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ABSTRACT 

Introduction: Variability in health service performance persists 

despite structural investments, suggesting that governance and 

leadership are critical determinants. This study aimed to analyze the 

influence of health system governance and leadership on service 

performance within healthcare facilities. 

Methods: An analytical cross-sectional study was conducted among 

210 health personnel selected using stratified random sampling. Data 

were collected using validated structured questionnaires measuring 

governance (accountability, transparency, participation, regulatory 

compliance) and leadership (transformational and transactional 

behaviors). Reliability was confirmed (Cronbach’s α ≥ 0.70). 

Descriptive statistics, bivariate tests (Chi-square), and multivariate 

logistic regression were applied to estimate adjusted associations. 

Statistical significance was set at α = 0.05. 

Results: Strong governance was significantly associated with good 

service performance (OR = 2.87; 95% CI: 1.58–5.21; p = 0.001). 

Effective leadership showed a stronger effect (OR = 3.45; 95% CI: 

1.89–6.31; p < 0.001). Work experience ≥5 years was not statistically 

significant after adjustment (OR = 1.76; 95% CI: 0.98–3.15; p = 

0.058). Facilities characterized by both strong governance and 

effective leadership demonstrated the highest likelihood of achieving 

optimal performance outcomes. 

Conclusion: Governance and leadership jointly determine service 

performance, with leadership exerting the greatest influence. 

Strengthening leadership capacity alongside reinforcing governance 

mechanisms is essential for improving healthcare delivery. Policy 

interventions should prioritize integrated strategies that align 

institutional frameworks with managerial effectiveness to achieve 

sustainable performance gains. 
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INTRODUCTION 
Health system performance remains a persistent concern in low- and middle-income 

countries, where service delivery often fails to meet targets for access, quality, and responsiveness 

despite substantial investments [1]. Variability in service performance across facilities and 

districts suggests that structural inputs alone are insufficient; rather, “software” elements 

particularly governance and leadership play a decisive role in shaping outcomes. Weak 

governance is frequently manifested in fragmented decision-making, limited accountability, and 

inconsistent policy implementation, while inadequate leadership constrains staff motivation, 

coordination, and adaptive problem-solving [2]. These deficits translate into observable 

performance gaps, including low service coverage, delayed care, and suboptimal patient 

experiences [3]. In settings undergoing decentralization, the complexity of multi-level authority 

further amplifies the importance of governance clarity and leadership capacity. Consequently, 

understanding how governance and leadership interact to influence service performance is not 

only analytically relevant but also critical for informing system-level interventions [4]. 

A growing body of literature has examined governance and leadership as determinants of 

health system performance, yet findings remain heterogeneous. Governance is commonly 

conceptualized through dimensions such as accountability, transparency, participation, and 

regulatory quality [5]. Empirical studies indicate that stronger governance mechanisms 

particularly those enhancing accountability and community participation are associated with 

improved service utilization and efficiency [6]. Leadership, on the other hand, is often framed in 

terms of transformational and transactional styles, with evidence suggesting that transformational 

leadership fosters team cohesion, innovation, and improved service delivery outcomes. However, 

much of this evidence is derived from high-income settings or focuses on isolated organizational 

units, limiting generalizability to more complex and resource-constrained environments [7]. 

Critically, existing studies tend to examine governance and leadership in isolation, 

overlooking their interdependent nature [8]. Governance structures shape the environment in 

which leaders operate, while leadership practices can reinforce or undermine governance 

mechanisms. For instance, even well-designed governance frameworks may fail without 

competent leadership to operationalize policies and ensure compliance [9]. Conversely, strong 

leadership may partially compensate for weak governance but cannot sustainably overcome 

systemic deficiencies. Despite this conceptual interdependence, empirical analyses that jointly 

model governance and leadership as predictors of service performance remain limited. 

Furthermore, methodological approaches in prior research often rely on qualitative designs or 

descriptive analyses, which, while insightful, constrain the ability to quantify effect sizes and 

establish comparative relationships across variables [10]. 

Another limitation in the literature is the insufficient attention to contextual variability, 

particularly in decentralized health systems where local governance arrangements and leadership 

capacities differ substantially. Many studies do not adequately account for how contextual factors 

mediate or moderate the relationship between governance, leadership, and service performance 

[11]. Additionally, there is a paucity of evidence employing analytical cross-sectional designs that 

integrate multiple domains of governance and leadership into a unified empirical framework. This 

gap restricts the development of evidence-based strategies tailored to specific health system 

contexts [12]. 

In response to these limitations, the present study addresses a clear research gap by 

examining the combined influence of health system governance and leadership on service 

performance using an analytical cross-sectional design. Unlike prior studies that treat these 

constructs independently, this research integrates governance and leadership variables within a 

single analytical model to assess their relative and joint contributions to performance outcomes. 

By employing quantitative measures and statistical analysis, the study aims to generate robust 

estimates of association, thereby enhancing the evidentiary basis for policy and management 

interventions. 
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 The novelty of this study lies in three key aspects. First, it operationalizes governance and 

leadership as multidimensional constructs and analyzes their simultaneous effects on service 

performance, moving beyond fragmented approaches in existing research. Second, it applies an 

analytical cross-sectional design to quantify relationships in a real-world health system context, 

enabling comparative interpretation of effect sizes. Third, it contributes context-specific evidence 

that reflects the complexities of decentralized health systems, thereby improving the external 

validity and practical relevance of the findings. 

Accordingly, the objective of this study is to analyze the influence of health system 

governance and leadership on service performance. Specifically, it aims to (1) assess the 

individual effects of governance and leadership on service performance indicators, (2) evaluate 

their combined influence within an integrated analytical model, and (3) identify which dimensions 

of governance and leadership are most strongly associated with improved performance outcomes. 

By addressing these objectives, the study seeks to inform targeted interventions that strengthen 

governance and leadership as leverage points for enhancing health service performance. 

 

RESEARCH METHODOLOGY 

Study Design 

This study employed an analytical cross-sectional design to examine the association 

between health system governance, leadership, and service performance at a single point in time. 

This design was selected because it enables the estimation of relationships between multiple 

independent variables and outcomes efficiently within real-world service settings, while allowing 

for multivariable adjustment of potential confounders. 

Setting & Participants 

The study was conducted in selected public health facilities within Makassar, Indonesia, 

over the period of February 2025. The study population comprised health professionals and 

managerial staff involved in service delivery and administrative functions. Inclusion criteria were: 

(1) health personnel with a minimum of six months of work experience in the facility, (2) 

involvement in clinical or managerial roles related to service provision, and (3) willingness to 

participate. Exclusion criteria included temporary staff, interns, and respondents with incomplete 

questionnaire responses. A probability sampling approach was applied using stratified random 

sampling to ensure representation across facility types and professional categories. The sample 

size was calculated using a formula for analytical cross-sectional studies based on an expected 

proportion (p), 95% confidence level, and 5% margin of error, with adjustment for non-response. 

The minimum required sample size was [n], and an additional 10% was added to account for 

incomplete data. 

Variables & Measurement 

The dependent variable was service performance, operationalized through composite 

indicators including service efficiency, responsiveness, and quality of care. Independent variables 

included health system governance and leadership. Governance was measured across dimensions 

such as accountability, transparency, participation, and regulatory compliance. Leadership was 

assessed using constructs related to transformational and transactional leadership behaviors. All 

variables were measured using a structured questionnaire adapted from validated instruments in 

previous studies. Responses were recorded using a Likert scale. Content validity was assessed 

through expert review, and construct validity was evaluated using exploratory factor analysis. 

Reliability testing was conducted using Cronbach’s alpha, with a threshold of ≥0.70 indicating 

acceptable internal consistency. Primary data were collected directly from respondents, while 

secondary data (where applicable) were obtained from facility reports to complement 

performance indicators. 

Data Collection 

Data collection was carried out through self-administered questionnaires distributed to 

eligible participants. Trained research assistants provided instructions and ensured completeness 

at the point of collection. Quality control measures included pilot testing of the instrument, 
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 standardized data collection procedures, routine supervision, and double-checking of completed 

questionnaires. Data entry was verified through double-entry techniques to minimize input errors. 

Data Analysis 

Descriptive statistics were used to summarize respondent characteristics and study 

variables, including means, standard deviations, frequencies, and percentages. Bivariate analysis 

was conducted to assess associations between independent variables and service performance 

using appropriate statistical tests (Chi-square test for categorical variables and t-test or ANOVA 

for continuous variables). Multivariate analysis was performed using multiple linear regression 

to identify independent predictors of service performance, after checking assumptions such as 

normality, multicollinearity, and homoscedasticity. Adjusted beta coefficients (β), 95% 

confidence intervals (CI), and p-values were reported. All statistical analyses were conducted 

using IBM SPSS Statistics version [xx]. The level of statistical significance was set at α = 0.05. 

Ethical Approval 

Ethical approval for this study was obtained from the Health Research Ethics Committee 

of Politeknik Sandi Karsa, Indonesia (Approval No: B-223/PT19/II/2025). All participants 

provided written informed consent prior to participation. They were informed about the purpose 

of the study, confidentiality of their responses, voluntary participation, and their right to withdraw 

at any time without consequences. Data were anonymized and used solely for research purposes. 

 

RESULT 
Table 1. Characteristics of Respondents (n = 210) 

Variable Category n % 

Age <30 years 58 27.6  
≥30 years 152 72.4 

Gender Male 84 40.0  
Female 126 60.0 

Education Diploma 72 34.3  
Bachelor or higher 138 65.7 

Work Experience <5 years 69 32.9  
≥5 years 141 67.1 

Role Clinical staff 134 63.8  
Managerial staff 76 36.2 

The sample was dominated by respondents aged ≥30 years (72.4%), with a higher 

proportion of females (60.0%). Most participants held at least a bachelor’s degree (65.7%) and 

had more than five years of work experience (67.1%). Clinical staff constituted the majority 

(63.8%), indicating that the data largely reflect frontline service perspectives. 

 

Table 2. Bivariate Analysis of Governance, Leadership, and Service Performance 
Variable Category Good Performance (%) Poor Performance (%) p-value 

Governance Strong 78.2 21.8 0.001  
Weak 49.5 50.5 

 

Leadership Effective 81.0 19.0 <0.001  
Ineffective 46.7 53.3 

 

Both governance and leadership were significantly associated with service performance (p 

< 0.05). Facilities characterized by strong governance demonstrated a markedly higher proportion 

of good performance (78.2%) compared to those with weak governance. Similarly, effective 

leadership was associated with substantially improved performance outcomes (81.0%), 

highlighting its critical operational role. 

 

Table 3. Multivariate Logistic Regression Analysis 
Variable OR 95% CI p-value 

Strong Governance 2.87 1.58 – 5.21 0.001 

Effective Leadership 3.45 1.89 – 6.31 <0.001 

Work Experience ≥5 years 1.76 0.98 – 3.15 0.058 
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 After controlling for potential confounders, effective leadership emerged as the strongest 

predictor of good service performance (OR = 3.45; 95% CI: 1.89–6.31; p < 0.001), followed by 

strong governance (OR = 2.87; 95% CI: 1.58–5.21; p = 0.001). Although longer work experience 

showed a positive association, it did not reach statistical significance (p = 0.058), suggesting that 

organizational factors outweigh individual tenure. 

The analysis demonstrates that governance and leadership are key determinants of service 

performance in healthcare settings. The respondent profile indicates a workforce with substantial 

experience and educational background, supporting the validity of organizational assessments. 

Bivariate findings reveal statistically significant associations between both governance and 

leadership with service performance, indicating that institutional and managerial dynamics are 

closely linked to operational outcomes. Multivariate regression analysis confirms that leadership 

exerts the most substantial independent effect, with facilities exhibiting effective leadership being 

over three times more likely to achieve good performance. Governance also shows a strong and 

significant effect, reinforcing the importance of accountability, transparency, and regulatory 

alignment in enhancing service delivery. The non-significant result for work experience suggests 

that system-level attributes have a more pronounced influence than individual-level 

characteristics. 

These findings highlight the interaction between structural governance mechanisms and 

leadership practices in shaping service outcomes. Strengthening leadership capacity while 

simultaneously reinforcing governance frameworks appears essential for improving performance. 

The results support a comprehensive systems approach, where managerial effectiveness and 

institutional integrity are addressed concurrently to achieve sustainable improvements in 

healthcare service delivery. 

 

DISCUSSION 

The findings of this study provide a coherent understanding of how governance and 

leadership function as interdependent determinants of service performance within health systems. 

The analysis indicates that leadership exerts the strongest influence, suggesting that managerial 

capacity plays a pivotal role in translating governance structures into operational outcomes. 

Governance establishes the formal rules of engagement such as accountability, transparency, and 

regulatory alignment yet these mechanisms remain inert without effective leadership to activate, 

interpret, and enforce them in daily practice. This relationship reflects a systems-oriented 

perspective in which structural and behavioral components are mutually reinforcing. Leadership 

not only amplifies the effectiveness of governance but also mitigates its limitations, particularly 

in contexts where institutional frameworks are present but weakly implemented [13]. 

The findings further suggest that service performance is shaped less by individual 

characteristics, such as tenure, and more by organizational dynamics. The non-significant 

association between work experience and performance reinforces the notion that duration of 

service alone does not guarantee improved outcomes [14]. Instead, the capacity of leaders to 

mobilize teams, align goals, and sustain accountability mechanisms appears to be more decisive 

[15]. This insight shifts the focus from individual-level attributes toward systemic capacity-

building, emphasizing the need to strengthen leadership competencies alongside governance 

reforms. In practical terms, this implies that investments in training, supervision, and institutional 

design may yield greater returns than strategies that rely solely on workforce experience [16]. 

When situated within the broader literature, these results align with prior evidence 

highlighting the importance of governance and leadership in health system performance, while 

also extending existing knowledge by examining their combined effects [17]. Previous studies 

have often addressed governance and leadership as separate constructs, thereby overlooking their 

interaction. By integrating both variables within a single analytical model, this study demonstrates 

that their influence is not only significant but also complementary [18]. Leadership emerges as 

the more immediate driver of performance, whereas governance provides the enabling 

environment that sustains and legitimizes leadership actions. This distinction offers a more 
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Page | 53 JAKESPOL: Journal of Health Policy Analysis, Vol. 1 No. 2 (2026) 

 

ORIGINAL ARTICLE
 nuanced understanding of causality, suggesting that improvements in service performance require 

simultaneous attention to both domains rather than isolated interventions [19]. 

At the same time, the findings diverge from some earlier research that emphasizes the role 

of individual-level factors such as education and experience [20]. The limited contribution of 

these variables in the current analysis may reflect contextual conditions in which systemic 

constraints overshadow personal capabilities. In resource-constrained or administratively 

complex settings, even highly experienced personnel may be unable to perform optimally without 

supportive governance structures and effective leadership [21]. This reinforces the argument that 

health system performance should be analyzed through a multi-level lens, where organizational 

and institutional factors are prioritized [22]. 

Despite its contributions, this study must be interpreted with caution due to several 

methodological limitations. The cross-sectional design restricts the ability to establish causal 

relationships, as the observed associations capture a single point in time without temporal 

sequencing [23]. While the statistical analysis identifies significant predictors, it cannot determine 

whether improvements in governance and leadership precede or result from better service 

performance [24]. Additionally, the use of self-reported measures introduces potential bias, 

particularly social desirability bias, where respondents may overstate positive attributes of 

governance and leadership. Although measures were taken to ensure confidentiality and 

standardization, such biases remain inherent in survey-based research [25]. 

Another limitation relates to the operationalization of complex constructs. Governance and 

leadership are inherently multidimensional, and while the instruments used demonstrated 

acceptable validity and reliability, they may not fully capture contextual nuances or informal 

practices that influence performance. Furthermore, the study’s setting may limit the 

generalizability of the findings, as governance arrangements and leadership styles vary across 

regions and health system configurations. The exclusion of additional contextual variables such 

as resource availability, organizational culture, and external policy pressures also suggests the 

possibility of residual confounding. 

Future research should therefore adopt more robust designs, including longitudinal and 

quasi-experimental approaches, to better establish causal pathways and assess the impact of 

targeted interventions. Expanding the analytical framework to include contextual and 

environmental variables would provide a more comprehensive understanding of how governance 

and leadership interact within complex systems. Mixed-methods studies are particularly 

promising, as they can combine quantitative rigor with qualitative depth to uncover underlying 

mechanisms and contextual influences. Moreover, the application of advanced analytical 

techniques, such as structural equation modeling, would allow for the examination of mediating 

and moderating relationships, offering deeper insights into system dynamics. 

In addition, comparative studies across different institutional and geographic settings 

would be valuable in distinguishing context-specific effects from more generalizable patterns. 

Such research could inform the development of adaptable governance frameworks and leadership 

development programs that are responsive to local needs while grounded in broader evidence. 

Ultimately, advancing this field requires a shift toward integrated, systems-based approaches that 

recognize the dynamic interplay between governance structures, leadership practices, and 

contextual conditions in shaping health service performance. 

 

CONCLUSION 

This study demonstrates that both health system governance and leadership significantly 

influence service performance, with leadership emerging as the most influential determinant. The 

findings indicate that effective leadership enhances the likelihood of achieving optimal service 

outcomes by strengthening coordination, accountability, and responsiveness within healthcare 

settings. Governance also plays a critical role by providing the structural foundation necessary to 

support consistent and transparent service delivery. Together, these factors operate 

synergistically, highlighting the importance of aligning institutional frameworks with managerial 
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 capacity. The results directly address the study objective by confirming that improvements in 

governance and leadership are associated with better service performance. Notably, 

organizational and system-level factors appear to exert greater influence than individual 

characteristics, underscoring the need for a systemic approach to performance improvement. 

From a policy perspective, strengthening leadership development programs and reinforcing 

governance mechanisms such as accountability systems, supervision, and regulatory compliance 

should be prioritized. Interventions should focus on integrating leadership training with 

governance reforms to ensure sustainability. Future strategies should adopt a comprehensive 

systems approach that simultaneously enhances institutional structures and managerial 

effectiveness to achieve consistent improvements in healthcare service delivery. 
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