted cross checking and
verification in the matter of trust because of some unpleasant experiences with events
that have financial issues. Thus, leadership realizes trust as compulsive yet

conditional.
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Without trust, work cannot be initiated. Although we are in a dilemma of trust, we
should provide responsibility from the beginning. So, trust is a must. Assigning

work with full trust but evaluating from the very near. [P2]

Should believe staff because of not knowing everything.... particularly...the things
related to administrative or financial aspects. However, it is important to do self-
study before signing any document.... should not do anything in a rush by fully
trusting them. [P6]

Trust, counselling and encouragement were the best adopted strategies for those
leaders who believe people and relationship are the top-most priority for leadership.
Those leaders perceive themselves as honest, loyal and transparent. They considered

staff as valuable assets for their leadership and for their organisation.

If you want innovation, encourage them, inspire them, appreciate them; it does not
cost anything. If still they don't do it, visit them individually, understand their
problems, ask if they lack guidance or are misquided by someone else; assess the
constraints and remove those constraints...... don't take any revenge with
them....you don't have the sovereignty power to take action..... you are in the

position to provide excuses and guide them in a good direction. [P21]

4.5.4 Emphasizing system, structure and processes

Apart from the leaders who focused on people and relationships, there were leaders
who put the organisational system, structure and process first. Leaders used to
delegate authority based on the organisational structure and follow the
guidelines/procedures to the fullest. A strong health system encourages staff to focus
on their assigned roles and responsibilities and perform as expected. These leaders
considered adaptation of procedures/guidelines as one of the best strategies in
maintaining discipline at the workplace, achieving health targets and indicators, and
preventing leadership from criticism. Regarding any decision making that may have
potential criticism, leaders used to develop and endorse an additional mechanism
beforehand so that the expected outcome would be achieved without any undue

influence.

There was a culture to recruit staff from interviews so that influence could be done.

But during my tenure, | made such mechanisms and set such criteria.... even
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endorsed it from a meeting....and put other people in the selection committee.
Then | left them to choose....and asked them to play with the mechanism if they
can. They tried.... but they couldn't because it was so watertight....so, yes....

system is important. [P15]

Leaders assessed and modified the behaviours of their staff by adopting systematic
tools such as Job Description (JD), Performance Appraisal (PA), workplan and
schedule. They developed a systematic framework that spontaneously controlled the
performance and behaviour of staff. As an individual, those leaders do not want to

spend more time in unnecessary arguments and seem to be less authoritarian.

My nature is like.... | can't argue, can't talk rudely. For control system....no need to
be present hardly with staff. | will make a system; the system automatically controls
them. For example, | don't need to observe who is punctual. | will keep electronic

attendance, that's it.... no need to argue everyday with them. [P3]

Although focused more on system rather than people and relationship, these leaders
expect and attempt to bring changes to the system to make it more efficient and
effective. However, these leaders do not perceive themselves as changing the system
completely: rather, they manipulate the system for betterment by incorporating novel

procedures in the existing system.

4.5.5 Mixing of multiple leadership styles

Public health leaders practised a variety of leadership styles and defined their
leadership styles based on their knowledge of prevailing leadership theories. The
leadership styles adopted were based on the nature of leaders and their family/social
schooling in the past, characteristics of staff and their attitude towards work, work
experiences of leaders and the existing situation at workplace. Based on the existing
theories on leadership, the styles adopted by public health leaders could be

categorized into the following:

- Free rein leadership
- Participatory/consultative leadership with coaching/delegating

- Transformational leadership yet authoritarian.

[112]



Public health leaders used to mix multiple leadership styles such as participatory with
coaching, and transformative with authoritarian. This is because the leaders have to
deal with diverse range of staffs and to treat staff with specific interest. For example,
leaders initially focused on encouragement and positive development but if the
purpose could not be fulfilled due to the attitude of staff, s/he shift towards authoritarian
style for that specific staff until the behaviour changes. Similarly, leaders who perceive
themselves as democratic/participative engaged mostly in guiding and mentoring

staffs to enhance their knowledge and skills.

The adaptation and application of each leadership style was found to be influenced by
multiple factors within an individual such as socio-cultural background, individual
nature and capabilities and work experiences. Individuals who were new bureaucrats
and had limited academic expertise usually adopted a free rein style. This went to a
participatory style if the same individual was in mid-adulthood with a robust academic
background and professional networking. Individuals who experienced financial crisis
during their childhood and adolescence understand deeply the value of physical,
financial and human resources; and prefer mostly coaching and delegating type of
leadership styles. Individuals holding senior leadership positions, having extensive
experience and a social mindset followed transformational leadership. This type of

leadership, based on the behaviour of staff, sometimes turned into authoritarian.

In free-rein leadership styles, leaders used to provide information to their staff which
was mostly based on organisational goals and objectives. They made their staff
undertake their duties and responsibilities and to act accordingly. Decision making
was practiced based on the suggestions of staff as well as the regulatory procedures
and guidelines.

.. meeting with them (staff), asking them to do good work and to fulfill their

responsibilities.... | ask them to follow the organogram and their job roles.... [P4]

Leaders who perceived themselves less competent than their staff. or who have staff
equal to their level of hierarchy or experiences. used to follow free-rein styles. These
leaders expect support and contributions from their staff but do not want to, or are
able, to guide and control them. They expect self-disciplinary behaviours from their
staff and easiness in leadership.
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if they (staff) have the sense of 'group effort’ or 'we' feeling inside them, it would be

easy for us to guide them. [P6]

Free-rein leaders believe staff as having mature personalities and prefer self-control
among their staff. They let their staff practice on their own help the staff realize their
duties/responsibilities, thus avoiding direct/external and systematic control. However,
the preference for self-control was found to be ineffective and leaders realized that
control mechanisms need to be exercised from the beginning, because once the

leader loses the power of control it is difficult to revert.

I didn't control much, consequently many things went wrong...I realized that later
on. Control should be from the beginning.... based on the staff's nature, a
mechanism needs to be developed.... If you let them free at the beginning, you
cannot adopt other styles afterwards.... need to know how much distance to keep
with staff. [P1]

The second type of leadership style explored was 'participatory’ mixed up with
‘coaching/delegating'. Leaders were practising the universal standards of participatory
leadership styles, such as participating, consulting and discussing with staff and
incorporating their insights in decision making. Leaders encourage participation of
their staff in decision making to ensure better results and to share potential risk that
may arise from improper decision making. Leaders realize the potentialities of their
staff and seek their inputs especially in the areas of their expertise. Leaders also
consult with their seniors, even if they are retired, from which they receive useful

insights from their past experiences.

There are related technical experts in different areas.... consulting and discussing

with them.... | usually do not do a single decision. [P12]

I usually do consultative...... consultation not only within my team members but
also from retired professionals and seniors.... | get good ideas from them, they

also become happy to share their experiences. [P12]

Beyond participation and consultation, public health leaders were focused to increase
the performance of their staff by delegating authority and providing necessary
guidance on that. These leaders prefer to identify their leadership style as 'delegating

and coaching'. Leaders were confident in developing the performance of their staff by
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providing them with additional exposure and responsibilities and by continually
coaching them.

| delegate and make them (staff) more responsible towards their work. It also

increases their performance. [P11]

What I dois......... providing exposure to my subordinates.... sending them alone
or taking them with me to some inter-ministerial meeting.... they learn from that
event.... also, | handover my task to them.... it is all about increasing their

competency by making them more responsible. [P14]

The third type of leadership style explored was 'transformational' in which the leader
creates a vision for change and works with the team to implement the change.
Because of their efforts and results, these leaders were a source of inspiration for their
followers, and lead by example. Leaders emphasized understanding of the personal
and social aspects of their staff, listening to them, showing empathy and supporting
them to the fullest. By providing enough time for advice and suggestions, these leaders

made decisions by participating with their staff and making consensus.

He is my senior and | like the way he leads, and his habit of continuous writing and

publishing. | am an officer but like to work with him being his subordinate. [P1]

I know being leader is challenging.... people with so many interests...thus, lead
accordingly...... by participating in their problems, guiding them, inspiring and
motivating them, providing incentives.... focusing on them always..... Even for
work, not keeping authority always in one own's fist, delegating to them and sharing

power with them. [P19]

Observing attendance, punctuality, and discipline are the basic things that the
bureaucracy expects its leader to be inspecting and assessing. Due to the nature of
public health work, which is not always bound inside the boundaries of a building, the
transformational leaders were flexible in these basic things and valued the

performance and output rather than the physical presence of their staff.

Control is not like staying at the office from 10am to 5pm....although | am officially
bound to follow 10 to 5, but we are making them (staff) work even outside the office,
at their home, even during the night time....due to this, flexibility could be provided

to them.....Regardless of this, they (staff) need to be in control. [P9]
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Despite adopting transformational leadership styles, public health leaders were found
to be authoritative especially when the staff undervalue the way they lead. In such a
situation, leaders deprived their staff from any sort of responsibilities and associated
benefits. Being deprived from responsibility and being ignored by leaders (who were
more popular) made staff feel awkward and realize their faults. Although punishment
was found to be rare inside the health system, it was perceived as less preventive and

more destructive when leaders wished to proceed.

Some staff focus on individual interest rather than people and state. | closely watch

them do more either by hook or by crook. [P8]

I orient my staff, provide information on responsibility, guide, coach and then trust
them. If they break trust, | completely disregard them. If it is by intention, then | am

very strict in this matter. [P9]

Above mentioned leadership styles are the most used styles that the public health
officials practiced. However, public health leaders agreed that the use of situational
leadership styles depends upon the situation, such as an epidemic and in the context

of immediate decision making.

4.5.6 Political influence: adopting, fortifying and negotiating

Political influence was widespread in the health system of Nepal, which affected the
way public health leaders enact their leadership styles and decision making. Public
health leaders understood the undue political influence due to unstable government
as well as politics not being institutionalized to regulate societal behaviour in an ethical
and moral way. Figure 4.7 illustrates the different aspects of politics and public health

in Nepal.
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Figure 4.7 Framework on political influence and public health leadership

The most common agents for political influence were the political leaders and their
followers, who generally persuade public health leaders related to human resources
management and decision making. The most common areas of human resource
management that faces political influence were recruitment, placement, transfer and
promotion. Despite of this, public health leaders also experienced influence while
making decisions related to procurement planning, financial resource utilization and

establishing/rearranging health facilities.

Can't say how much.... it's too much. From recommending staff for training to

decision making.... political pressure occurring, occurring and occurring.... [P16]

Of course, they do influence. All have their own interest. Once a person came and
asked me to give a job to his people. He was saying, if | cannot provide jobs for
some people during the tenure of my party's minister, what's the meaning of my
involvement in the party? Yeah....It's like this...they have this sort of interest. So,

pressure is obvious. [P18]

Staff of public health leaders were usually involved with trade unions and these
became one of the agents for political influence. Public health leaders mostly
experienced threats and challenges from their own staff who are guided politically and

mask their personal interest and present it in the form of a political agenda. In this
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condition, public health leaders mostly adopted the strategy of 'counselling and
convincing' rather than confronting. Side by side, the public health leaders also
presented themselves as apolitical and implemented the tactic of 'neither benefit nor

harm' as they enact their leadership based on systematic and regulatory procedures.

....In these situations, our leadership role is to convince them because they have
the link with our boss or with our minister. That's why instead of confronting them
or proceeding to punishment, it's good to convince them, counsel them.... .... all
of them doesn't perceive wrong, except one or two....by this way we can bring
them on track. [P15]

Here are trade unions...these are our staff. If | keep interest, one party is benefited,
and others become dissatisfied. If | don’t' keep any interest, both benefited or both

harmed....so, there won't be any problems between them. [P3]

In the case of when public health leaders ignored the political persuasion, political
leaders translated the political pressure into bureaucratic pressure. Political leaders
shared their expectation with senior level bureaucrats who have connections with
them, and the senior level bureaucrats pressure the junior level bureaucrats to do the
same thing. Public health leaders felt easy tackling their seniors as both the parties

knew the nature/extent of political pressure, existing regulations and their relationship.

High level leaders (political) don’t want to come in the front, rather they use
others...If we say ok, they (political leaders) will be happy, otherwise we give
rational and they don't argue. Instead, the pressure comes to the Ministry and
through the Ministry to us. [P12]

Public health leaders faced political pressure using multiple strategies — adoption,
fortification and negotiation. Leaders followed the direction of political leaders in
decision making because of three reasons — first, both have the same political
ideology/affiliation; second, the public health leaders are at the beginning of their
leadership journey and are inexperienced; third, public health leaders accept the vision

of political leaders. In this way, conditional acceptance of political persuasion occurs.

In the beginning, after pressure from above, | became a bit liberal and considered
them (staff), but that consideration was legitimate...whatever...| became stretched
by these pressures. Afterwards, | gained maturity, improved interpersonal
relationship.... then, | was like...how it could be done, how can | ask myself to do

this.... after that, pressure was reduced. [P15]
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Although we said we have enough (competencies) in making policy and programs,
we may lack certain visioning.... They (political leaders) have a different
commitment consequently it is about proceeding differently. Thus, we have to listen

to what they (political leaders) say. [P8]

Public health leaders who were passionate for change presented themselves as
apolitical, developed a mechanism for each activity and adopted fairness in their
leadership behaviour. To a greater extent this helped them to prevent undue political
pressure. Keeping personal interest aside and confronting political leaders by taking
rules and regulations as a reference was one of the common strategies for controlling
political pressure. Apart from this, public health leaders prefer negotiation and lobbying

with political leaders for change and innovation.

If it is about fairness....it could not be denied by political parties too. If we can put
things clearly, making them believe that we (public health leaders) are working

without any personal interest.... pressure could be reduced. [P15]

Ignoring and/or confronting political influence had impacts on both the individual and
organisational level. At the individual level it has effects in receiving opportunities for
training and development activities, in leading top-level institutions and in receiving
supplementary leadership position. Public health leaders experienced preferential
treatment by political leaders and politically affiliated bureaucrats regarding overseas
visits, transfers, political appointments and to some extent, on performance appraisal.
Lack of political connection and/or consideration inhibits the leadership development
of public health leaders as they do not get opportunities to demonstrate and utilize
their leadership capabilities. However, public health leaders who had faith in the
system, as well as in in their competency, disregarded these circumstances and chose
self-satisfaction. This also helped in nullifying the culture of political labelling among

public health leaders who emphasized honesty, sincerity and fairness in leadership.

In my personal case.... | didn't face tough times although there were different
political leaders.... but | also got affected a bit.... because | didn't receive the
opportunities that | should.... [P9]

| knew beforehand that they would not support my opportunities but | will not get
satisfaction....as | haven't done all the things that they asked for....they won't take

you up (to a higher position) until they are sure that you will do their
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work.....yes....those opportunities could be missed....but | don’t' have any regrets.
I don't think by doing what they did, will satisfy me. [P12]

Apart from the individual level, political influence has its impact on organisational
culture and work performance. Staff having political affiliation or acting as a member
of trade unions make leadership challenging for public health leaders. These leaders
experienced an unfavourable working climate because of the diverse political ideology
of staff and their intention to fulfill personal interests as followers of political parties.
Nonetheless, public health leaders accepted that, to some extent, their political

ideology, political affiliation and political appointment also create bias in leadership.

4.5.7 Types and characteristics of public health leaders

Based on the leadership enactment of public health officials (as discussed in previous
paragraphs) along with the explored nature and competencies, analysis of data
identified three types of public health leaders in Nepal. The basis of differences
between these three types of leaders are — their individual capabilities, their concern
with people and relationships, and the way they deal with system/structure/process
inside the organisation. The characteristics describes the leadership qualities in each

of the three types correspond with particular participants (table 4.4)
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Table 4.4 Types of public health leaders identified in Nepal

Characteristics

Type 1 leader

Type 2 leader

Type 3 leader

Leadership style Free rein Coaching/delegating  Transformational yet
and participatory authoritarian

Leadership Reactive Reactive and Proactive

strategy proactive

Controlling staff

Prefer self-control
among staff with no
backup

Prefer self-control
but backup by
systematic/regulatory
framework

Prefer self-control
but backup by
enough advice and
guidance

Perception towards
staff and system

Usually pessimistic

Realistic

Mostly optimistic

Decision Consultative within Participative and Participative and

making the team members intuitive consensus

Political pressure Adjustment Systematic and Synchronizing and
regulatory defence balancing

Credit for work

Expects from others

No expectation

No expectation

Motivating
employees

Extrinsic motivation

Extrinsic and intrinsic
motivation

Intrinsic motivation

Risk for change

Reluctant to risk

Risk for change but
cautious with career
and social prestige

Risk for change but
cautious with social
prestige

Method of work

Doing things inside
the framework as
defined

Doing things inside
the framework but in
different way

Thinking and doing
out-of-the box

Approach to
change

Prefer status quo;
follow the rules

Prefer change; play
with rules

Prefer change;
modify the rules

Scope of work

More managerial and
less leadership
activities

Synchronization of
managerial and
leadership activities

More leadership and
less managerial
activities

Ways of influencing

Companionship

Performance and

Vision and past

staff output achievements

Usual level and Bottom level Mid-level Top-level

position

Priority 1 System, structure and Individual (one's) People and
processes capabilities relationship

Priority 2 People and System, structure Individual (one's)
relationship and processes capabilities

Priority 3 Individual (one's) People and System, structure
capabilities relationship and processes

Individual Limited expertise, Academic and Spirituality, honesty,

characteristics

more friendly

technical expertise,
less friendly

loyalty, updated,
cool personality
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4.6 Leadership Competencies

A number of qualities and competencies were explored and identified from the views

presented by public health officials and their staff as well as from the life-course of the

individuals and their practices on leadership. Based on the approach of analysis of

data, these qualities and competencies can be referred as the required qualities for

public health leadership in the Nepalese context (Table 4.5).

Table 4.5 Qualities and competencies needed for public health leadership

Categories

Qualities and competencies

Change and innovation

Passion for change and innovation, vision, advocacy,

networking
Influence Influencing and convincing, role model
Knowledge Studious (reading, writing and publishing), subject expertise,

logical thinking, research mind (assessing problems,

exploring solutions and utilizing evidence-based practices)

Socio-cultural intelligence

Understanding socio-cultural context, analysing public and
social problems, thinking for social contribution, being loyal

to people and state, consciousness towards social prestige

Managing people and

organisation

Communication,  coordination, collaboration, conflict
management, decision making, inter-personal relationship,

resource generation and utilization

Goodness Trust, honesty, fairness, justice, transparency, selflessness,
humanitarian, spiritual
Personality Appearance, extraversion characteristics

4.6.1 Change and innovation

Public health leaders should be passionate for change and adoption of innovation and

technology to improve the way the public health system works. Leaders need to be

visionary and be able to make a breakthrough in the traditional way of managing public

health programs. S/he should be able to advocate to relevant stakeholders to make

them understand about the importance of public health. A sound network and

relationship with professional organisations and political parties helps leaders to

translate their vision into practice.
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4.6.2 Influence

Influencing others to be a part of one's leadership is one of the most desirable qualities
of public health leaders. Convincing and counselling skills of a leader increases as
well as maintains the influence that a leader possesses. Leaders themselves need to
be a role model for each task they expect their staff to perform. Leaders who act as a

role model become the inspiration for others.

4.6.3 Knowledge

Public health leaders should have in-depth understanding of public health subject
matter and be able to assess the existing issues and problems and the approaches to
solve them. Being studious makes an individual explore new concepts and ideas.
Academic habits, such as reading and writing, make them update their knowledge of
contemporary matters in public health. Publishing of novel events/activities and
experiences from public health leaders contributes to the knowledge gap. Public health

leaders should think logically and be capable of utilizing evidence-based practices.

4.6.4 Socio-cultural intelligence

Public health leaders should have contextual awareness regarding the social, cultural,
economic and political dimensions of the place where they work. Contextual
awareness helps in better understanding of issues and expectations of the community
people and leadership adopted, based on particular circumstances. With a positive
attitude, public health leaders should be loyal to people and state and always have a
mindset to contribute to them. In serving the people and the state, public health leaders
should be conscious of their social status and prestige and keep themselves away

from anti-social behaviours which may occur, often in out-of-office hours.

4.6.5 Managing people and organisation

Public health leaders should have sound capabilities to communicate, coordinate and

collaborate with their staff, general public and different actors within and outside the

[123]



health sector that are responsible for improving the health of the population. They
should also have the capability of generating as well as utilizing the resources,
particularly in the resource constrained settings. Managing conflicts inside the working
institutions and practising evidence-based decision-making help them to strengthen
the influence of their leadership. Public health leaders should engage themselves in
identifying the capabilities of their staff, as well as encouraging and mobilizing them
for a combined effort. They should be friendly with their staff, listen to them and be
ready to help them in their hard times. A leader's sense of belonginess enhances the
inter-personal relationship. Acting as a facilitator, rather than a traditional
bureaucrat/administrator, and taking staff problems as their own makes public health
leaders more popular within their team. They should discourage the 'culture of flattery'

and encourage performance in the workplace.

4.6.6 Goodness

In the context of Nepal public health leaders need to have different features of
goodness. They should be honest and transparent while carrying leadership
responsibilities. Being trustworthy among staff and treating them with fairness and
justice is needed to effectively mobilize the team members. Leaders are also expected
to be humanitarian and spiritual. Being humanitarian, they should have self-awareness
of who they are and what should they do for the welfare of people and society. These
leaders perceive 'giving is more important than receiving'. Being spiritual motivates
leaders to undertake good deeds and not hurt others as they tend to be more cautious
with (another) life after death.

4.6.7 Personality

Public health leaders are also expected to have a smart look or appearance, physically
fit and healthy. Extraversion characteristics such as clear speaking, social interface,
outgoing, optimistic, active and assertiveness are also required for public health

leaders in the Nepalese context.
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4.7 Conclusion

Development of leadership among public health officials in Nepal is found to be the
result of personal characteristics, influence of socio-cultural factors, exposure and
experiences as well as personal commitment and dedication. Observing social
dimensions and having worthy engagement with public health activities and
continuous self-directed learning helps in creating leadership competencies among
those leaders. Public health leaders need to enact their leadership behaviours based
on the level of socialization, knowledge and experiences in public health as well as the
characteristics of their staff. Regarding leadership competencies required for public
health leadership in the Nepalese context, public health leaders are supposed to be
knowledgeable in subject matter as well as in the socio-cultural context, passionate,

honest, and have expertise in managing people and organisation.

[125]



CHAPTER 5 — DISCUSSION

5.1 Introduction

The last chapter described the overall findings of the study as well as the grounded
theory developed. This chapter discusses those findings by comparing them with other
relevant research and exploring the potential reasons behind those findings. As this
research is about leadership in public health, efforts are made to discuss it in the same
field or the nearest field such as medicine and nursing. However, due to limited
literature in the health sector about the process of leadership development at the
individual level, similar research from the non-health sector is also discussed,
considering the fact that leaders in the health sector also come from other sectors of
social sciences, and the factors in developing leadership skills among them could be

comparable.

5.2 Existing concepts of leaders and leadership development

Leadership development theories are supposed to emphasize how leadership is
developed throughout the lifetime. Brungardt (1996) defined leadership development
as 'almost every form of growth or stage of development in the life cycle that promotes,
encourages, and assists in one's leadership potential which includes all types of formal
and informal learning activities from childhood development, education and adult life
experiences'. This definition is closer to the individual perspectives of leadership
development. However, there is other literature that describes the same concern using
the term 'leader development' (McCauley and Van Velsor, 2004; Day et al., 2008;
Avolio and Hannah, 2008; McDermott et al., 2011; Day and Sin, 2011; Van Velsor et
al., 2013; Hammond et al.,, 2017; Solansky, 2014). Differences between 'leader
development' and 'leadership development' also exist in literatures other than public
health (Brungardt, 1996; Day, 2000). Leader development is defined as 'the expansion
of a person's capacity to be effective in leadership roles and processes' (McCauley
and Van Velsor, 2004) whereas leadership development is defined as the expansion
of an ‘organisation's capacity to enact the basic leadership tasks needed for collective
work’ (McCauley and Van Velsor, 2004). Day (2000) prefers to identify leader

development as human capital and leadership development as social capital.
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However, literature in public health does not seem to identify the differences and
application between these two terms. Leadership development in public health has
been used to describe both the perspectives of individual development and
organisational development. Leadership development in this research is about
exploring the factors that an individual is exposed to during their lifetime and because
of which they are positioned and identified as a leader in public health. Thus, this study
adopted the concept of Brungardt (1996) to describe leadership development from an

individual's perspectives.

5.3 Individual characteristics and role of family/social factors in leadership
development

The theory developed from this research shapes leadership in public health as a
journey and the result of multiple factors initiated from childhood/adolescence and
gradually increased as the individual is exposed to public health activities. Figure 4.1
(page 90) lllustrates that the foundation of leadership starts in the early stages of life
when the individual characteristics, family and social factors, influence the way an
individual observes, understands and makes sense of the prerequisites for leadership.
Observing social dimensions of leadership helps individuals to become aware of
leadership and develop a sense of leadership competencies within themself.
Awareness of existence of leaders in society and making perceptions of their qualities
starts in adolescence (Komives et al., 2005). Social context and cultural context are
considered important in leadership development among individuals (McDermott et al.,
2011). Public health often opposes the role of innate characteristics in developing
leadership and favours the competencies acquired through exposure and education
(Hughes, 2009). However, many researchers showed that leaders are born with
qualities that help them in leadership (Brungardt, 1996). This research also explored
if individuals with stubborn and assertive personalities were able to create their career
path in public health leadership because of their 'ego' to show others their capabilities.
These participants, despite of unfavourable family environment and financial
constraints, created the career progression and leadership journey on their own. This
finding correlated with other findings where genetics and temperament (Murphy and
Johnson, 2011), early childhood development (Bass, 1990; Conger, 1992) and
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experiences during childhood (Brungardt, 1996; Bass and Avolio, 1994; Riggio and
Mumford, 2011) played a role in developing leadership in adulthood. Experiences
during childhood and adolescence influence personal characteristics such as
assertiveness, confidence and need for achievement (Gardner, 1990) as well as
attitude and behaviour towards leadership (Van Velsor et al., 2013). For example,
personal qualities and underlying drivers such as values, faith and personal drive
influenced leadership among Irish leaders in the public and private sector (McDermott
et al., 2011). Nurses also believed that their innate qualities and personal life factors
helped them to be a leader (Allen, 1998). Family factors such as role of the father,
gender equality, socialization, family status and economy were found to be important
among participants of this research that supported them in accessing and completing
formal education as well as in motivating and facilitating them continuously for
personal development. Among the four agencies of socialization (family, schools, peer
groups and mass media) as stated by Eshleman et al. (1993), public health officials in
this research were mostly influenced by family members, particularly the role of the
father. It is also believed that socialization during childhood lasts longer (Smith and
Rogers, 2000) and it also influences the way an individual makes sense of their
organisational environment after they are employed (Posner and Powell, 1985). As an
example, participants from this research who suffered financial hardship during
childhood/adolescence were found to be more sensitive towards management of
organisational resources and the services provided to the public. Studies have shown
the importance of the role of family members (Komives et al., 2005; McDermott et al.,
2011; Gibson et al., 2018) including the exceptional role of the father in building
confidence (Allen, 1998), positive parenting (Bass, 1990; Murphy and Johnson, 2011)
and family life with strong ethics (Day 1980; Gibbons, 1986) in successful leadership.

5.4 Caste/ethnicity acting as a backup in accessing leadership opportunities

In Nepal, more than two-thirds of public health officials were from the so-called upper
castes/ethnicities such as Brahmin, Chhetri and Newar (Table 1.2, page 14) and this
study has also dominated by those ethnic groups. Only two officials form ethnic
minority (e.g. Dalit) was identified in sampling, among which only one participated.

Since the participant stayed more reserved during interview and did not want to share
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the ethnic perspective, the social issues of disadvantageous ethnic group could not be
explored adequately. Research participants from upper caste/ethnic groups accepted
the positive role of caste culture which increased their access to education and
encouraged them to obtain employment in the government sector, thus positively
supported their leadership journey. Ethnicity in Nepal is not just a person's race, it is
about institutions, learned behaviour and customs (Upadhyay, 2013). Caste position
was a critical issue in the past (Levine, 1987) and caste relations is still a predominant
system of social stratification and inequality (Subedi and Maharjan, 2018). Since Nepal
has a long history of marginalization and exclusion from access to resources, services
and opportunities, discrimination and marginalization based on caste/ethnicity,
gender, geographical remoteness and gender, most achievements in the past have
gone to the governing caste and ethnic group (Upadhyay, 2013). For example, the
traditional roles assigned to so-called upper caste groups were mostly priests for
Brahmin, security for Chhetri and business for Newar. These roles ultimately helped
individuals from those caste/ethnic groups to get easy access to educational
opportunities and connections with bureaucrats and politicians because of the nature
of their social role. This had developed a 'culture of education' and 'passion to lead'
among those ethnic groups, who despite possible financial hardship and other
limitations emphasized educating their children, mostly the male child. Brahmin and
Chhetri, who shared almost two-thirds of Nepalese public health leadership positions,
were the frontline social leaders in traditional Nepalese society. Participants of this
study recalled the differences between upper class and lower-class families in
traditional Nepalese society regarding their priority in education, and emphasis on
government jobs and leadership opportunities. The ethnic minorities or the lower
class/caste remain socially excluded because of low levels of literacy which further
marginalize them from economic opportunities and lead to further dependence
(Gurung, 2005). Thus, the minimal representation of disadvantaged or marginalized
ethnic groups in leadership positions was the results of traditional caste culture, which
is expected to be overcome by existing government policies. To fulfil the gap between
upper and lower ethnic groups regarding position and power, Upadhyay (2013)
suggests that marginalized groups need to enhance their aptitude in education and a
feeling of leadership, whereas the dominant group need to change the stereotype

thinking on caste/ethnicity issues. In recent days, there has been significant
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improvement in schooling and income among lower caste/ethnic groups (Subedi,
2016).

5.5 Gender as a prominent social issue in leadership development

Similar with caste/ethnicity, gender is another prominent social dimension which
influenced the process of leader and leadership development in public health (figure
4.1, page 90). Workforce demographics (table 1.2, page 14) show the immense gender
gaps, the number of female public health officials being extremely small (one-tenth)
compared to the number of men. This is in an important finding given that women
make up more than half of the Nepalese population and that many of the health
programs and interventions being delivered are directed specifically at women. This
situation suggests that opportunities for leadership and career advancement are very
different for women than for men in this setting. The reasons behind poor
representation of women is most likely the wider, patriarchal nature of Nepalese
society which is well documented as one of the systematic barriers to gender equality
in the country (Aguirre and Pietropaoli, 2008). For example, if we just look three
decades back when the female participants in this research were in their 20s, the birth
of a girl child was not appreciable. The girl child (although growing up with her brother)
had so many social and cultural restrictions because of which she was compelled to
be fully engaged in household chores. This had a directimpact on enrolment in school,
quality of education and its continuity. Fewer females in school and a high drop-out
among them (due to early marriage and other social-cultural issues) resulted in very
few graduates, which ultimately affected the employment status of females.

Male participants in this study were privileged by their family and society to stay
outside home for education and/or employment opportunities. The role of mother was
unnoticed in terms of career progression as an effect of patriarchal society which
bounded females in household chores, depriving them from education/employment,
and thus making them passive in decision making. Despite socio-cultural barriers and
prevailing gender inequality, some females had unconditional support from their family
(especially their father and their husband) and/or dared to accept the challenges. As
a result, they were able to represent their gender in leadership positions. In a similar

finding to that in this research, sexual orientation was one of the barriers for leadership
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development among college students where being a male was considered as an asset
to leadership (Komives et al., 2005). Gender equity, personal values, persistence and
self-awareness were some of the important aspects of leadership development in
females (Baroff, 2015) for whom gender stereotypes influence their

underrepresentation in leadership positions (Castano et al., 2019).

5.6 Education and affiliation are needed to formally start the leadership journey

The foundations of leadership development during childhood and adolescence (figure
4.1) encourage, motivate and facilitate an individual to enrol in formal education, as a
result of which they get an opportunity to initiate their career in public health. Formal
education played a role in developing self-confidence via knowledge and skills
required for specific jobs (Allen, 1998) and positively correlates with achievement of
leadership positions and abilities (Bass, 1990). Focusing leadership in formal
education helps individuals to progress in their experiences and successes (Allen,
1998). Being positioned as public health professionals in formal organisations, as well
as being involved in community activities, makes an individual likely to be identified as
a formal leader in public health. However, it doesn’t guarantee that the individual has
sufficient amount of leadership capabilities. It is more like being successful in
education and employment opportunities, thus developing a career and backup for
future leadership roles. A leadership identity development theory developed by
Komives et al., (2006) showed that individuals engage themselves intentionally in
group activities and take responsibilities, but they perceive themselves as a leader
only after getting a positional leadership role. Since leadership is difficult to enact
solely, there is need of affiliation with organisations to develop capabilities,
connections, system and culture (McCauley and Van Velsor, 2004). Public health
professionals begin their leadership journey as a team member, which gradually
progresses to leadership positions to influence and motivate others (Krishnan, 2018).
As this study explored, the leadership journey of an individual formally started with
recognized leadership positions (figure 4.2, page 96), the time an individual adopts
delineated leadership roles and responsibilities (as the job description suggests) and
utilizes the existing leadership abilities that were learned from the social, cultural and

educational settings in the past.
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5.7 Leadership development is more than being positioned

After being positioned and identified as a public health professional, an individual
continuously endeavours to develop additional leadership abilities and desires to
exercise additional leadership roles and responsibilities. Development of leadership
capabilities is more than the achievement or upgradation of leadership positions inside
the organisation. However, individuals cannot utilize and/or demonstrate their
leadership capabilities without being positioned. Thus, striving for senior leadership
positions is usual for public health leaders in Nepalese context. Multiple factors play a
role in developing leadership capacity, such as shifting of personality, passion for
change, observation and inspiration, exposure and experiences, and networking and
collaboration (figure 4.3, page 98). A study in India and China (neighbouring countries
of Nepal) showed that factors responsible to improve leadership skills among
managers were — supervisors who played a role model, coursework and training,
working with difficult people, feedback and coaching, employing new initiatives,
personal experiences and stakeholder engagement (Van Velsor et al, 2013).
Participants from this research were also positively inspired from their seniors who
support them in developing their skills and they then attempt to mimic their leadership
styles. Observation/interaction with others (Gibson et al., 2018) as well as support from
seniors (Flores et al., 2019) from the same field helps someone to prepare for
leadership. Regular contacts, connections and high-level interactions with people from
outside helps in accessing leadership opportunities (Ely et al., 2011) and developing
leadership skills (Van Velsor et al., 2013). In the context of Nepal, participants
mentioned that inter-ministerial meetings helped in understanding the way they lead
and being in regular touch with seniors helps in developing additional leadership skills.
Engagement in informal gatherings was challenging for female leaders because of
socio-cultural restrictions, and traditional gender norms. This results in a lack of social
capital among them and further limits their prospects for interconnections (Cormier,

2006), which in turns, affects their access to leadership opportunities.

The contribution of stakeholders' engagement in enhancing leadership is recognized
by this study as well as by McDermott et al. (2011). Participants who were passionate

for change and innovation believed in increment of their leadership status inside the
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bureaucracy as well as within their professional circle. Doing innovative work also
helped the Indian and Chinese managers to foster their leadership (Van Velsor et al.,
2013). The role of training, workshops and other formal/informal courses in leadership
were highly emphasized as effective in public health leadership (Dean et al., 2019;
IOM, 2003; Miller et al., 2007; Ceraso et al., 2011; Olson, 2013; Dean et al., 2019).
However, the role of training and coaching was found to be negligible in developing
leadership among public health officials in Nepal. Participants in this research had no
or very minimal exposure to coursework and training related to leadership,
consequently they emphasized more on 'learning by doing' or experience. It is also
argued in literature that traditional schools and programs in public health are not
enough for public health professionals to develop practical leadership skills (Gianfredi
et al.,, 2019; Baker, 2019), hence they emphasized the importance of leadership
training and activities, as these activities are found helpful in improving the ability to
cope with and lead changes (Saleh et al., 2004), increasing confidence and self-
awareness (Miller et al., 2007) as well as improving communication, team building and

conflict management (Dean et al., 2019).

5.8 Experience is the heart of leadership development

The theory developed from this study described the importance of experiences in
public health leadership. In Nepal, there is a proverb — 'you learn either from study or
from experience'. Experiences mattered significantly in developing and enhancing
leadership capabilities among the participants of this research, being similar with
various studies from non-health sectors (Bass, 1990; Brungardt, 1996; Allen, 1998;
Van Velsor et al., 2013; Gibson et al., 2018; Avolio and Gardner, 2005, Komives et al.,
2005; O'Connell, 2014; Flores et al., 2019). All participants mentioned that they
learned most of their leadership skills through getting things done and emphasized the
importance of experiences more than structured education. Day (2000) stated that
leadership is developed through the enactment of leadership, the role of experiences
in leadership could not be ignored. Leader development is a lifelong journey in which
an individual learns lessons from experiences (Komives et al., 2005; O'Connell, 2014)
and constructs meaning from those experiences (Avolio and Gardner, 2005; Van

Velsor et al.,, 2013,). Engagement in more leadership positions develops greater
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leadership efficacy and confidence to lead (Gibson et al.,, 2018) and exposure to
difficult and challenging tasks is the best opportunity for professional growth in
leadership (Kouzes and Posner, 1995). Nurses also believed that progression of
experiences and encounters with and inspiration from significant people developed
leadership among them (Allen, 1998). Similarly, team experience and good
relationships with colleagues contributed to the preparation of leaders in medicine
(Arnold et al., 2018). Public health workers perceived that receiving opportunities for
new roles, as well as involvement in leading activities, supported their journey from
technical to leadership roles in federal public health agencies (Flores et al., 2019).
Experiences and career advancement help leaders to tackle emerging challenges
(Day et al.,2008; Day, 2012), which is more meaningful in the public health context
where leaders need to lead continuously despite the uncertainty and complexity of

public health threats.

5.9 Role of internal drive and continuous learning in developing leadership

The theory indicates that developing leadership capabilities and being recognized by
bureaucracy and/or the health system does not complete the journey of leadership
development. Public health leaders with their self-confidence, self-determination and
self-esteem, continually strive to increase their leadership capabilities and believe to
move ahead in formal leadership positions/roles (figure 4.4, page 102). A grounded
theory on leader identification development among college students explored that as
the time passes, individuals develop self-awareness, self-confidence and
interpersonal efficacy, and barely need other's support and became self-directed
(Komives et al., 2005). Continuous learning was one of the most important factors for
leadership development among participants of this research, analogous with Uhl-Bien
et al. (2007) and defined as 'the belief in the capacity to gain knowledge, integrate it
into practice, and continuously gain more advanced skills always and everywhere,
throughout the career and life spans' (Uhl-Bien et al., 2007). More effective leadership
occurs though self-development of individual leaders (O'Connell, 2014). Self-
determination was also found important in leader development (Solansky, 2014) which
specifically focused on learning experiences in which leaders take primary

responsibility for growth (Orvis and Ratwani, 2010). Emphasizing self-development,
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public health officials in this study practiced resilience and optimism and were
accepted by others as public health leaders.

5.10 Different ways of enacting leadership in public health

This study also explored the ways public health officials in Nepal exercise leadership
in their day to day activities. Nepalese public health officials enacted leadership usually
by leading the managerial activities, by emphasizing both people/relationship and
system/structure, and by political interactions. During the initial stages of their
profession, participants from this study engaged in performing leadership over
managerial activities as their focus was to improve the health indicators, due to the
culture of 'target versus achievements' in the Nepalese health system. Preference to
choose action-oriented roles or acting as an implementer makes the chiefs of health
institutions overexercise management rather than leadership (Stankunas et al., 2012).
Although this brings better health outputs, it may impede the vision for creativity and
spontaneity (Lauer, 2003) which was also felt by the participants of this study. Public
health officials who work in the lower levels of hierarchy in Nepal, are usually confined
by their job description and with the conventions set from the higher level. The job
description of public health officials in Nepal, as explored by interviews, was more
traditional, vague, non-scientific and especially focused on the essential functions of
managing organisation. However, passion for change and innovation encourages
Nepalese public health officials to think beyond the job description and enact
leadership over the managerial activities (figure 4.6, page 107). Although leadership
and management are inter-related with each other, a distinction could be made
between the two (Northouse, 2013). In some circumstances, leadership activities
contribute to management and management functions can provide leadership (Hintea
et al., 2009). As Bass and Avolio (1994) stated effective leadership is an optimal mix
of various styles including practices of both leadership and management. The
dichotomy between leadership and management is increasingly narrowing because of
the changing social context of health care and due to the involvement of health
professionals in leadership positions despite their background in management
(Jennings et al., 2007). In the context of this study, management was found to be a

foundation for leadership. Public health leaders in Nepal started their career by

[135]



engaging themselves in leading and/or implementing the basic functions of health
management such as planning, organizing, staffing, directing, controlling,
coordinating, recording, reporting and budgeting. Successful leadership experiences
in these managerial activities, including achievements in health indicators, help an

individual to move forward to core leadership activities.

This research explored the fact that officials adopted a wide range of leadership styles
based on their socialization (during childhood and adolescence), characteristics of
staff as well as the existing situation after thoroughly understanding the legitimate
context of the health system, structure and processes. Commonly practised leadership
styles were participatory/consultative mixed with coaching and delegating,
transformational leadership yet authoritarian, and free rein leadership styles. It has
been argued that public health needs visionary leadership (Wright et al., 2000),
collaborative leadership (Kimberly, 2011; Koh, 2009), transformational leadership
(Carlton et al., 2015b), shared leadership (Wirrmann and Carlson, 2005) and authentic
leadership (Stander et al., 2015; Coxen et al., 2016) to address ever changing public
health problems in the local, national and global context. Leadership in public health
should be interdependent and requires a composite model to perform within a complex
environment by engaging with diverse domains (Kimberly, 2011). As public health
professionals are required to work with, through and for others (McAreavey et al.,
2011), collaboration with stakeholders such as professionals from other health and
non-health sectors, policymakers, community, press/media and political parties, is vital
(Koh, 2009). Public health leaders working in government institutions should support
the ideas and work from non-governmental sectors and local communities (Mullen,
2016). Participants in this study also believed that meetings and discussions with
stakeholders improved their areas of learning and support of leadership performance.

5.11 Politics as an inevitable part of leadership enactment

Political affiliation and/or networking was identified as an inseparable and inevitable
factor for leadership, the influence of which varied based on the extent public health
officials listen to and negotiate with political leaders (figure 4.7, page 117). Politics
plays a critical role in health affairs, whether for better or worse (Oliver, 2006) and its

influence on public health is not new (Brown, 2010). Public health officials working in
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government institutions cannot ignore the political system because nearly all public
health activities are derived through a political process (Hunter, 2016). Although the
constructive engagement between public health and the political system is required to
achieve public health goals (Hunter, 2016), partisan politics could be problematic for
leadership. Influence of partisan politics is rampant in Nepalese bureaucracy as well
as in the health sector (Sharma, 2010) which has a direct influence on the appointment
of leadership positions and other human resource activities like placements, transfers
and promotions. Participants in this study accepted or challenged undue political
pressure, the extent of which depends on their leadership positions, maturity on
leadership and negotiation skills. Public health professionals often view politics 'as a
containment of an ideally rational decision-making process', not as an 'essential
element of democratic governance' (IOM, 1988), and may face dilemmas as to
whether to put public health values in front or to listen to the demands of politicians
who mobilize them (Freudenberg and Kotelchuck, 2001). In the context of this study,
the junior and mid-level officials who mostly valued system and processes, believed
in politics as a containment, whereas the top-level officials who were more connected
with the political system and have a passion for change, believed politics to be a part
of governance. Experiences of public health leaders and their connections with
political leaders facilitates the enactment of leadership (Nowell and Harrison, 2011). It
is also argued that understanding political dimensions of health policy helps public
health professionals in anticipating better opportunities and designing more effective
policies and programs in public health (Oliver, 2006).

5.12 Qualities and competencies required for effective leadership

Apart from development and enactment of leadership, this research discovered
qualities and competencies (both existing and expected) needed for effective public
health leadership in the context of Nepal (table 4.5, page 104). The qualities and
competencies explored are classified into seven main categories — change and
innovation, influence, knowledge, socio-cultural intelligence, managing people and
organisation, goodness and personality. Most of the leadership competencies
identified by this study resemble other studies done in European, American and

developed countries' public health settings. Public health leaders are expected to be
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visionary (Wright et al., 2000; Carlton et al., 2015b; Moodie, 2016), passionate for
change and innovation (Wright et al., 2000; Carlton et al., 2015b), influential and role
models (Carlton et al., 2015) and knowledgeable (Nowell and Harrison, 2011; Carlton
et al., 2015b; Yphantides et al., 2015; Moodie, 2016). Skills such as communication,
networking and collaboration (Wright et al., 2000; Yngve, 2006; Koh, 2015; Yphantides
etal., 2015; Holsinger, 2015; Mullen, 2016; Reddy et al., 2017), system thinking (Smith
et al., 2015), political negotiations (Wright et al., 2000) and contextual understandings
(Czabanowska et al., 2013a) are considered vital as public health leaders need to
work with and through others, even in an uncertain and ambiguous environment. Since
public health is multidisciplinary and leadership is a social influence (Bryman, 1986;
Yukl, 2006; Rost, 1993), competencies like technicality (subject expertise), influencing
others, managing people and organisations, and social understandings are clearly
mutual among public health leaders despite their areas of work. However, based on
the socio-cultural settings where public health leaders have grown up and/or work, the
qualities and competencies may vary. For example, leaders who have grown up in a
western culture tend to focus more on system/mechanism, whereas the leaders from
non-western cultures tend to focus more on human relations (Edmonstone, 2018).
Participants from this study believed being humanitarian, spiritual, honest, loyal,
altruistic, and socially prestigious to establish and sustain themselves as a public
health leader; and perceived their job as 'dharma’ (religion) — a way of living life and
serving others. This could be the effects of socialization of Nepalese society that
emphasizes relationships with others, achievements of stature and concern after
death.

5.13 Conclusion

The components of grounded theory from this research resonate with the work on
leader development presented by Brungdant (1996), Komives, et al. (2005), Komives
et. al. (2006), Day (2008) and Murphy and Johnson (2011). However, not all those
works represent the findings from the real ground as some of them just proposed the
framework by gathering secondary data and recommended further exploration. The
theory developed from this study is different from the existing theories because it is
grounded in primary data and describes leadership development through the life-

history perspectives of individuals. Apart from other models/frameworks in leader or
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leadership development which focused on the role of either child/adolescent
development (Murphy and Johnson, 2011) or adult development (Day, 2008; Day et
al., 2009; O'Connell, 2014), this study explored the role of both childhood and adult
development in leadership. This research adds a new theory in the field of
leader/leadership development where further research was recommended by
Brungardt (1996), Avolio and Hannah (2008), McDermott et al. (2011) and O'Connell
(2014). Most importantly, this study laid a foundation to understand how leaders are
developed in public health where there was absence of leader development theory.
This study developed a comprehensive model (figure 4.5, page 104) by amalgamating
leadership development, enactment and competencies that helps to understand the

public health leadership in the context of developing countries.
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CHAPTER 6 — CONCLUSIONS

6.1 Introduction

This thesis has developed a grounded theory on how an individual becomes a leader
in public health and represents a combined framework of leadership development,
enactment and competencies in the context of Nepal. This theory captured the
meaning and actions of participants’ experiences and explained the role of individual
characteristics, family environment, socio-cultural environment, and workplace
settings in the development of leadership capabilities as well as in its application. It
offers new concepts in the field of public health leadership which will contribute to
fulfilling the knowledge gaps in literature. This chapter concludes the thesis by
presenting a summary of the main findings, a plan for knowledge transfer and

exchange (KTE) as well as implications and recommendations for future research.

6.2 Major findings of the study

The major findings of this study can be summarized based on the research questions

from which the study was initiated.

6.2.1 How leadership (as a capability) is developed among public health officials
in Nepal?

The grounded theory illustrates that leadership development among public health
officials is the result of interplay between individual characteristics and other factors
within the family, society and working institutions. Individuals having a social mindset
and stubborn personality, create their pathway for leadership with the support of other
factors such as the role of the father/husband, social and financial status of the family,
socialization, gender norms and behaviour, and caste culture. Achieving formal
positions in health institutions and involvement in public health activities increases the
professional networking as well as recognition from the community. Other ways by
which public health officials develop their leadership capabilities are observing others'
leadership practices, inspiration from the community, exposure and experiences,

passion for change, and continuous learning. Having extroversion characteristics and
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being resilient and optimistic helps those individuals to develop their leadership

potentialities.

6.2.2 What leadership styles and values are being enacted by public health
officials in Nepal?

Public health officials in Nepal adopted free rein, participatory and transformative
leadership styles based on their socio-cultural background, work experiences and
characteristics of their staff. Enactment of leadership includes the emphasis on
system/structure as well as on people and relationships. Early and mid-career officials
followed legislative procedures/guidelines to improve public health indicators and to
prevent leadership from criticism. Senior and experienced officials mostly used trust,
motivation, encouragement, praise, recognition, and coaching/mentoring as
leadership strategies to retain their status of acceptance and social prestige. Without
ignoring the essence of managing people and organisations, public health officials
performed leadership roles to bring significant changes in the health services/system.

6.2.3 What are the core qualities and competencies required for effective public
health leadership in the Nepalese context?

To be an effective public health leader in the context of Nepal, an individual should
have subject specific knowledge and essential skills managing people and
organisations. They should have an ability to understand the diverse socio-cultural
and political context of the country as well as the contemplation for social contribution.
Being passionate for change and innovation, these individuals should have skills in
influencing and convincing others as well as the capacity to assess problems, explore
solutions and utilize evidence-based practices. As a part of Nepalese culture, staff
expect the characteristics of goodness such as trust, honesty, fairness, justice,

selflessness, humanitarianism, and spirituality from their leaders.

6.3 Strengths of the study

A preliminary comprehensive literature review was done prior to the study to identify
the existing knowledge gap in public health leadership, as a result of which, grounded

theory methodology (GTM) was adopted to construct a leadership theory in public
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health. Careful application of processes and methods of GTM ensured the originality,
credibility, resonance and usefulness of the developed theory (details in chapter 3,
pages 79-80). This study included the participants from each level and position,
working from district to central level, as well as from different localities, castes/ethnic
groups, gender, and educational background, thus ensuring diversity in the sample.
So, the theory is applicable in the Nepalese context and could also be generalized in
other countries having similar socio-cultural characteristics, especially the countries in
South-East Asia. The conceptual model and theory generated from this study will fulfill
the knowledge gap in public health leadership and help other researchers to broaden
the knowledge by adopting this theory as a reference.

6.4 Limitations of the study

This study had two main limitations — participants source and profile, and structural

changes in the Nepalese health system.

First, | selected participants from government institutions based on their existing
leadership positions. The reason behind doing this was the systematic access with
preidentified leaders in public health along with the wider scope of government health
services in Nepal. However, this might have missed potential participants who had
leadership potentiality but were not engaged in leadership positions or who were
working in non-government leadership positions. To overcome this limitation, the
theory was validated by interviewing key participants (former and current public health
leaders and pioneers) in government, non-government and the academic sector, as
well as discussion with the Project Advisory Group (PAG), thus confirming the findings

were reflecting the overall scenario of public health leadership in Nepal.

The second limitation was the changes in the Nepalese health system's structure due
to federalism (figure 1.2, page 11 and figure 1.3, page 12). When | started this study,
Nepal was practising a unitary form of government but during the time of data
collection, the country shifted to federalism. Federalism resulted in structural and
functional changes in the Ministry of Health. Since my research was about exploring
leadership from an individual perspective (for example — life history perspective of
leadership development and leadership behaviours), changes in organisational
structure did not affect the central focus of my research. My research participants were

the public health bureaucrats whose positions and level remained unchanged despite
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the structural changes. However, there were some problems that | faced which
delayed the process of data collection. It was difficult to get appointments with
participants, mostly because the senior officials were busy with structural modifications
along with their regular tasks, and some officials were frequently transferred from one
institution to another during that time-period (for example, | interviewed the same
participant in two different institutions over two months). Despite limitations in
accessing and getting time with participants, | included most of the participants that
my sampling suggested, except the two participants who, despite their interest in

research could not arrange a time for interview.

6.5 Knowledge Transfer and Exchange (KTE)

This section describes the prevailing concept and strategies of KTE in the health

sector as well as the application of KTE in disseminating the findings from this study.

6.5.1 Concept of knowledge, transfer and exchange

Knowledge transfer and exchange is known by various terms such as knowledge
translation, research utilization, knowledge utilization, implementation research and
diffusion of innovation (Graham et al., 2006). Despite the terminology used, the main
theme is the application of research evidence. It is defined as a dynamic and iterative
process that includes synthesis, dissemination, exchange and ethically sound
application of knowledge to improve the health of the people (Canadian Institutes of
Health Research, 2016). Thus, it is about generating, disseminating and implementing
the best available evidence, in which the researcher ensures the availability and

accessibility of information for the target audience to use in practice (Van Eerd, 2019).

To effectively share the research findings in the health sector, researchers should
consider six components as a basis for KTE — message, process, stakeholders, local
context, wider social, economic and cultural context, and evaluation (Prihodova et al;
2019), however the three components — message, stakeholder and process are
considered crucial. Several strategies are implemented to transfer knowledge in the
health sector. Nevertheless, the nature of those strategies and their application differ

with various sub-fields of health, such as medicine (treatment of diseases), pharmacy
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(use of medicine), nursing (patient care) and public health (behaviour change of
people). Thus, not each strategy is applicable for every context. In a systematic review,
Mitton et al. (2007) identified various strategies in health sector. Some of the common
strategies are: active interaction between researcher and policy makers (Innvaer et
al., 2002; Lavis et al.,, 2002; Lomas, 2000), involvement of decision makers in
research, workshops, training and education (Grimshaw et al., 2012), local opinion
leaders (Flodgren et al., 2011;Grimshaw et al., 2001), audit and feedback (Jamtvedt
et al.,, 2003; Ivers et al., 2012), educational meetings (Forsetlund et al., 2009),
reminders (Shojania et al., 2009), use of knowledge brokers (Dobbins et al., 2019) and
individualized feedback (Davis et al. 1995; Grimshaw et al. 2001). Grimshaw et al.
(2012) reviewed the effectiveness of KTE strategies in professional behaviour change
and found a range of effectiveness of interventions such as printed educational
materials (8 to 9.6%), educational meetings (1.8 to 15.3%), educational outreach (3 to
16%), local opinion leaders (6 to 14.5%), audit and feedback (3 to 11%) and reminders
(0.8 to 18.8%).

6.5.2 Need and importance of KTE for this study

Health and public health organisations are considered as knowledge intensive where
the generation, storage, dissemination and application of knowledge is required in a
complex network of professional interactions and functional interdependencies
(Suarez-Gonzalo and Catala-Lopez, 2018). Researchers concluded there is
inadequate application of research evidence in the health sector (Suarez-Gonzalo and
Catala-Lopez, 2018; Van Eerd, 2019; Lavis et al., 2003). As a researcher, | agree that
'research without application is of no value'. The evidence generated from the research
must be transferred to the relevant field so that the existing problems can be
addressed or the knowledge gap be fulfilled to some extent. Single studies (for
example — doctorate research projects) are more appropriate when researchers
themselves act as a messenger in the local context where there is limited information
available in a particular field. The existing knowledge gap makes audiences (for
example — public health professionals) interested in new findings. This will utlimately
assist in KTE. This study will act as a good reference for transferring knowledge to
other researchers and academics in similar fields. Regarding the applicability of KTE
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to health care professionals, the expertise of a Project Advisory Group (PAG) and their
connection with the health system of Nepal could also used.

6.5.3 Application of KTE from this study

| plan to transfer the knowledge generated from this study to the target audiences so
that this study, to some extent, will contribute to filling the existing knowledge gap
regarding public health leadership in Nepal. Based on the framework by Lavis et al.
(2003) and Canadian Institutes of Health Research (2016), the processes of KTE for

this study is explained by with following steps.

a) ldentification of barriers and facilitators
b) Preparation of message

c) Selection of target audience

d) Selection of messenger

e) Selection of strategies

f) Evaluation of effects

Identification of barriers and facilitators — For the successful application of KTE, it
is important to select translation strategies after identifying potential barriers and
facilitators (Grimshaw et al., 2012). As discussed above, there are barriers and
facilitators based on the nature of study and its targeted audiences. For the application
of my study findings, | have identified the following potential barriers and facilitators
(Table 6.1) based on my knowledge, experience gained from the current study as well
as prior experience with academic and professional settings of public health in Nepal.

[145]



Table 6.1 Barriers for knowledge transfer and exchange

Potential barriers

Description

Single study

Since this is a single study, it is possible that audiences
perceive it as a standard study done in academic settings
for the fulfillment of requirements from the university. This
may affect the way they perceive adoption of the findings
recommended by this study. Thus, it is crucial for me to
convince the audience about the time and effort done for

this study as well as its significance and strengths.

Functional delays in

decision making

Because of the complexity in bureaucratic structure and
hierarchical relationship, decision making usually takes a
long time in the Nepalese health system. This mostly
happens when the decision making need to be done for new
activities that are requested from outside the organisation.
There is also a risk that the knowledge transfer from this
study will be in the shadow of other existing functions under
the Ministry of Health.

High turnover of staff

During the time of my research, | experienced high turnover
of staff in leadership positions under the Ministry of Health.
This condition will affect the implementation of KT at

organisational level.

Lack of predefined
mechanism to deliver

research findings

To the best of my knowledge, there is no predefined
mechanism of knowledge transfer in the health system and
academic settings of the country. This condition will affect
the knowledge translation as the target audiences
(bureaucrats or policy makers) prefer defined
guidelines/procedures to implement anything from outside

their organisation.

Attitude of audiences

towards change

Since this study is designed to transfer knowledge at
individual levels, the audience cannot be guaranteed to be
favourable all the time. As | have experienced during my
data collection some officials were reluctant to change.
Thus, it is likely that those audiences may not take the

knowledge transfer activities in a genuine way.
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Besides the barriers identified, there are multiple facilitators that may favour the
application of knowledge translation. Table 6.2 lists those facilitators and gives a

description of how those facilitators could be helpful.

Table 6.2 Facilitators for knowledge transfer and exchange

Facilitators Description

Research relevancy This study is relevant in the Nepalese context because of the
dearth of research in public health leadership as well as the
need to understand the socio-cultural and organisational

dimensions needed to strengthen leadership in public health.

Researcher's As | have been working at university since 2011, this would
engagement in academic become my strengths in facilitating the process of knowledge

sector translation in the academic sector.

Researcher's relationship | am familiar with most of the academics and public health
with target audiences professionals in Nepal because of my involvement in formal and
informal social/professional groups. | will use this relationship in
expanding my network with existing public health professionals
and bureaucrats and continually advocate to incorporate the

knowledge gained from my study.

Involvement of policy I have included the senior public health officials who play a role
makers in research (as in policy making in my study. Findings from this study also
research participants) reflect the scenario of those policy makers. Knowledge transfer

is most likely to succeed if the decision makers themselves are
engaged in research because they may perceive the findings

as their own and feel positive towards the application of those

findings.
Researcher's This understanding will help me to implement the knowledge
understanding on translation strategies through various formal and informal ways

Nepalese health system  without compromising the ethics.

Limited number of public Due to the limited number of public health leaders and
health professionals and professionals in Nepal, it is easy to have meetings and follow

leaders them up regarding the application of KTE strategies.

Project Advisory Group The members of PAG have worthy experiences and good
connections at university, the Ministry of Health and other
health organisations in Nepal. The expertise of these members

as well as their networking will act as a good facilitator for KTE.
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Preparation of the message — Major findings of this research, which are practical
and applicable, will be converted in the form of message. Relevant messages will be
prepared for target audiences regarding leadership development, enactment and
competencies. Not all of the findings may be relevant to convert into messages
because some of the findings are historic and would not be suggested in recent days.
For example, the disparity between male and female children regarding educational
and job opportunities in the past does not completely become a practical message for
today. Messages will be practical and made as simple as possible to make them easy
to understand for audiences and relevant stakeholders. The role of a message could
be one or more of the three — awareness, sensitisation and application; each could be
different for different audiences. See Appendix 16 for specific messages.

Selection of target audiences — | have identified five types of target audiences and/or
relevant stakeholders for the transfer of knowledge. At the organisational level, the
audiences will be the Ministry of Health and academic institutions that offer public
health courses. At the individual level, the audiences will be public health officials
working under the Ministry of Health, the students and faculties of public health
working in different universities, and the researchers working in public health and/or
the health system of Nepal. For transfer of knowledge, target audiences will be

selected based on the type of message and its applicability to them.

Selection of messenger — Since this is a single study, | am the most responsible
person to disseminate the findings of this study. Thus, | will act as a messenger for
transferring knowledge to targeted audiences by adopting appropriate strategies. In
the meantime, some of the primary audiences can be used as a messenger such as
academic faculties at university. Those faculties will receive messages initially being
the audience: after that, they will play a role in providing knowledge to their students.
Similarly, senior public health officials could also be encouraged to act as a messenger

for their junior staff.

Selection of strategies — | will adopt multiple strategies to transfer knowledge
depending upon the message type and audiences such as educational outreach, one-
on-one meetings, interactive workshops, knowledge-brokers, printed materials and

publications. Educational outreach will be carried out with public health officials
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including the participants of this research to provide information on individual
perspectives of leadership application. Printed material (e.g. a simple flyer) containing
the key messages about the best practices to develop leadership will be provided for
these officials. Similarly, one-on-one meetings will be carried out with policy makers
at the Ministry of Health, in which much emphasis will be given to those policy makers
who played a role of participants in my study. Regarding the academic sector, | will
conduct interactive workshops with public health faculties at different universities and
encourage them to include my research findings in their teaching-learning process.
They will act as a knowledge-broker in this context. | will also conduct direct meetings
with the 'subject-committee of public health' at universities and request them to include
the 'theory' generated from my research in the curriculum of public health courses.
Members of subject committees will be reminded from time to time regarding the
update of the curriculum. Other researchers in the same field will benefit from

publication of research findings in national and international journals.

Evaluation of effects — The effects of strategies could be measured in terms of
possible visible outcomes in both academic and professional settings of public health.
In the academic industry, inclusion of the developed theory in the curriculum and/or in
supplementary educational activities will be considered as the effects of knowledge
transfer. Providing messages on what types of leadership works best in context of
Nepal will encourage public health officials to assess their existing behaviours as well
as help in extension of knowledge. Regarding the context of professional settings, it is
difficult to instantly observe the effects because the application of leadership is
personalized and changes in behaviour take a long time. Thus, it requires additional
research or other lengthy procedures, which are beyond the existing scope of
knowledge transfer of this study. However, | will observe the addition of research in

public health leadership during my continuous involvement as an academic in Nepal.

The summary of knowledge transfer process planned to use for the purpose of this
study is listed in Appendix 16.

6.6 Implications of the study

The grounded theory developed from this study enhances the understanding the

public health leadership in general and adds new insights on leadership development,
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which can be applied specifically in context of developing countries. This study should
have major implications in academic, policy and practice settings as described below.

6.6.1 Academic implications

Literature lacks leadership models and theories in health and public health settings
because of which public health academics are borrowing leadership theories from
other disciplines. My own experience reemphasises this. As a public health
academician, | taught leadership and management topics at the university level for
more than seven years. During that time, | used leadership theories from other
disciplines (mostly from business) and explained those from the perspective of public
health. This study will help university teachers to use the leadership models suitable
for public health setting and consequently the current scenario of using leadership
theories from other discipline will decrease. Addition of this theory in the curriculum of
public health degrees (for example in Nepal) will help future public health graduates

to develop further interest in public health leadership.

6.6.2 Policy and practice implications

This study explored the importance of gender equity and equality as well as other
socio-cultural factors in the development of leaders and leadership in the Nepalese
context. Consideration of these factors illustrates the need for government to
continually address the issues existing in Nepalese society such as gender inequality,
caste discrimination and access to education and employment. Regarding gender, this
study explored the challenges faced by females in accessing leadership opportunities
as well as in developing leadership capabilities. It reemphasizes the importance and
continuity of the existing policy of the Nepal Government on female reservation (quota-
system) in recruiting public health officials. It also emphasizes the changes in the
perception of traditional bureaucrats (mostly male) who do not have confidence in
female leadership. Since this study explored that leadership training was not
sufficiently used as a means of developing leadership capabilities, the Ministry of
Health should plan and execute strategies to develop and strengthen leadership
among public health officials in Nepal. Regarding the enactment of leadership, this

study explored the influence of political factors, favouritism and inter-professional
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conflicts in leadership which are challenges for public health leadership in Nepal. To
overcome this, individual leaders should be committed with systematic implementation
of rules/regulations as well as with professional ethics to work without prejudice. This
study also explored what sort of qualities and competencies the staff expect from their
leaders. By referring to those findings, public health leaders can assess their existing
leadership qualities and make improvements. From the theory generated from this
research, public health leaders can understand the best way in which leadership
works. This will eventually develop the best practices in leadership and further

enhance the relationship between leader and followers.

6.7 Recommendations for future research

This study developed a theory on public health leadership based on the life-history of
individuals as well as their practical experiences in leadership positions. For the
development of theory, this study explored various empirical findings and conceptual
models which will be the references for future research. For example, the model of
'political influence and public health' (figure 4.7, page 117) will be useful to other
researchers who want to study and explore more in that topic. The grounded theory
developed from this study could also be used as a conceptual framework for other
qualitative and quantitative studies in public health. This study compiled individual
factors to develop a comprehensive grounded theory, however, all the individual
factors were not explored separately. So, further research is recommended to explore
the leadership dimensions by using individual factors such as gender, caste culture,
education, experiences and self-learning. This will help in broadening the theoretical
base of public health leadership.
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Additional information required following commencement of research:
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Please ensure that copies of the correspondence granting permission to
conduct the research from the Ministry of Health, Nepal, are submitted to
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please submit either (1) a final report; or (2) an extension of time request and an
annual report.

Student Projects
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the student in the event that reviewers recommend some changes that may
include the collection of additional participant data.
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is the earliest.
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potential participants; :

e changes to research tools (e.g., questionnaire, interview guestions, focus
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complete and submit the Modification Request Form which is available from the
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submitted prior to the Ethics Approval Expiry Date listed on this notice.

Change of Contact Details

Please ensure that you notify the Committee if either your mailing or email
address changes to ensure that correspondence relating to this project can be
sent to you. A modification request is not required to change your contact
details.

Adverse Events and/or Complaints
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8201-3116 or 8201-7938 human.researchethics@flinders.edu.au immediately if:
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e any complaints regarding the research are received;

* aserious or unexpected adverse event occurs that effects participants;

» an unforeseen event occurs that may affect the ethical acceptability of the
project.

Kind regards

A/Prof David Hunter
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Ethics Officers and Executive Officers, Social and Behavioural Research Ethics Committee
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Appendix 4 — Letter of Introduction (English)

Content removed for privacy
reason

LETTER OF INTRODUCTION

Dear Sir/Madam

This letter is to introduce Mr. Sudarshan Subedi who is a student researcher of ‘Doctor of
Public Health’ (DrPH) at College of Medicine and Public Health, Flinders University. He will
produce his student card, which carries a photograph, as proof of identity.

Mr. Subedi is undertaking research leading to the production of a thesis or other publications
on the subject of “Public Health Leadership in Nepal”. Your voluntarily participation in this
project would be highly appreciable. As a participant, you would be invited for either an
interview (2 sessions) or a focus group discussion (1 session) which includes some subject
matters related to this research. Each session of interview or focus group discussion will take
around 60 minutes.

Anonymity could not be guaranteed for interview because it is more likely that introduction
prior to interview will be done by exchanging each other's name or the researcher may know
your name by any means. Similarly, in focus group discussion, the participants may already
know each other and they may pronounce each other's name while discussing. However, in
this situation, your identification and personal matters will be considered sensitive. | can
assure that any information provided will be treated in the strictest confidence and none of the
participants will be individually identifiable in the resulting thesis, report or other publications.
You are, of course, entirely free to discontinue your participation at any time or to decline to
answer particular questions.

Since Mr. Subedi intends to make a tape recording of the interview and focus group
discussion, he will seek your consent on this matter (consent form attached) along with to use
the recording or it's transcription in preparation of thesis, report and other publications, on
condition that your name or identity is not revealed, and to make the recording available to
other researchers (supervisors) on the same conditions.

Any enquiries you may have concerning this project should be directed to me at the
address given above or by telephoneon +....................... ore-mail .....cccocuvnnnininnnnnnn...

Thank you for your attention and assistance.

Yours’ sincerely
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Appendix 5 — Letter of Introduction (Nepali)

Content removed for privacy reason

= 9T

-~

Helad,

C G

T 9= 97 1 g FALrars qured T aRiad TRISHH! AN Jf@ual &l S g
frered favataemaa, e qar SH@Eed Heldaed (Flinders University, College

of Medicine and Public Health) ®T S=eared fa=mamefa (Doctor of Public Health/ DrPH)

o

FIUHT faamdt saeaTeal g | (ST Ferdrer JHIeRT AT ATHRAT qR=rT 97 (

hIal el T THes |

AT I A T “ATeAhl STALATE &THT "qcd : [qehrd, 1 ¥ qeqar” fauan

A= T8 g~ J9are e wfasraAr afqw, Rud a1 o7 geRre o= Twee
JRIRTT EHS | T ATIATAHT TUTaehl T o5 eIl 3= Fa¥ MRAS | ARl

AUl GUSHT TUTSA IAH AT I FH(ed bel [qudadls FHA T g =qarar (
R TN AT FHETT BARA (§ TR) HeH FH Ueb W TRT (AU &7 | Tdeh =l

a7 FHETA BARAR HT B 0 AT gs |

HTFATATS FATHT (AT FFTIT T87) T TH 1T JIFT & [B7#T TIHT Th Fib]

ATH [Te TR=TH GEAIT TT GG AT SJTIEAHAE Fd HETHTIE TILHE ATH

JTET §F THF | AT THETT GAFTH THT FEHTNEeE TF JFT Tfeed qrRfaT g7

TFGT T FABAH THIAT TF THEH ATH TR T GFGT | 7 FI7 TEq JTEITHT

TITZH TEHATT T [Tl FEEAE Gag7INT FTHT 617 & | TTAETGIE THETT §7

9y, RUIE ar =7 &7 i FTSIaaT TUIgH 717 Foei@ TRA &7 19 5~ SfhTe
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[qavvrerg FHT qUAET T TRTT FTHT TAIEATS (975 FA157 167 | TIUET APl

GUGHT F T FAT JrAFIAI AT THENT GABATE ANERT TFEAS aT &4 [T

FoTEEE FAT AT GIT G787 |

FrTFIAT T THETT FABAF HHAT H1STl SHISS T7I7 FUHIT T T=HAT 5T GaoI7

AR TIZH T~ HITEHE (HISIATHIE T7 7T &) | G TIEH A7 Fel #T

THTGT T FFlsT T FTGH TFHTATZ 9199, [RT12 aT =T GHTTHT GIIT TAHT

AN, ATIETT STAHF FT IS (JUTHIZAT) A8 Gl JhlSs TarTd TA# AN THT

TIEGT FTHT HITT & |

T AAGITET qrafead fawaay qurgars &+ afv fasmar oAt @it feguer S

AR A, AIAT oo AT ZHA T GRS |
TEARTHT AT TS |
AT
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Appendix 6 — Information sheet for interview (English)

INFORMATION SHEET

Research Title: Public Health Leadership in Nepal

Investigator:

Mr Sudarshan Subedi

College of Medicine and Public Health
Flinders University, South Australia

Ph:

Description of the study:

This study is a part of the research project entitled ‘Public Health Leadership in Nepal:
Development, Enactment and Competencies’ which will investigate the ways of leadership
development among public health officials along with the exploration of leadership qualities in
context of Nepalese public health settings. This project is technically supported by Flinders
University, Public Health Department.

Purpose of the study:
This project aims to find out the followings:

o Describe the public health workforce and their leadership roles, strategies and
competencies in Nepal

e Explore the construction and enacting of leadership styles and behaviours among
public health officials of Nepal

e Explore and recommend opportunities for leadership development in public health
settings of Nepal

What will | be asked to do?

You are invited to attend a one-on-one interview with the principal investigator of this research
project. Interview will be of two phases. In first phase, investigator will ask you few questions
about your job roles and responsibilities including day to day managerial/administrative
activities, and context in which you inspire and motivate your employees. In the second and/or
third phase, you will be asked to describe your journey to be a public health officials including
the favourable and unfavourable environment, supporting and hindering factors on your
journey. The time for each interview would be about 60 minutes. The interview will be recorded
by using a digital voice recorder. Once recorded, the interview will be transcribed (typed-up)
and you will be requested to review what you said. The recorded version would be stored as
a computer file and then destroyed once the research results have been finalised.
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What benefit will | gain from being involved in this study?

You may not receive directly benefit from this study. However, sharing of your views and
experiences will help a lot in understanding leadership perspective in public health of Nepal.
The results of this study would act as a reference to leadership interventions program that are
targeted to health officials. After completion of this project, you and other participants would
bring together for some interactive session to share the findings so that you can get
information regarding the application of leadership behaviours. You will receive some amount
of financial incentive for your time and travel expenses.

Will | be identifiable by being involved in this study?

In interview, anonymity could not be guaranteed because it is most likely that researcher may
know your name or calling each other by name is quite common. However, your name wouldn’t
be used in any part of the research including the publication of its results. Once the interview
will be transcribed and saved as a file in computer, the audio file will also be destroyed. Your
name will not be mentioned during transcribing. Information given from you would be
confidential and no identifiable information would be shown. The transcribed file will be stored
as a password protected file in a computer in which only principal investigator have access to.
Your statements from the interview will not directly linked to you.

Are there any risks or discomforts if | am involved?

Since this study only collect information on your experience and view, it won’t have any type
of risk to you nor do any type of harm (physical, psychological, social, economical and legal)
to you. However, if you feel discomfort or any form of insecurity in sharing your view and
experience, please raise them with the investigator. You have the right to withdraw from study
at any time without showing any reason.

Only one burdens that you may feel would be the “donation of your time and travel expenses”.
You will be reimbursed for your time on the basis of your job positions as per the standard of
one hour remuneration when you act as a trainer in governmental institutions.

How do | agree to participate?

Participation in this study is voluntary. You may not agree to participate at all. If you agree to
participate and feel discomfort during the interview, you can answer ‘no comment’ or refuse to
answer any question or even can withdraw from interview at any time. Your non response or
withdrawn will not have any effect or consequences both for you and this study. This
information sheet comes with a consent form. Once you finish reading this information sheet,
you can go through the consent form. If you agree to participate, you can sign the form and
return back to me. You can keep a copy of information sheet and consent form for your future
reference.

How will | receive feedback on this study/research?

You will be given the transcript of your interview to ensure that it reflects your sayings and you
should return that within a week. You can ask the investigator to revise the transcript if that
doesn’t reflect your statement in a proper way. Outcomes from the study/research will be
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communicated with you by the investigator in the form of summarized report if you would like
to see them.

Thank you for taking the time to read this information sheet and | hope that you will
accept the invitation to be involved in this research.
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Appendix 7 — Information sheet for interview (Nepali)

SIECILIRE]

FEaTR e : AqADl TTET ATA A

FETRAr
ST qEA FeIar

Fafercaremes gar ST "EiaaTay

AR AT

RIS (R O K 1 B e R U £ e B e 2 s 2 1 e K LG R G B R Eo 1
GroTaeehl TIal oA &l T AqTAb] rawHl SAaeareed Afddhd / TeTaFesH] dqcd
foreprer g farfer /Afeept T ANTTG T AT TEATEHT S7HT ATaTh I Aocd qealied
fareroaressr afe=rd T |

HAITH! e ¢

Q) AITAR TAETEA AR AL qdT [qAlehl Adcdel THHl, oAl ¥
TEATEEH] AT FUH T |

R) AR AR ARd / TMHFEwH AJcAdl Al TAT FAERE! AT 2
AVATHD! @It T |

3) AUTAR] ALY &Abl Adcd [THTB AN AqIAEEb @rsil T AR T |

c

Y YRWAT AATS & T QA ?

TG AGA Groiddehl H&H ATAAbdied daledls Thbd q91 Go&l dAeqardiel T
HATHATT TG | AwTardl I SR g | Gl FRUMHT AT bdd qaTadhl HIH (
TRTR) T gt TAT IS AT ST TTAT 7T AFLATTHA / FHHTT FTIE
T ATRAT FHANERATS IR a1 GICHIEd TH TG HHAT Fel Yede® dledgd | arHl
FRUTAT qUTS Rl TEATE Sl ATAT AT AT FradHT AUHT G5 T AFes qedid,
THAT T AT TATCH TeAeebl AAT QI | T Aeqararel T80T Hid § guaren
gg | AAddTs [eSilcd ¥aTed (e gl ATSAl IH(SS TNAS | (hieg TSI,
FrAAATeTg [l BATAROT TR AT [G5e STAHT TUTSel AThel Telhl FXEeEh!
THTEAT THEAS, | Ths RUHT FHITeTs HFIAIAT ReTd T A@AS T ATATTR! ATl
[TsFyHT e Adars T TRAS |
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I FTEFHT AT fACHT HeATE & e &6 7

qUTEdTs I9 ATA=TTAIE TAe HIgal 7 945 | a¥ ddisd dad THATH @9 ¥
HAATA TATAR] AL &FA] g e (Aectsr aod faewefia) &1 fawaar owe
AN FEANT TS, | T ATAITAEATE I gl AfTSlTel e T Feedls dierd T
T fafq=T IR Adcd geaig FRHHeRdAls 0T dwaH Jidhl FTAT HH TS, |
AT I qATET T A FEANEEdTs THR Td AAI=dare I Afqeiran
U3l AT FAFHH FATAT TRAG AqaATE AITAR TAGER] GFTAT g A
FEAERE® AY AENR] ITIAEAS | TSI T AR ATNT G0 THT T AT

gls GHA @I T Fel HIEATAT AT ARl TRAE |

wmmﬂmﬁﬁwﬁmmvﬂaumﬁw%w?

AAATATATE SATHI TATSH U AT g5 (hrdhl AT e HIAHETS
WWW@WWWWWWWW@TW@WI
TN STRwTRT el Ui SQTHT AT TGeRT ATTAT TeBTITT & Bl AT HIATHT TSI
EAEAS | TURIT [GUHT T80 AHHREE qUadr M ‘g T Heil/ 2fhd
faarures T@rey o | fafed wureRer TRUHT FEATE AAETARRT W 98 g1
THASERT AT TRUHT FFIEHT M@, | ATAIATH] JATSI [GUHT ATTAThes
THA TUTSTT Jeel ETHT JFafvad g1 g |

T AL ST QT AATE bl ST AT a1 e 56, 7

T ATIATTHT qITSTRT [a=R ¥ a7 FFafedd el 777 fdqgd gare J9are
qAITEATS el TR STGH a7 ETHT (AL, AT, ATHIAF, ATMIE T FAA) g
S | T qUTSETs 31T {9 ar d9a oo &l % Yebiehl Aqesl aT AqRIerd
Heqd AUH] ATIThATdrs adrsd GaeTs | querdlis a9 Jqaw=ard &= afq
THIHT [FATRRT aMiei Afder o |

TATET Hedqd 9 Fa TSIl ASIART a7 AT¥h Felehl ATl I AAG-dTHT fad g9y
T ATSH S ATAATT @ g qg, | AqATs THIETT Tl AT AT Rl g qdr =iy
AR AIHRT GITAT Gf2TeTeh 8aT U T UTITHe AaR JUTSdrs ATfae qehmil
e |
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YEHRTATHT AT A FAA Tl SIS G ?

T9 AFITHT FEHINTAT Aoz S | TATel TeHRT gAH AN AFeHq STArS qid
g | afd qUTS AFITHAT GewR g AeaHal aR ufg swqaidisl THaHT ASAR]
AT e Heqd AT I F GIHAR IR AT AT Avqardl Srgd I eS|
JUTEl STR AMGTAT a7 A=qardrene aMfekar adel qITg W@aamg a7 AT AATTATSE H
YFRPT AGR T S | AT FATBRI T W AATHAT TN g HeoldeTdT e
TRUHT G | AT ATTHNT T T DTS, (X HTHT averdl | afg Ture AT ATITAT FedrRiT

g FTEATAT A AHTHTAT T TR AT AHHAATs (hal 5139 g | al
SITHERT TF ¥ A=RIATHER Th Giq AaSIdl Gasadl diT qargd e T |

AN T AT/ AR TSNy / fafpar wadr ey T+ aohg ?

Feaardiel fafgd AR qaREdred Tl AN dIeiars [qgs | TFHT qared
ATRel AW FRTE% Fiararead TUHT @ {6 P R e TR us g fedr =
TGS | TG IS AR FREE AT TATARIHT Fel ATl GiAramierd ST S
A AFATS FTIT THHT AT AT RATATS A TGS, | TATSI ATEh GUSHT
T AT/ ATIATA D ATTSAT /(ShY T3aT Hiered Rl FTHT AqTATARAT HATh
JaT TR |

IT STTHHTT T TEGAHT AN TR (ehTer] AUHHT g7 a1 | TS AT ATA=THHT GEHRT

glgs A=Al [aeas g |

PRELEN!
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Appendix 8 — Information sheet for focus group (English)

INFORMATION SHEET

Research Title: ‘Public Health Leadership in Nepal’

Investigator:

Mr Sudarshan Subedi

College of Medicine and Public Health
Flinders University

Ph:

Description of the study:

This study is part of the project entitled ‘Public Health Leadership in Nepal: Development,
Enactment and Competencies’. This project will investigate the ways of leadership
development among public health officials along with the exploration of leadership qualities in
context of Nepalese public health settings. This project is technically supported by Flinders
University, Public Health Department.

Purpose of the study:
This project aims to find out the followings:
o Describe the public health workforce and their leadership roles, strategies and
competencies in Nepal
e Explore the construction and enacting of leadership styles and behaviours
among public health officials of Nepal
e Explore and recommend opportunities for leadership development in public
health settings of Nepal

What will | be asked to do?

You are invited by principal investigator to attend a focus group discussion along with other
participants who will be similar like you in context of working organisation, level of job and
position. The purpose of the discussion is to explore the leadership qualities that are essential
for public health officials in context of Nepal. The time for this would be about 60 minutes
which would be recorded using a digital voice recorder. The recorded version would be
stored as a computer file and then destroyed once the research results have been
finalised.

Investigator will moderate the whole discussion session and will guide the group whenever
required. You will be asked to discuss with other participants about the qualities you think and
have experience in terms of public health leadership.

During discussion, you may have to speak as per your experience with your

mangers/supervisors and other staff but you will try to make sure that you won’t reveal any
private information of those peoples.
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What benefit will | gain from being involved in this study?

You may not feel directly benefit from this study. However, the sharing of your views and
experiences will provide a way to understand leadership perspective in public health of Nepal.
The results of this study would act as a reference to leadership interventions program that are
targeted to health officials like you. After completion of this project, you and other participants
would bring together for some interactive session to share the findings so that you can get
information regarding the application of leadership behaviours. You will receive a small
amount of financial incentive for your time and travel expenses.

Will | be identifiable by being involved in this study?

In focus group discussion, anonymity could not be guaranteed because it involves many
people and it is most likely that the participants may know each other. It is better that you try
not to pronounce the name of any participants, even the name of your manager when you will
be discussing. However, if in case your name (and other participants too) is recorded in audio
format, it will be removed during transcribing. No personal information including your and other
participant’'s name wouldn’t be used in any part of the research including the publication of its
results.

Once the discussion will be transcribed and saved as a file in computer, the audio file will also
be destroyed. Information received from you would be confidential and no identifiable
information would be shown. The transcribed file will be stored as a password protected file in
a computer in which only principal investigator have access to. Your statements from the
discussion will not be directly linked with you.

Are there any risks or discomforts if | am involved?

Since this study only collect information on your experience and view, it won’t have any type
of risk to you nor do any type of harm (physical, psychological, social, economical and legal)
to you. Although each participants will be requested not to disclose personal information of
other participants, it couldn’t be guaranteed that personal issues may not arise. Investigator
(the moderator) will try his best to prevent or control the private matter being discussed.
However, if you feel any form of insecurity in sharing your view and experience or if you feel
discomfort during the discussion, please raise them with the investigator. You have the right
to withdraw from study at any time.

One burden that the investigator is feeling from your side is the “donation of your time and
travel expenses”. You will be reimbursed for your time on the basis of your job positions as
per the standard of one-hour remuneration when you act as a trainer in governmental
institutions.

How do | agree to participate?

Participation in this study is voluntary. You may not agree to participate at all. If you agree to
participate and feel discomfort during the interview, you can answer ‘no comment’ or refuse to
answer any question or even can withdraw from interview at any time. Your non response or
withdrawn will not have any effect or consequences both for you and this study. This
information sheet comes with a consent form. Once you finish reading this information sheet,
you can go through the consent form. If you agree to participate, you can sign the form and
return back to the investigator. You can keep a copy of information sheet and consent form
for your future reference.
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How will | receive feedback?

Once the discussion would be finished, you won’t be asked to do anything. However, if you
want to know the outcomes of the project, it will be communicated with you by the investigator
in the form of summarized report if you would like to see them.

Thank you for taking the time to read this information sheet and | hope that you will
accept this invitation to be involved.
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Appendix 9 — Information sheet for focus group (Nepali)

SIECILIRE]

FaaTH e : APl TAETET ATAT A

FETRAr
ST qEA FeIar

Fafercaremes gur ST "EaaTay

HLATART AT

RIS (R 1 e 1 B e R U £ s B e 2 s O e L B e K LG K G B o
JTsTaeehl T3l AT &l STl TqTAh] AraHHT ST Afehd / TMHFEHHT "qcd [ThTd
g fady/afeer qaT SRS WY AAERAST GAAT ATAYAF I AT g
fargTordrEseT qie=my Te |

HAIH I ¢

Q) SOTR] SAEET B HAALlh 9T [qAeEal Sqoadhl WHE, I T
TEATE®H ATLHT FUA T |

R) TR ST ATdehd / TTAFEEERT TIcAHT STeAT TAT AETIRT [HHTIT T AT
Grsfl T |

3) AUTAH AT &FBT AqcA (AR AT AAAEED @il T R T |

T GWAT AATR & X QA ?

TH AT Tolaehl &I AT dohdid quledls THeTd SAhAR AT ATHAT]
TS ST qUTE & (BT T FAT, ATl T8 T STl ATITRAT) 70 GeATIEE
af g | AH WHENTd SARAd] Ie¥T AUTAR]  STACAEIH  ATAAT HAR
AR / TUTHRHT ATALTF I AJcdehl &R IANR T & | THET FATAb]
THT FHRT | TUH g | SARAATS [S9ilad e (HSgRT ASAT Thieg A |
The TUH HIATs HFISTHT TR TR MG, T ATATAD] AT [HBTHT TS,
AAATS T AT |

AT ATADA GATAD] TS0 AT ATALAF AR THSA | JITId ATHRATS
AN T ATRAT ATHT AR TAATE GTB] Aqcd T ATRE®HT a9 TUeHd]

AR AT FEHTIEEH GART TIH 875 |
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FARAHT TATS dlor] FRES ATHAT AUTATSSY a1 A7 FHARGT HH TLeh] ATHIAT
AT & T aY AT AARATH] SHIEEh! [T e TehRepT st/ safema
FRE® qalord HIHl GA=d THIS, |

T ATIATHT ST T AATE & RIEaT &6 ?

qUTEATs I9 ATA=TTAE Tode HIgal 7 945 | a¥ ddlsd odad THTH = ¥
FAFTA TITAR] AL &FA] g Adcd (Tecleh aed [dSelTd) I [awarAr Jerer
AT FEANT TS, | TH ATAITTEATE I gl Aol ST TUMaFesdls dierd T
T fafq= IPRET q@ e ig FhHeedls 90d T<H ATael TTH HH TS |
AT I qITeT ¥ A FedTieedls GHdY I8 Aqa-drdare T qfceiren
U3l ARl FAFHH FATAT TRAG TS AATAR TAATE R &THT g A
FEAERE® Y AFENT ITIAEAS | TSl TH AAT=TTHT AN [Gad THI T AT

gEls GHA QTS T Fel HIEATAT AT TRl TRAE |

T FTERHT AT foiar A7 SAfwTa = ar faamr & g

THETT FARAATE STHATHI TATSH I RIS g, [eheTebl TIHT ¥ ATcheeehl AT
T8 AT YEATRTE® Ush Fhyia aiferd aiq g7 Taar aT gdthelel THAAT Ueh Tl
A I=ARY 9 UM GG | FARART THIAAT TUENA A TeHRIEEH ar ATHRAT
YURATETRE AIH [qUR Aqeler] I g8 | qardT & i fedmaer quTe (a1 7 Igamn
FN ATH FARAB GHIAT ATSAT Tpfes Av 99 fafegq wur=aors @ s
EAEAS, | qUIET oFMAd A0 JeURNeRdl A9 a7 q70 ARGTT [qarues a9
AAATTHT FErhd I a7 TG ATAATAE! ATAT THTT g T I ATAHAT THA
ST B |

BARAATS fafgd ®IHT IANRT FFAEHT TRIT WUl Afedr YHfdg A s |
TATET fqUehT TFIU FHHNIEE qUadr M e 2 st/ @afda faaroes @y
o | fafad &areaeer TRUPT Rgadrs T awaTTeHareT 71T TgTe g7 ITaaegRT qeied
RS FFIAIHAT M@, | GARAAT TITeed [GUHT ATTAhes THT TITSET TIE
TIHT AT § G |

Y FIHAT AR foer Aars F87 g1 Ay a1 HasiE g !

T AAGITAH] TUTEH foR T A9a G qeatedd ATl 777 fdgd g1l aaara
TUTETATS F THRebT FIGH AT &A1 (MR, ATATTF, ATHTTE, ATfdE T BT &
S | TATH TUTEATS STRAT fa=R a1 SI9d 2a<h &l % YehTXehl e a7 AQRIeTd

HEqH TUHT A-FEArars aarsd FgTs, | aUedls 99 Aqaedradard & qiq
THIHAT [T anfefed AfgwR & |
qITET HEH T o T3l AGIARI AT A%k HAAhl ddled I9 A=A e q9

T AT S ATAATT @ g qg, | AT FHTATT TRl AN TaTeehl 98 qdT HoT
AR TR FEATHT YRTeTF gaT g T qIR=THeF qar qIredrs s qehr
A |
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TEWRIaTST AT A FAd TEAlT LT 99 7

T HHITHT AN Tlogsh g | qUTel GeHHT gl AT AAEAld TS 9
THES | Al TATST AATTAT ewRT g7 AT AT a¥ qfeg, T=qarare] THaAT AT
AT FEES Heqd AT 99 FA GYHRl ITX AfGT a1 Fwqardt gred i Tes, |
AU IO ATGRT AT Sardiare ameRker rgel qusl W@adrg a7 A1 AAers e
YeRTReT ATR T T | AT ATTRRT T T ALATHT TEHT G HroTHTHT FeAT TR
B | AT AEHNT I Ieqebars ArATH adaldl | I§ T8 a7 TATTAT TEeHRT g
AEAHAT I HSHATHTAT S&q@d TRY Ao dATs [hal 5139 dagrs | Al
STTHHTRI T T ASRIATHIST TF Giq ATl FeaHHT AT quTerel el g |

AN T AT/ AR TSNy / fafpar wadr ey T+ aohg ?
AT / AR AT AT/ [T TIeT HieTed RATdepl FqHT A T=dTAbAl AT
g RS, |

I SN 97 TGS AT qHT [Hhled HURMAT gIarg | Turel I8 A=l
FEART ggs T favas g |

PRELEN!
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Appendix 10 — Consent form (English)

™ Flinders

UNIVERSITY
" ADELAIDE * AUSTRALIA

CONSENT FORM FOR PARTICIPATION IN RESEARCH
(by interview and focus group)

‘Public Health Leadership in Nepal: Development, Enactment and Competencies

I e e s e s et e s weeee....... beING OvVer the age of 18 years hereby consent to
participate as requested in the interview/focus group discussion for the research project on

‘Public Health Leadership in Nepal: Development, Enactment and Competencies’.

1. | have read the information sheet provided.

2. Details of procedures and any risks have been explained to my satisfaction.

3. | agree to audio recording of my information and participation.

4. | am aware that | should retain a copy of the Information Sheet and Consent Form for
future reference.

9. lunderstand that:
o | may not directly benefit from taking part in this research.

o | am free to withdraw from the project at any time and am free to decline to
answer particular questions.

o While the information gained in this study will be published as explained, | will
not be identified, and individual information will remain confidential, although the
anonymity could not be guaranteed in interview.

o Whether | participate or not, or withdraw after participating, will have no effect on
me and my professional circle.

o | may ask that the recording be stopped at any time, and that | may withdraw at
any time from the session or the research without disadvantage.
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6. | agree/do not agree to the tape/transcript being made available to other researchers
who are not members of this research team, but who are judged by the research team
to be doing related research, on condition that my identity is not revealed.

7. 1 have had the opportunity to discuss taking part in this research with a family member
or friend.

Participant’s signature................ccooeiiiiinnnnen Date.........cocvvuinnnnns

| certify that | have explained the study to the volunteer and consider that she/he
understands what is involved and freely consents to participation.

Researcher’'s name: ........ccooeeevvvvvinneeens

Researcher’s signature........................ Date........coovvviinnnns

NB: Two signed copies should be obtained. The copy retained by the researcher may
then be used for authorisation of Items 8 and 9, as appropriate.

8. |, the participant whose signature appears below, have read a transcript of my
participation and agree to its use by the researcher as explained.

Participant’s signature........................... Date.........ccvvuenenns

9. |, the participant whose signature appears below, have read the researcher’s report
and agree to the publication of my information as reported.

Participant’s signature..................ccoceut Date.......cccvvnvnnnnns
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Appendix 11 — Consent form (Nepali)

Flinders

ADELAIDE = AUSTRALIA

HTAETTAT FEWRIT el AT g Heo[QmmaT
(ATl /TS SRR AR

AATAHT T FTT AqA [T, S T T8

o 5 a9 T HFHH) o AUTTHT TAETEA
AT A - A, T T IMAT ATHE AT AR AN A=A/ THETA

FARA AT EHTIT gAHT AT AR G |

Q) HATs ITed TRISUHT ATHERI TF Hel Gfeqebedr 3 |

R) AvATal/ THENT GARAB! GERAT TAT SGHAR AATs fa5qd AHENT TRISTH B,
|

3) TR FewTar ¥ Hel fad SeRie afear YHfeear 1R Al B |

X)aﬁrﬁﬁﬂmriamﬁrﬁq%ﬁrwwq&rmﬁwmawﬁwﬁmﬁﬁﬂﬁ
Te, A HeATs 918l & |

¥) WelTg 9T

o AT ATEATTHHT FETRM AUR HATE Fel TehRebl TeAT HIZaT S |

o AT AERATETE F U Il T AMERA Tohg, TAT Bl (1= JI7ehl Fav fae
HHATHR T I T |

o AT AEATTEATE T TRA ATTAT qAT ATAFRIEE FATHT F qfT HTHAT
THIRT g Feleg | Amaicl/ GHEd SARAHT SAfchebl ATH AT ACT TFAT
THTATA HifetehT faaT THIRTd g9 Fam srreid (W afes, e, e IR,
ATE) |1 BT ATH g 9 qdT I+ SAThTd [9aeel THd T & S |

o W AT AAI=ITHT FEWRT JUA /AHTAM, a1 FeaRiar =R S=d gre afq
T BT AR a1 T S0 F ThRehl A T BT |
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o Hol AvTATdl/ THEIT SARABR! THIHT T AfGAT TplSeaTs F UM IeT a7
T ATNT ATHE T g, AT AFATE Bl AT Tl ATERA I qoeg, T el
7 A1t % afT e o g

% UH AAATHT G eI dledh A0 AqAedbaes (S T9 AqqT G
Trfedd (U 9l AT aleliel qedihd XUH) ATg A=qaral a1 THed
SARAHT A ATSAT THSS AT TR TITA (IATHT) ITAH RIS [T
TR AT B/ |

9) HATS TF ATA-ATHT AW g/ qgH ¢ ATRAT TRAR a7 AriATeaT Sk
T FFER qAT AT 9 ferepr foam |

AT Jecifgd AT (W@HEaE) a5 #o ERRICINEY %PSW‘HT AEeTH T TFE
SR Y& Wl G | Hstars awatead P o T ST ST @ A fster
FEATRTATRT ATRT faUeRl H=IATHT T+ &l |

A . A AeREMl 2 9T O B | UH 9id GeWRiel AT a9 Ue i
ATAATARATH] AT | AT qh] GUSHT AATATADATA (AT He<ATH]
qET . 5 T & ATg THTNTHI THHT AT FART T 3 |

5) W, A9 ATIATAR FEHAR (STHH qwudﬁmwa o U WETHTATERT
AART (AT Jeolt@d) T¢ T AFATs AqGrdbdld ATl T ATAR TAN

T e AR AT WA 3 |
TR TEIG oo 521 < SRR
R) H, T ATHATHH! TeHqN (STl &A@ [MHEATTAR ) o AqqdTAbArd AR

ekl [TOIE 9¢ ¥ IIHT AfGURT [aRurers JehreTe el 1T {31 Fedld 3 |
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Appendix 12 — Questions/prompts for interview

Interview — Phase |

Aims/objectives of

Subject matters

Questions and/or prompts

research to be included

Leadership and | Job roles and [1. Your position at office?

management roles | responsibilities 2. Your overall role and responsibilities?
and strategies (with 3. Your authority?

reference to job | For officials who |4. What leadership do you bring in terms of

description)

are working at
program

implementation
level or
district/local level
(e.g. DHO,

DPHO)

program planning and budgeting?

What leadership roles do you play in
different district level programs (e.g. family
planning, immunization, safe motherhood,
nutrition, malaria and kala-azar, epidemic
control, and health education program)?
How you are doing monitoring and
supervision of staff and health facilities
under your authority?

What about leadership in terms of your
contact and relationship (coordination) with
other members of district health team
including other stakeholders of local

government (e.g. municipality and DDC)?

For officials who
are working at
program planning
level or
central/national

level (e.g. DHS,

MoH)

8.

10.

What about your involvement in
preparation of national level policies, plan
and programs? Have you ever played a
leadership role in this matter? If yes, ask in
details

How you are leading and/or handling the
state/local level health institutions including
the officials and program over there?

What about leadership in terms of your
contact and relationship (coordination) with
other central level health institutions at
DHS and MOH? What about other non-

health central level stakeholders like MoF?
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Construction and
enactment of
leadership

Journey to be a
PH official

Here | would like to hear your story about how

you become the person you are now.

1. How you choose public health field (both as
a part of study and job).

2. How you came to do a governmental job
instead of doing other jobs in private and
non-governmental sector?

3. Were there any social and cultural factors
that increased/decreased your career
development as a PH official? Further
prompts: social and economic status of
family, residence or locality, etc.

4. In relation to cast/ethnicity, have you ever
experienced that it influenced your journey
to be a PH official or your existing position?

5. Inrelation to gender, how has it influenced

your journey and position? (only for female)

Inspiration for
leadership,
adoption of
insights and its

consequences

7. Have you ever been inspired by someone in
the area that you are working? OR from
other area that you are inspired of?

8. What made you inspired by that person?

9. Have you ever tried to be like the person
who inspired you? If so, please tell me an

event and its consequences in your field.

Interview — Phase Il (after a couple of weeks of first interview)

Aims/objectives of

Subject matters

Questions and/or prompts

research to be included
-- Continuity  and How everything is going?
linking How you felt after the last interview we did?
Do you have any queries regarding last
interview?
Leadership style | Leadership style |[4. What comes in your mind when you heard

and behaviours

and behaviour

the term leadership?
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10.

11.

12.

Being a PH official, how you lead your staff
in your organisation?

What difference you experienced between
leading and managing people while you are
in charge of a particular project or program?
How you motivate your staff for a better
performance?

How you handle conflicts in your team? Tell
me about the most difficult team that you
ever lead. How did you cope with that team?
How you make decision during work?
Describe your decision making process.
One example when you did a tough decision
and its consequences.

Do you have any particular leadership style
(pre-occupied in your mind) that you follow?
How would you describe your leadership
style and/or behaviours?

Have you ever changed your existing/usual
(or favourite) leadership style in specific
conditions like as in emergency
(outbreak/epidemic control), shortage of
staff and in meeting deadlines?

How you position yourself as a PH official —

a leader or a manager?

Leadership qualities
and competencies
for PH

Understanding to
successful

leadership

What you think about the important aspects
for people who are successful in their life or
who have name and fame in their

group/organisation?

Leadership traits
and qualities for
PH

What you think about the qualities of a good
leader (in general)?

How important you think leadership in public
health?

What specific qualities that a public health
official needs to be an effective leader -- in

general and specific in context of Nepal?
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Do you think we have a good leadership in
Nepalese public health system?

Is public health about leading (leadership)
or managing (management)? Which you

think the most important aspect?
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Appendix 13 — Questions/prompts for focus group

For staff of public health officials

Aims/objectives of

research

Subject matters

to be included

Questions and/or prompts

Leadership traits
and qualities
needed in public
health

Understanding to

leadership

1. What comes in your mind when you hear

the term “leadership™?

2. What you think about the important aspects

for people who are successful in their life or
who have name and fame in their

group/organisation?

Leadership traits
and qualities for
PH

3. What are the qualities of a good leader (in
general)?

4. How important you think leadership in
public health?

5. What specific qualities that a public health
official needs to be an effective leader -- in
general and specific in context of Nepal?

6. Do you think we have a good leadership in
Nepalese public health system?

7. |s public health about leading (leadership)
or managing (management)? Which you

think the most important aspect?
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Appendix 14 — Example of memo writing

Memo Writing — Interview No. 11

It became very difficult to arrange interview time with this participant. | had to wait for 3 weeks
to conduct an interview with her. She was very busy, most specifically in the sense that she
always keeps herself busy in doing official work and she usually had the habits of accepting

the invitation to participate in meetings, group work, workshop and the like.

I remember the first day when | met her for the purpose of providing research relevant
information and to arrange a time for interview. | was just telling her about my research
objectives and aims, when she started sharing her experiences working in a remote area as
a female. She spoke in such a way that it was an interview. She was speaking in such a way
that she found a platform to share her experience for which she was proud. | did not obstruct
her. When she stopped speaking, | received her consent and arranged a schedule for

interview which was revised for three times.

Social setting and culture are important for individuals' career development. However, family
culture dominates the social culture. If a family strongly support a girl child in developing her
career, then the social contexts are of less value. This participant developed a sense of self-
confidence and so-called male personality (strong, brave, and defensive) from her childhood.
During her childhood, she preferred herself calling a boy rather than a girl. By considering
herself equal to male in existing society, he worked in very remote areas, tackled with the
political pressures, and defence with the male stereotypes' bureaucrats. Because of her nature
of defencing and tackling, she often missed the invitation in some of the meetings and
workshops. However, she was okay with her habits of spoke out without which initiation to

change does not occur.

Participant took confidentiality as a very serious matter. Even she provided written consent;
she was anxious whether she will be identified by any means. | assured her about the
anonymity, confidentiality of audio recording, transcript, and its secure storage. | told her that
she will get a transcript via mail and she have the right to edit and revise the interview. This

made her comfortable.
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Appendix 15 — Members of Project Advisory Group

Name of the member

Position and affiliation

Expertise

Prof. Madhusudan Subedi

Professor
School of Public Health, Patan
Academy of Health Sciences,

Nepal

Sociology and
Anthropology in health;

qualitative research

Dr. Binjwala Shrestha

Assistant Professor,
Department of Community
Medicine and Public Health,
Institute of Medicine,
Tribhuvan University,

Nepal

Public health sociology;
qualitative research;

gender and health

Dr. Mahendra Sapkota

Visiting Faculty
School of Arts,
Kathmandu University,

Nepal

Grounded theory

Dr. Baburam Marasini

Ex. Director

Epidemiology and Disease
Control Division, Department of
Health Services, Ministry of
Health, Nepal

Nepalese health

services/system

Mr. Shree Krishna Bhatta

Ex. Regional Director
Department of Health Services,

Ministry of Health, Nepal

Nepalese health

services/system
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Appendix 16 — Summary of KTE plan

What For whom How With what effects
Grounded theory on 'public health leadership' in Nepalese Public health subject Direct meetings Inclusion of theory in the
context committees at university  Interactive workshops curriculum

Faculties and students at
universities

Interactive workshops
Knowledge broker

Knowledge expansion

Researchers and public
health professionals

Publications in national
and international journals

Addition of researches
in public health
leadership

Good practices for leadership:

Public health officials

Educational outreach

Sensitization and

a) The more you engage in additional roles and Printed material (flyer) knowledge expansion
responsibilities, the more you flourish your ability to lead

b) Perfection in managerial activities ease the pathway for
leadership

c) Be fair and friendly with staffs and prefer coaching and
delegation

d) Be passionate for change and innovation

e) Observe and be inspired from your seniors as well as from
the community that you work for.

f) Be extroversion and try to increase political dialogue and
connections for the betterment of public health

g) Never give up and learn from everything and everyone

Trainings and/or workshops particularly focused on
leadership topics are important in developing leadership skills

Ministry of Health

Active interactions with
public health leaders and
policy makers

Qualities and competencies needed for effective public
health leadership

Academic sector
Researcher and public
health professionals

Publications
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Appendix 17 — Poster presented on International Institute of Qualitative Methods Conference, 2019

Job Description and Leadership Practices Among Public Health Officials in Nepal

A Grounded Theory Study

Sudarshan Subedli, Colin MacDougall, Darlene McNaughton
- /A doctorate research project adopting grounded theory was started in 2018 to understand public health™ 3
leadership in Nepalese context. The aims were to explore the ways and factors by which leadership is and interpretation W:ﬂigl l:/lg;nd =t
developed and enacted, and to discover the core qualities and competencies required to be an effective = R and ’Co.ﬁ,.g (initial,
public health leader. The research project had three stages of data collection adopting three different fagused and theoretical
methods (document and database analysis, in-depth interviews and focus group discussion) with
governmental bureaucrats and their staffs working under Ministry of Health. This research project was
significant because of the existing research gap in public health leadership globally [1], and in context of
developing countries [2] including Nepal [3]. As the country still borrowing the leadership theories from others'
context which may not fit its distinct socio-cultural setting, having leadership theory of its own makes a
greater sense of significance.
This poster presentation is one of the parts of the research project which represents the initial findings. It is
@icularly about comparing and analysing the leadership components that the bureaucrats had in theirv

Constructivism

Paradigm Grounded Theory

Methodology

Document Analysis (6)
In-depth Interviews (29

Methods Senior/Pubic Health Officers (3)

Senior Public/Sub- Health Administrator (6)
Chief Public Health Admu ()
Participants

—~THistrict Public/Health ©ffics;
Regional Tlealth Directorate;
Department of Health Services:

-~ Minisiry of Health ) e
~~Theoretical
“_saturation

Theoretical sampling

Purposeful sampling

Sampling

Ndescription and its actual practice in their work. aturation .

{Job Description: A Ceremonial Policy : S - [Job Description and Leadership: A
Document Policy-Practice Deviation :

- (Beyond Job Description Issue in Health System
: . (e are Do oY

Aim_Generator. Version 2.0.1 . M ieindr: |

& o 3 ) . — = ~

Whalpouwanttoda? :

“....jt is different, extremely different. I cannot do : [CFotow ] [[rcontese | [oee |

what my job description asked me to do....”

Leadership in Public Health: ] i : Medicine Vs Public Health: Leadership ]

Policy Practice

& This job descriptionis vague.

Crootad onhas vis: b Jatom o haron

“JD is like our past king... it is ornamental, not . : Weo: aie. e lopiovel pugie, ool

functional_._being a policy document, we can’t i g(ir;;;j:::traton weidonitihave D iwe donitineed,
say we ignore....but actually we do...” [ibtditeel {=etalnd, oanerioiend ireckionel i

“It’s all about adjustment....creating positions to fit

Ethicallr 1] ce onl; & .
Sy S elicy vt Sl people....and of course, multiple groups and their
Duties and responsibiiies Adhos wort limitations and eligibility for public health is a major problem
Duplication in jobs ] intsr-positional confict 3z
Similar i1
~ Autherity Problems in dulegation positions =3 Effects on
E with diverse Public
‘::‘:I:r!“;::h N“'f‘”ﬂ'PH background Health
Under specified leadarship Generalized practice with Individus| = i Social Sc. - PH
responsibilities. iations

Health Edu - PH Leadership

duplication

Performance appraisal Not in practice

lgnorance of traditional and gene
scription is a compuls rather than a choice Sy i
P P! managers, not for public health leaders the development of public health leadership

( Anticipation and practice of leadership increases as the positions of public health officials’ increase. However,

the vagueness in job description and micromanagement of public health programs impede the vision for

leadership. Public health leaders often manipulate the job description and the bureaucratic processes for

betterment in public health. Inter-disciplinary conflict and professional favouritism needs to keep aside for
further enhancement of public health leadership in the country.

i Further Information

. Lega F, Prenestini A and Tosso M. Leadership research in healthcare: A realist review. Health Services
Management Research 2017; 30: 94-104.
2. Goyet S, Touch S, IR P, et al. Gaps between research and public health priorities in low income countries:
evidence from a systematic literature review focused on Cambodia. Implementation Science 2015; 10.
. Yadav CB. List of Research Reports in Nepal Health Research Council's Library. 2010.

This study is a part of doctoral reseal
her expe collaboration



Appendix 18 — Accepted abstract of oral presentation at Australian Public Health Conference 2018

Title — Contribution of leadership in public health: A systematic narrative review
Purpose — To identify the contribution of leadership in public health services delivery and outcomes.

Methodology/approach — A systematic search was conducted in ProQuest, PubMed, Emerald, InterNurse and Google Scholar in April 2017. A

total of 19 studies (qualitative and quantitative) were included and reviewed by adopting thematic analysis and narrative synthesis.

Findings — Studies examined and observed leadership from two perspectives, 1) applying and assessing leadership as an intervention 2)
observing leadership in its original/existing status. The contribution of leadership in public health was categorized and described into two parts,
1) health service delivery 2) health outputs/outcomes. The themes extracted in terms of health service delivery were human resource
performance, institutional performance and partnership/participation, whereas the themes extracted for health outputs/outcomes were maternal

health, child health, sexual behaviour/AIDS and psychosocial status.

Conclusion — Health workers in leadership role/position emphasize on staffs’ motivation/empowerment and stakeholders’ coordination to attain
health care quality. Leadership intervention programs are useful in increasing instantaneous health services delivery and outcomes but the
sustainability of these interventions is uncertain. Further comprehensive, in-depth original researches on public health leadership including the

exploration of leadership behaviour/styles of public health managers and its impact on public health systems are quite essential.

Implications — The results from this review would be beneficial for public health managers and/or organizations in applying leadership behaviours

and/or interventions by identifying the ways how leadership works in public health settings.
Keywords — Leadership, public health, health services delivery, health outcomes.

Sudarshan Subedi is a doctorate student (public health) at Flinders University, South Australia and also a Lecturer (public health) at Pokhara University, Nepal.
He has been working in public health academia since 2011 with specific focus on human resources management and health services management. His current
research project is ‘Public Health Leadership in Nepal’, the ultimate goal of which is to develop a theory in Nepalese public health leadership.
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Appendix 19 — Publication in Journal of Nepal Health Research Council, 2019

Job Description of Public Health Officials in
Nepal
Sudarshan Subedi,!-* Colin MacDougall®

School of Health and Allied Scionces, Pokhara University, Nopal, *College of Madicine and Public Health,
Flindors University, Australia.

ABSTRACT

Background: Job description of public health officials in Nepal has been prepared for assipning the definite role,
responsibilities and authorities to exercise in different positions and circumstances. The purpose of this study was to
analyse the job description of public health officials emphasizing the perspective of leadership and management.

Methods: Document analysis method was used following the sequenfial process of skimming, reading and
interpretation, and the themes were extracted by content analysis.

Results: Job description of public health officials is mostly process and ./ or function oriented. Most of the officials are
responsible for managing program and people rather than leading. Staff mspiration, motivation and encouragement,
being one of the most important aspects of leadership, has been ignored in job description. District level officials
are specifically assigned to manage programs and staff. As the position increases, the extent of practicing leadership
increases and management decreases. Public health administrators have more leadership role as compared to public
health officers; however, the proportion of management outweighs the leadership. Regional Directors have more
leadership roles than other officials do.

Conclusions: Rele of public health officials vary from being a manager to a leader. Junior officials are predominantly
the managers, mid-level officials are leadership-oriented managers, and top-level officials are leaders having
managetial roles . In revising the job description (e g ., for the federal context), emphasis should be given to remove
job duplication and role conflict, and should ensure role clarity, functions’ precision and output.

Eeywords: Document analysis; job description; leadership; Nepal; public health.
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