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SUMMARY

Aims: This study examined the influence of leadership in multi-stakeholder partnerships. Four W.K. Kellogg-funded community partnerships in
South Africa were evaluated. Participants included community, academic and health service partners. The partnerships aimed to achieve interpro-
fessional community-sensitive health professions education.

Methods: We undertook: 1) quantitative assessment (survey, N =529) of whether leadership skills were systematically associated with three
partnership factors (satisfaction, sense of ownership and commitment); and the individual contributions of these factors to the partnerships’ outcomes;
and 2) qualitative assessment (semi structured interviews, N = 46) of the extent of coalition members’ ratings of their leadership, the likelihood of
concerns about their leaders; and the nature of these concerns.

Results: Quantitatively, partner’s positive ratings of their leadership were consistently and significantly attended by better sense of ownership,
commitment to and satisfaction with the partnerships. Variance in partnership outcomes was accounted for by leadership skills (26%), ownership
(21%), commitment (20%) and satisfaction (11%). Partnership members who rated their leadership highly expressed fewer concerns (qualitatively)
about their leaders. These concerns were: leadership visibility, openness and legitimacy; leadership features, styles and characteristics; the con-

sequences of lack of appropriate leadership; and management procedures that were lacking.
Conclusions: Coalition efforts would benefit from focusing on factors that are conducive to effective leadership.

Key words: interprofessional education, leadership, community-based, partnership outcomes, mixed method evaluation

Address for correspondence: Walid EI Ansari, Faculty of Applied Sciences, University of Gloucestershire, Oxstalls Campus, Oxstalls Lane,
Gloucester, Gloucestershire GL2 9HW, United Kingdom. E-mail: walidansari@glos.ac.uk

INTRODUCTION

The need to provide more joined services in health and social
care is now recognized by governments as a major objective, and
inter-agency collaboration is a key theme in current UK govern-
ment policy (1, 2). The realisation of inter-agency approaches
frequently builds on the involvement of many professions and
multiple stakeholders: training institutions, health services,
community organizations, service users and others (3, 4). Such
initiatives frequently take the form of partnerships that address
community health needs and lay the basis for long term health
planning (5). Indeed collaborations among health professions and
other partners assist in engaging all stakeholders in a socially ac-
countable manner as the foundation of healthcare education and
practice (6). Unsurprisingly, in building empowering interprofes-
sional efforts, partnerships have become a central plank in health
and social care, and university-community partnerships have been
employed for their combined synergy (7).

Partnerships are collective actions by individuals or organi-
zations for a shared communal benefit greater than each could
accomplish as an individual player (8). They combine the assets
and skills of ‘professionals’, community and other stakehold-
ers (9). There is consensus that the success of interprofessional
initiatives depends on the leadership’s commitment, where an
essential pillar in partnership working is the skills of the partner-
ship’s leadership (10—-12).

Partnership leaders engage constituencies, committees, task-
forces, trustees, steering groups, and facilitators in coordinated
policy, service delivery, research and evaluation for community-
wide change. Leaders set agendas, facilitate meetings, and organ-
ize structures, procedures and processes in order to accomplish
goals in a context where stakeholders participate voluntarily
with little formal accountability (13). Leaders also negotiate op-
tions, delegate responsibilities, garner resources, solve problems,
resolve conflict, promote equal status, encourage member col-
laboration and obtain support for coalition issues (14). At each
stage of partnership development (formation, implementation,
maintenance, institutionalization), skilful leaders enhance coali-
tion functions and accomplishments, and lead the progression to
the next stage (15).

This range of partnership stages, activities and stakeholders
confirmed that a critical challenge to successful partnerships is
effective leadership skills (16, 17). However, there is a lack of
understanding of the influence of leadership in partnerships as well
as the systematic study of its association with the attainment of
partnership outcomes (18, 19). The purpose of the study described
in this paper was to assess the relationships between the skills of
the partnerships’ leaders and partnership outcomes on the one hand,
and three process measures exploring satisfaction, ownership and
commitment on the other. We focus particularly on these three
(organizational climate) process factors because of their two-fold
relationships: to leadership skills; and to partnership outcomes.
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As regards to their relationships to leadership skills: leaders’
management styles and communication are critical for member
satisfaction and commitment; partnerships that value their leaders
have satisfied members who exhibit greater ownership; and leader
competence influences member satisfaction, and both affect mem-
ber perceptions of leader competence/commitment (18, 20, 21).

In relation to their importance to partnership outcomes: mem-
ber satisfaction, commitment, and expectations about outcomes
are related to active involvement; satisfaction is correlated to
increased organizational viability; cohesive organizations have
satisfied members; durable coalitions have members with strong
commitment; stakeholders with different commitment levels
exhibit varied investments of time, effort and resources; and as
member commitment develops, the scope and effectiveness of
partnership activities is increased (22-24).

THE INTERVENTION: SOUTH AFRICAN COMMU-
NITY PARTNERSHIPS

In the mid 1990s, WK Kellogg Foundation funded community
partnerships for health professions education, aimed at midsize
communities in South African provinces (35,000-300,000 resi-
dents). These localities had limited health/primary care infrastruc-
ture, lack of basic amenities, increased demand for services due to
population influxes, and policies excluded ‘black’ students from
universities. Health students were trained in hospitals and had
little experience of inter-professional education and of primary
services that met people’s total health care needs. The partnerships
participating in this study were located in such underserved and
underprivileged areas.

Faced with such challenges, the South African partnerships
were transforming health professions education. The premise was
inter-professional education and the training of health profession-
als who were responsive and accountable to their communities
(25). The partnerships linked national health professions education
to district health systems policy and planning. Board of trustees
and committees were set up at each partnership to support the
efforts. Dialogues were initiated between community members,
medical and nursing academics, civic agencies, health profes-
sionals, neighbourhood and business leaders, non-governmental
organizations, teachers, faith communities, and women'’s, créche
and youth groups. The partnerships built governance structures,
task forces, development projects, community consortia, and pro-
grammes within community-based primary health care sites (25).

These partnership efforts focussed on preparing health profes-
sionals for community-based primary care practice. They aimed
at: creating a mutual investment between communities and future
health professionals through joint community service projects;
strengthening the process by which community agencies and
constituencies become part of the decision making for education,
research and services; developing multi-disciplinary teams to
provide health care in the community; conducting community-
based research that explores the communities’ concerns; and
influencing the policy for the long term sustainability of health
professions education in primary, community-based care. Hence,
new academic-community primary care centres were initiated,
where service, teaching and community development were con-
jointly amalgamated. In this context, students were provided with

the opportunities to develop the skills, behaviours and attitudes
needed for consequent joint working (26).

Such partnerships for education and social accountability
were new concepts, so all partners needed development. New
roles were undertaken by each of the three stakeholder groups.
The academic partners now delivered some of their teaching for
their health professions students in a multi-disciplinary fashion at
the academic-community primary care centres; the health service
partners contributed to the teaching of these students and brought
a service perspective to the educational process; and within these
previously disadvantaged localities, community involvement
served to bring real life examples to the students that highlighted
the interlacing relationships between health and social issues, thus
changing the focus of health professions education from a disease-
oriented perspective to a health-oriented one. In the USA, similar
Kellogg initiatives reported an increase of medical students who
selected primary care residency training, while 54% of nursing
students and 73% of the public and allied health students secured
employment in rural or underserved communities (27).

AIM OF THE STUDY

The current analysis forms part of a wider study of community
partnerships in South Africa (28). The five specific objectives
were to:

» describe the context, aims and outcomes of four partnerships;

* compute each respondent’s level of agreement on 11 dichoto-
mous (‘Yes/No”) questionnaire items of leadership skills in the
partnerships, use it to create a continuous Leadership Skills
Score (LSS) for each partnership, and explore differences in
LSS across four partnerships;

» assess whether higher LSS was associated with more posi-
tive ratings of three partnership process factors: satisfaction,
ownership and commitment;

¢ measure individual contributions of LSS, satisfaction, owner-
ship and commitment in explaining the variance in outcomes;
and explore whether LSS per se influenced outcomes to dif-
ferent extents in partnerships with differing LSS levels; and,

» assess whether higher LSS levels were associated with less
qualitative concerns expressed by interviewees as regards the
partnerships’ leadership; and explore the themes.

CONCEPTUAL FRAMEWORK

In understanding how leadership relates to partnership func-
tioning, Kumpfer et al. (18) proposed a model where leadership
was related to team efficacy, satisfaction and outcomes. This
paper’s framework builds on Kumpfer et al. (18). Premised on
extant literature, four sets of leadership skills: communication;
collaborative style; involvement competencies; and social/educa-
tional capacity building abilities are critical for partnership leaders
(Fig. 1). Indeed, leaders’ interpersonal communication helps to
achieve objectives and action (29, 30). Leaders facilitate mem-
bers’ collaborative engagement and decision-making, and build
consensus, provide credit, seek views, and encourage involvement
(31, 32). They also provide members with development opportuni-
ties, where stakeholder interactions with partners, staff or policy/
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Leadership Skills
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Collaborative Style
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Involvement Competencies

Social and Educational Capacity Building
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Membership and Partnership
Organisational Climate
Satisfaction
Commitment
Ownership
Outcomes

Fewer concerns
about the leadership

Fig. 1. Conceptual Model*.

* Derived from Kumpfer et al. (18), and expanded upon; the relationship that the stripped arrow represents was not formally tested.

engagement experts enhance the partnership’s capacities (33). In
addition, leaders facilitate community assets and expertise, and
the skills that are developed result in advancement of members’
knowledge (34).

The model also assessed three partnership process factors
(satisfaction, ownership and commitment) proposing that as
leadership skills increase, the organizational climate is enhanced
across these factors. ‘Organizational climate’ variables are related
to leadership skills and important to partnership outcomes (20).
Collectively, highly rated leadership and an enhanced climate
affect outcomes.

Finally, the model proposed that as leadership ratings increase,
fewer concerns are articulated by members about leadership is-
sues.

METHODS

The study was approved by the University of Wales, UK and
consent was received from all the participating partnerships.
Participation of the stakeholders in the survey and/or interviews
was anonymous and voluntary, and respondents could withdraw
from the study if they wished. Potential respondents were in-
formed about the study aims; if partnership members wished to
participate in the study, they provided verbal consent and were
provided with a questionnaire to complete at their own pace. Data
protection was observed at all times, and all the research material
was securely stored.

This paper examined four (of seven) South African partner-
ships: one did not respond to invitations to participate in the
study; another was examined in an earlier study; and a third
partnership contributed quantitative but not qualitative data, so
it was excluded from the current analysis. At each partnership,
data collection started with members who: 1) were employed by
the partnership; 2) sat on boards, committees, task forces, etc.;
or 3) were included in the partnerships’ ‘register’ of stakehold-
ers. Once these ‘active’ participants were surveyed, they were

asked about other person/s they met at partnership meetings.
This ‘snowballing” approach to building the sample had the
benefit of identifying other ‘less active’ members at the ‘fringes’
of the partnerships, and difficult-to-reach potential respondents.
The response rate of those who were identified as potential par-
ticipants and consequently approached to complete a question-
naire was ~90%. Table 1 shows the size and composition of the
whole sample and by partnership. Respondents comprised the
partnerships’ full-time staff charged with day-to-day activities
(directors, researchers, programme managers, health service or
educational coordinators/facilitators and administrators); health
services personnel (managers, nurses, clinical instructors, super-
intendents, physiotherapists, and physicians at hospitals, clinics,
municipality, or health/social administrations); and academics
(nursing/medical faculty, tutors, lecturers, and instructors). The
survey and interviews were informed by coalition theories that
address membership, resources, support, processes, functions,
and roles (35, 36). The research tools explored the partnerships’
perceived internal, external, organizational, personnel features
and outcomes.

Quantitative Tool and Statistical Analysis

Box I shows the partnership aspects under investigation. The
questionnaire comprised published items (36-38). The eleven
leadership items were selected from published questionnaires to
reflect the breadth of partnership leadership skills (39). Before the
study began, the partnerships’ boards (in consultation with their
constituencies) reviewed and agreed the questionnaire’s language,
acceptability and relevance to their outcomes. They indicated no
need to translate the questionnaire into South African languages,
as the survey’s and membership’s English literacy levels were ap-
propriate. Then before the actual survey began, the questionnaire
was piloted, and following feedback, minor amendments in the
wording of a few items were undertaken.

Members who had attended partnership meeting/s were eligible
to participate. The administration of the questionnaire comprised
3 phases: 1) the author met with the respondent and went through
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Box 1. Partnership aspects under investigation

Leadership skills: 11 items
Communication
1. Provides me with a lot of good information
2. Reports our accomplishments through newsletters, etc.
Collaborative Style
3. Makes me feel welcome at meetings
4. Gives praise/ recognition at meetings
5. Solicits my opinions and comments during meetings
Involvement Competencies
6. Asks me to assist with organizational tasks
7. Intentionally seeks out and welcomes my views
8. Intentionally seeks out the views of other people outside
the Partnership
Social and Educational Capacity Building Abilities
9. Provides me with continuing education opportunities
10. Holds social gatherings for Partnership members
11. Offers group activities (tours of other Partnerships, etc.)
to Partnership members

Sense of Ownership: 4 Items*

1. I am committed to the work of the Partnership

2.1 feel that I have a voice in what the Partnership decides

3.1 feel a sense of pride in what the Partnership
accomplishes

4. I really care about the future of this Partnership

Commitment: 4 Items*

1. Has your organization endorsed or adopted the mission
and goals of the Partnership?

2. Does your organization participate in Partnership
sponsored activities?

3. Has your organization publicly endorsed or cosponsored
Partnership activities?

4. Does the community see the Partnership as a resource for
influencing health personnel education?

Satisfaction: 5 Items*

1. I would not like to change anything about the Partnership

2. 1 am satisfied with how the Partnership operates

3. This Partnership is a worthwhile effort

4. The work accomplished by the Partnership has met my
expectations

5. I am satisfied with what is accomplished by the
Partnership

-

Partnership Outcomes: 16 Items*

HPE Impact Outcomes

1. Importance of the Partnership in the work undertaken to
impact on Health Personnel Education in the targeted
local health jurisdiction

2. That the Partnership efforts will influence Health
Personnel Education

Curricula & Services Outcomes — certainty that the

Partnership will do what it has planned in relation to:

3. Transformation of curricula to be more community-based

4. Provision of primary care services

5. Increasing the use of multi-professional teams in
providing health care

Student Outcomes — certainty that the Partnership will
increase the numbers of?
6. Medical students who will enter primary health care
practice
7. Nursing students who will enter primary health care
practice
8. Other health professions students who will enter primary
health care practice
9. Medical students who will choose to practice in
underserved areas once they finish their training
10. Nursing students who will choose to practice in
underserved areas once they finish their training
11. Other health professions students who will choose to
practice in underserved areas once they finish their
training

Community & Policy Outcomes — certainty that the
Partnership’s activities:
12. Will increase community involvement in health care
reforms
13. Will have influence on policy with respect to Health
Personnel Education

Sustainability & Structural Change Outcomes — certainty
that:
14. The Partnership will continue as an identifiable
organization
15. The Partnership will exist beyond Kellogg funding
16. One’s organization is ready to implement structural
changes to sustain the Partnership

Response scales — Leadership Skills (Yes/No); Satisfaction (1 = Strongly disagree/7 = Strongly agree); Commitment (1 = Not at all/7 = Very much); Ownership (1 = Strongly
disagree/7 = Strongly agree); Outcomes (1 = Not at all certain/7 = Totally certain); *Higher ratings indicate more ‘positive perception’; HPE — health personnel education;

Items adapted from (35, 36, 38, 39).

the questionnaire explaining in detail the questions and instruc-
tions so that everything was absolutely clear to the respondent; 2)
the questionnaire was then left with the respondent for the time
that she/he felt was sufficient (usually a few days). Respondents
were encouraged to leave blank any question/s that they could not
answer, did not clearly understand or did not have the information
for; and, 3) upon collection of the questionnaire, more light was
shed on the question/s that were left unanswered. Respondents
could then answer any of the unanswered items if they felt that
they could comment and wished to do so. The completed question-
naires were then each given a unique code number and computer
entered by the author whilst in the field. This anonymous and
confidential nature of the survey, along with that respondents

completed the questionnaires at any location they wished (at
their home, at their place of work etc.) provided a ‘safe space’
for members to express their views, and circumvented any limita-
tions of asking community partnerships members their opinions
of their leaders/leadership.

Cronbach’s alpha measured the internal consistency of multi-
item scales. A quantitative LSS was computed for each respond-
ent, based on percentage of ‘Yes’ ratings to 11 leadership items.
Hence, the LSS ranged from 0-1, where the closer it was to 1 (if
a respondent rated all the leadership items ‘Yes’), the better the
person’s views of their partnership’s leadership. LSS was used to
categorize the partnerships into descending levels of leadership
skills. Independent samples t-tests/Analysis of Variance explored
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Table 1. Survey findings across four partnerships

Whole Partnership Partnership Partnership Partnership
sample B C D
N=529 N=97 N=105 N=195 N=132
Leadership skills High LSS Low LSS
LSS mean (SD) 70.52 (24) 80.6 (19.7) | 79.3(20.3) 65.5 (22.8) | 63.4 (26.6)
Demographic characteristics
Age (years, mean) * 39.7 41 40 38
Gender (% females) 64 75.3 62.9 785 424
Ethnicity (% ‘black’) 71.6 89.7 64.1 39.6 88.6
Work features
Present partnership experience (months) 23.6 26.2 274 23 18.8
Past partnership experience (months) 443 65 38.6 39.2
% of meetings attended in the past year 55.4 70.7 55.6 58.5 38.9
Other partnership factors **
Satisfaction (mean) 4.56 493 5.24 4.38 4.01
Ownership (mean) 522 5.74 5.88 4.90 4.81
Commitment (mean) 498 5.54 5.57 483 4.31

LSS: Leadership Skills Score; SD: standard deviation; * Across the partnerships, differences in age were the only ones that were not significant (p = 0.32); differences in
all other variables were significant (p < 0.001); Cell values depict sample means, ** higher scores indicate more positive perceptions.

disparities between the partnerships across 3 factors (satisfaction,
commitment, ownership). Stepwise regression examined the
contributions of partnership factors to explaining the variance
in outcomes. SPSS16 was used, significance level was p<0.05.

Qualitative Tool and Analysis

Semi-structured, tape-recorded, one-to-one interviews were
undertaken (46 academic, health service, community, and staff
interviewees; ~ 11, 30-minute interviews at each partnership).
During data collection, the first author lived in the locality of each
partnership for some months to: familiarize with members and
socio-cultural context; participate in project visits/meetings; and
strategically select ‘information-rich’ interviewees representing
the different stakeholders and administrative levels. A topic guide
led the direction of inquiry (40). The interview questions asked
about respondents’ concerns regarding the styles, features and
behaviours of the leadership of the partnerships.

The author reviewed the audiotapes, transcribed data and ana-
lyzed the text using grounded theory. Text was read/re-read and
leadership-relevant items were identified and indexed to headings
and categories (validated in later readings). Initial coding produced
provisional concepts, and codes were compared and clustered into
categories, then matched for links (41). Analysis was staged: 1) data
review; 2) data inclusion; 3) cluster formation; and 4) review, with
sense making and finding representations (42). Leadership themes
were backed by quotations for descriptive immediacy (43). The
emerging themes were discussed within the research team, and the
authenticity of the findings was checked with some of the inter-
viewees. A robust audit trail ensured quotes were traceable to coded
participants which allowed identification of their partnership, role
and duration of involvement, but ensured confidentiality (44). This
decision ‘audit trail” was available, and an independent researcher
reviewed the raw data and the corresponding emerging themes.

RESULTS

Respondents

The alpha values of the multi-item scales indicated excellent
internal consistency: leadership skills (0.78), satisfaction (0.85),
ownership (0.78), commitment (0.93), and outcomes (0.94). As
mean LSS was different across the four partnerships (p<0.001),
the partnerships were arranged in descending LSS order, ena-
bling their grouping into ‘High’ (partnerships A/B) and ‘Low’
(partnerships C/D) leadership categories (Table 1). Grouping of
sites into categories using a criterion is common (45). The survey
participants exhibited varied demographic and work features.

In partnerships with high LSS (partnerships A and B), members
had participated in their current partnerships for longer durations,
had more past partnership experience, and attended more partner-
ship meetings than respondents from low LSS partnerships (C and
D). Collectively, these findings provided validation that the LSS,
that was employed to group the partnerships into ‘High’and ‘Low’
leadership skills categories, was suitable, sensitive and operated
in the appropriate direction when tested on ‘extreme’ groups with
different durations of service in their current partnerships, differ-
ent extents of past experience with other partnership efforts, and
different levels of attendance at meetings.

Health service interviewees were managers, nurses, clinical
instructors, superintendent, physiotherapist, and physicians at
hospitals, clinics, municipality, or health/social administrations
[n=11; 80% females; mean age 42.5 years (30-55); 3 years’
participation (1-5 years)]. Academics comprised nursing/medi-
cal faculty, tutors, lecturers, and instructors [n=8; females; mean
age 42.5 years (29-57); 2.5 years’ participation (1-4 years)].
Community members were: teacher, civil servant, programme/
board chairs, lawyer, factory worker, development workers,
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businessman, and church minister, either attending as civic rep-
resentatives or on their own behalf [n = 13; 25% females; mean
age 43 years (30-55); 2.5 years’ participation (1-5 years)]. Staff
were the partnerships’ full-time employees charged with day-to-
day activities: director, researcher, programme managers, health
service or educational coordinators/facilitators and administrators
[n = 14; 80% females; mean age 35.5 years (24-55); 2.5 years’
participation (1—4 years)].

Partnerships

Are Leadership Skills Consistently Associated with Three Partner-
ship Process Factors?

Partnerships with ‘High’ leadership rated the three factors
under study more favourably than ‘Low’ leadership partner-
ships. Positive feelings about their leaders were consistently and
significantly attended by more satisfaction, sense of ownership
and commitment.

What Contributes to Explaining the Variance in Outcomes?
Regression analysis showed that all four factors (leadership,
ownership, commitment and satisfaction) were independently and
positively associated with better outcomes (Table 2). Leadership
skills positively contributed to explaining the variance in out-
comes, followed by ownership, commitment, and satisfaction. The
interaction between LSS and partnership exhibited no influence on
outcomes (p = 0.78, data not shown), suggesting that LSS per se
did not influence the outcomes to different extents in partnerships
A and B (High LSS) than in partnerships C and D (Low LSS).

Are Partnerships with Higher Ratings of Their Leadership Less
Likely to Have Concerns about Their Leaders?

The four themes that emerged from the interview data were:
visibility, openness and legitimacy; leadership features, styles and
characteristics; management procedures that were lacking; and
consequences of lack of appropriate leadership. Figure 2 shows
examples of the data structuring. The qualitative quotes were
then mapped by partnership and by stakeholder, where Table 3
depicts the frequency and cause of the concerns about leadership.
‘High’ leadership sites (partnerships A/B) expressed less concerns
about leadership than ‘Low’ leadership sites (partnerships C/D).

Table 2. Factors that account for variance in partnership
outcomes

Factor Standardized p*
Partnership C Reference
Leadership skills 0.261
Partnership B 0.225
Ownership 0.210
Commitment 0.198
Partnership A 0.196
Partnership D 0171
Satisfaction 0.109

* All significant at p < 0.001, except satisfaction p = 0.007.

This was consistent across the four themes that emerged from
the interview data.

Leadership Theme 1: Visibility, Openness and Le-
gitimacy

Members commented on whether the partnerships’ leaders
were visible enough to the membership: “it is not clear who
the partnership’s leader is, people who head the partnership's
programmes never visited us . They reported that a more ‘open’
style of leadership would be beneficial: “leadership is not open”,
“director does not visit the sites often”. The South African
partner communities were widely dispersed in difficult-to-reach
rural remote localities, hence ongoing communication from the
leadership was expressed as critical: “director needs to be good
communicator”. Otherwise leaders could be seen as withholding
information: “/director] has more information than us”, or selec-
tively disseminating it: “the message did not reach all people”.
Partners also felt that they needed to collectively decide on the
composition of the leadership, so that it is representative: “we
need more community leadership, not always the academics”,
and legitimate: “do not know how those leading the partnership
be there...did they impose themselves into that position?”

Leadership Theme 2: Leadership Features, Styles
and Characteristics

As coalitions comprising many stakeholders who have not
previously collaborated together, members felt that their leaders
should consult with them at the planning stage: “director comes
with his decisions and imposes his points to the community”.
Otherwise communities feel coerced into decisions: “the direc-
tor trims our governing rules, are we going to be controlled,
be shaped like a shrub?” The community constituencies were
from disadvantaged localities in South Africa. Hence in order
to feel as an equal partner, they needed be able to voice their
concerns: “we are to govern, but up to which level should we
say something?” However, such voicing was at times difficult:
“[director] is intimidating, short tempered, dominant, under-
mines other people”.

These partnerships were premised as models of shared lead-
ership between stakeholders, but members felt that this was not
always the case: “director used ‘divide and rule’principle, she has
favourites”. Such actions, in addition to authoritarian leadership
styles: “director has no discussions of staff problems, gives no
credit to the work done” have the potential to create problems.

Leadership Theme 3: Management Procedures that
Were Lacking

Being tri-partite coalitions, partners needed to share power,
where devolution of responsibilities is one way of power shar-
ing. However, such sharing seemed lacking: “management
mostly by the director, what suits him, needs to have a deputy
as he is always occupied”. Similarly, consultation was lacking:
“no consultation, decisions taken alone [by director]”, and
more mutual trust could have been beneficial: “director needs
to trust the people she works with”. Conversely, leaders also
needed the support of their member constituencies in order to

179



Swo ejep — A1eurpiQ
suoyvja.idiayul — o1vI[

J9Bq SIY U0 SI (10)03IIP) USY) ISNEBIA( dALRIIUL
Surpeay 11SN[0 — TV LIIVD 30eq sIy ( p) uoy q

ey Jouued (urwpe) ‘Andap ou sey 10)0011p,

puasdoy JJeIs nogqe ey
1T} 0] 3R 3q 0} SPAdU OM SIWITIOWOS 9SNEBIAq STUNRIW
/ uoynjoadq QU 9INUIW JJe)S 9ARY 0} dSIMUN

sem 1 ** Y[e) 0} PIBIJE Sem s,

SdnoJ3 [erzuoNIUI 350U} JO INO SIA[ISWAY) YOLIUD
0] JOPIO Ul 919y} a1k juowoTeuew doy jey) sreadde,
"9AT)ONIISIP ‘SUOISUD)}

({SIJauaq 9say) Aofta 103021Ip PINOYS "0} PA[IIIUD Kressaoauun ‘soSessow

JOU 3I€ JJe)S JOYI0 YOTYM SIJAUq dWOS 103 Sey] J0J0dIIp, ) &Wﬂs\&ﬂ JO 191]JU00 Sasned
sno0f -f12§ [moraeyaq s 1030011p]

PIBOQIW ___ zy0ddn

woij oddns pooT 104 308 jou SO0p 1030211, duysiapna)

apwridoaddp fo yovg
Jo saouanbasuo) g

saanpadroad
JuUISPUDY €

~_

Jeapoun are sampaooid juswaeuew, ——Azvy)

U9ye) dIB SUOISIOIP 910§aq }NSUOD uoyvyNsu0) _ JTHSYAAVAT _
PUE SIOQUISW 0} 0F 0} SPAAU I0JOAIP,
ovwSay >
‘ssauuado ‘01q1s14 *1 sapnpp ‘sajds
HoyVIIUNUWIWIO)) ‘Soysi1IDIY>

,UOIEULIOJUI SIEYS JOU S0P 100311p, ‘soanvaf diys.iapnay g

Dvunsay

uonisod drysiopes| 03 wiy SuLq 0} uomsoduio)y
pasn wistueydsw 9y} Suruonsanb we, / Slks
ueLBILIOYNE,
ssouuadQ  Mqisi4  sorwopeoe skem[e
SPBS] OyM IPIOAP ISNUW AJUNUITIOD, \ 10U “Ajunuuiod
woyy drysiopes| syuedonied
olow pasu, 0) SULId) SunelIp

J0JBUIPIO-09 10 JOJOIIP
s1 uos1ad s1y) 1 mouy jou op ojdoad,

J01001IP 1By} Mouy]

jou op 91doad Auew, pnye JoLIRjuL

‘grqeyoeoiddeun,

Spaau s1y uredieq o} 1o Surylowos
9AQIYOE. 0} spueM Y J1 sdnoIT [eryuanjur sasn J0)0aIIp,

Surdwe)s 10qqnI we ‘JOUIdA0S [edl
B 0IOW OU We ‘uIdA03 0} we | uosiad oy Aq padeys aq 03,

(010yds In0 J0U SI J1 P[0} DIE dM ISNBIA]
“Suryy ure)I00 91EST)SIAUT 0} A[qeun dIe M,

J103021Ip Y}
jsurede yeads 03 pajeprwnul d1e £3y) WAy} 9)eMonIe
0} 9213 J0uU aIe Inq swaqoid Jo areme axe ojdoad,

Jouuew [euolssajoidun ue

Ul JJe)s ) UMOP UNI SIsned,
(OOUEPIOAE,

(S90URIRJA1 A1018T0IOp AW I
‘ordoad 19130 9A0qe 1oy31Yy suorjeolyifenb
JO anuIA Aq Jjoswny sa3s [1ope9]],

Srerdwods s19y)0
0} UQSI] 10U S0P ‘pJIm ‘opn ‘danendiueur,

(91BIOPISUOD JO S[QUINY JOU SI JOJODIIP,

Jouugu Sno[ndIpLI
ur syutod 1091100 SUITEIART q [[IM JOJOIIP,

.y yoeoidde oy presye
yonuw AI19A a1e 9[doad jsow ‘A[pudLij jou si 10J9911p,

Fig. 2. Qualitative data structuring.
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Table 3. Interview findings of leadership concerns across four partnerships

Concerns Partnership A Partnership B Partnership C Partnership D
High leadership skills Low leadership skills

General*

Visibility Health Community

Openness Community

Attendance at meetings Health

Composition of leadership Health

Legitimacy Health

Leaders imposed themselves Health

Leaders impose decisions upon community Health

Communication, providing information Staff Community 2x

Self development/self interest Staff Staff

Rude to staff member/s Staff

Occasional ‘racist’ concerns Staff

Misuse of funds, power, other benefits Community Staff

Only staff were paid overtime for late meetings Health

Leadership features

Leadership characteristics Health Health

Leadership styles/attitudes Community Health Staff 2x Community/Health

Attitude of the director Community

Power tactics Health

Management procedures: lacking

Clarity Health

Consultation (generally or re-posts/buildings) Community 2x Staff Health

Support Health/Staff Staff

Devolution (financiallother) Health/Staff

Consequences of lack of appropriate leadership

Intimidation, avoidance, inhibition Community 2x Staff

Lack of involvement Community

Conflict/tensions Staff

Challenge

Lack of representation Community

Use of influential (pressure) groups Health

Board of trustees

Size Community Staff

Composition Community Staff 2x

Meetings Staff

Interaction Staff

Communication Community

Implementation Community

* Cells (intersect between concern and partnership) depict the stakeholder group expressing the concern (Health: health services; Community: community member/s; Staff:

partnership’s staff); 2x indicates that the given concern was raised by two different members of the given stakeholder group for the given partnership.

undertake their work efficiently: “the director does not get
support or direction from the board, she should be empowered
to take firm decisions”. Within their internal operations, these
South African collaborative efforts required some accountability:
“we need some control, the director controls the money”. They

are not paid”,

reported that the benefits (across a spectrum of activities) were
not equally accrued across the partners: “problem with attending
the meetings, [staff] are paid overtime, we [health department]
“staff want to be in the same position to use the
partnership’s car or telephones”.
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Leadership Theme 4: Consequences of Lack of Ap-
propriate Leadership

By definition, coalitions are democratic structures. However,
members were reticent to express their concerns: “because of
fear of consequences from director, community does not want to
put their complaints in writing”. Stakeholders felt ‘not free’ in
meetings: “director must not be present when we discuss issues
because people are uncomfortable”. The consequences were poor
engagement: “people refuse to be involved, they observe certain
issues but do not challenge it”, and potential conflict: “this leads
to conflict in the partnership”. Conflict could be followed by
questions of legitimacy: “as result of conflict, there is lack of
recognizing her [director] as the partnership’s leader”, where
coalition leaders then resort to other methods to achieve govern-
ance: “/director] used influential pressure groups (local women's
league) in applying pressure and accomplishing the agenda” .

DISCUSSION

This study employed a mixed method approach to assess the
associations of effective leadership in partnership initiatives. Most
studies of collaboration and inter-agency working only considered
a narrow range of quantitative indicators, despite calls for adopt-
ing a broader approach that combines qualitative and quantitative
research (2, 44). The analysis employed in this paper assessed the
views of front-line practitioners and partnership members in addi-
tion to the experience of community people who use the services.

As regards to the first and second objectives of this study, this
paper described the context, aims and outcomes of four inter-
professional partnerships in South Africa (529 respondents) that
aimed at increasing the numbers of health professions students
who would select primary care training after their graduation, and
who would choose to serve in rural or underserved communities.
We computed each respondent’s level of agreement on 11 ques-
tionnaire items of leadership skills in the partnerships, used it to
create a continuous Leadership Skills Score for each partnership,
and explored the differences in LSS across four partnerships,
categorising them into partnerships with high (partnerships A and
B) or low LSS partnerships (C and D).

In connection with objective three, higher LSS partnerships
exhibited more member satisfaction, ownership and commitment.
These quantitative findings suggested that leadership was consist-
ently critical to partnership process factors, in agreement with oth-
ers (21). However, we expanded on Kumpfer et al. (18): leadership
not only related to satisfaction but also to greater sense of owner-
ship and commitment (20). This triad (satisfaction, ownership,
commitment) enhances organizational viability, cohesiveness and
durability. They also increase the partnership’s extent of activities
and the effectiveness of implemented programmes, in addition to
boosting members’ time, effort and resource investments in the
partnership (22). Indeed, at this historical time when South Africa
was experiencing its first democracy after apartheid, members’
satisfaction, sense of ownership and commitment were important
elements in these inter-professional collaborative efforts.

In relation to objective four, leadership contributed positively
and independently to the variance in outcomes, followed by
ownership, commitment, and satisfaction. Effective leadership
was associated with better outcomes, in agreement with others

(16, 17). However, whilst Kumpfer et al. (18) related leadership
mainly to team efficacy, the current study employed 16 curricular/
student, services, community, policy, sustainability and structural
change outcomes critical to such efforts (46). Such breadth of
outcomes is vital for the South African lay communities who
lacked appropriate health care facilities, services, personnel and
policy, and is also critical when holistically assessing partnerships
for health professions education reforms. The findings of the
present study contributed to expanding the current models (18),
particularly that the study’s five areas of outcomes considered
the extent to which: curricula were transformed; primary health
care services were provided by teams; health professions students
entered primary care practice; community engaged in health care
reforms; and the partnerships continuing as identifiable organiza-
tions. Nevertheless, leadership skills did not influence outcomes
to different extents in higher LSS partnerships than in low LSS
partnerships.

As regards the fifth objective, the qualitative findings showed
that higher LSS partnerships exhibited fewer concerns about the
leadership. The qualitative findings complemented the survey by:
(1) affirming that effective leaders not only influenced process
and outcome factors of partnerships, but were simultaneously
associated with fewer membership concerns; and (2) providing
the wider picture and fine-grain day-to-day qualities that should
receive attention by successful partnership leaders. We are not
aware of mixed methods studies that examined such relationships.

The first leadership theme (visibility, openness and legitimacy)
is in agreement with others. Collaborative leadership promotes
trust, respect, and openness among members, and leaders need to
be visible (45). Communication increases satisfaction, commit-
ment, informs/empowers members, and fosters continuity; and
networking is a valuable leadership skill (47). The findings of the
current study also supported that the methods to select leaders
were crucial for their legitimacy, and that leaders’ credibility is
critical (20).

Theme 2 (leadership features, characteristics, styles) supported
that leaders’ characteristics influence team outcomes. Indeed,
collaborative leadership is engaging members in collective
problem-solving (48). In partnerships, leadership is dispersed and
‘community’ is an equal partner to other ‘professionals’, where
empowered lay people play active roles (31, 49). However, the
findings of the current study suggested that more bridge-building/
shared leadership with the community was required, rather than
some instances of ‘divide and rule’ or favouritism that some
interviewees reported. Leaders’ ‘boundary spanning’ promotes
inter-group relations, supporting the current study findings that
lateral rather than hierarchical relationships are suited to part-
nerships, where leaders influence members through relationship
building (50, 51).

Theme 3 (partnership management procedures) is also in agree-
ment with the literature. Devolution of responsibility as a power
sharing action is important in managing a coalition (47). As con-
sultative leaders report to the membership, hence they cannot lead
by formal positional power, rendering the building of mutual trust
vital, where trust provides the collaborative dynamic of a learn-
ing organization (52). The findings of the current study showed
that more devolution, consultation and trust were beneficial for
these efforts. Leaders face difficulties associated with their job,
so better understanding of their roles (31) and supporting them
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are critical. Conversely, leaders need to be attentive to member’s
concerns, and as our findings suggested, this leaves no space for
self-interests, and benefits need to be equitably accrued.

Theme 4 (consequences of lack of appropriate leadership) sup-
ported the published literature. Partnerships encourage members
to talk openly in shaping the agenda (14). The findings of the cur-
rent study depicted that inhibition restricts full/frank discussions
and consequently the quality of decision-making. Leaders bring
people together, supporting our findings that poor leadership is
associated with lack of involvement of disappointed members, and
that conflict is expected in coalitions, resulting in questioning the
leaders’ legitimacy (31). Facing this, managers can be manipula-
tive in influencing agendas (31). Indeed leadership is “a skilful
process of organizing, achieved through negotiation, to achieve
acceptable influence over the issues within and between groups”
(53). It has a creative dimension (helping people make sense of
their social worlds), and a political dimension (valuing possible
lines of action). ‘Collaborative thuggery’ or deliberate steps to
influence the agenda have been described (31), supporting the
findings of the current study that leaders sometimes could use
influential groups to garner power.

Leading partnership efforts is not easy, and as effective
governance does not occur spontaneously, efforts to study lead-
ership through the evaluation process are important (51, 54).
This paper has contributed to theory building of leadership in
inter-professional partnerships. Quantitatively, it expanded on
Kumpfer et al.’s (18) propositions that leadership is not only
related to satisfaction but also to members’ greater sense of owner-
ship and commitment. Qualitatively it highlighted that realizing
the partnership advantage requires attention to the many themes,
as members’ concerns hamper coalition advancement. Leaders’
visibility, openness, composition, legitimacy, and communication
are essential, and their styles and attitudes are closely viewed by
members. A climate of trust, clarity, consultation, communication,
and devolution confirms the partnerships’ democratic nature.

This study has limitations. Survey data infer association be-
tween factors rather than cause. We examined four partnerships
in one country, hence findings may not be fully generalizable
to partnerships in other geographic, cultural, or socioeconomic
settings, although the published literature suggests that lessons
learnt from partnership initiatives are portable across countries
and projects. Whilst the current analysis did not include partner-
ship development stage, all partnerships were at the same stage
of implementing their programmes. Interview analysis mapped
the qualitative concerns, without assigning weights to length of
quotes, leadership feature addressed, or respondent’s duration
of involvement. Conversely, the analysis used 11 leadership
skills and 3 stakeholders on data from 4 partnerships. We are not
aware of studies that combined quantitative and qualitative data
to bear on leaders’ influence on partnership factors as well as on
the breadth of members’ concerns. Future research should: (1)
employ a wider range of leadership skills; (2) employ a wider
range of process variables; (3) relate specific leadership skills to
particular processes or outcome factors; (4) precisely delineate
the intermediate variables that intervene; (5) identify the types of
assistance/training that best develops such skills; and (6) study
these relationships using longitudinal design that would further
inform the proposed framework, and allow the exploration of
dispersed leadership/teamwork skills needed for partnerships.

CONCLUSION

Leadership skills are critical for the processes and outcomes
of successful inter-professional partnerships than previously
envisaged, hence they require attention. A range of collaborative
skills needs to be noted at selection stages of the leaders for col-
laborative efforts. Coalition efforts would benefit to target and/or
train leaders in styles that are conducive of effective leadership
amidst inherent subterfuge, manipulation, or co-opting. Facilita-
tive leadership styles will depend on organizational complexity
and the mode of ‘doing business’, but supportive leadership be-
haviours are indeed associated with less member concerns. This
could avert potential conflicts.
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