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Abstract

Community participation is a foundational principle of primary health care (PHC), yet its meaningful implementation remains limited in many low- and middle-income countries (LMICs), including Malawi. Although formal community governance structures such as Health Advisory Committees (HACs), Village Development Committees (VDCs) and Area Development Committees (ADCs) are recognised in policy, their influence on facility-level decision-making is often constrained by hierarchical leadership arrangements, weak coordination and persistent power asymmetries between health professionals and community representatives. This article examines community participation in Malawi’s PHC system through a distributed leadership (DL) lens and explores how leadership practices can be strengthened to enhance facility-community governance. A narrative review and policy analysis were conducted using National Health Policy documents and relevant literature on PHC governance, community participation and DL in Malawi. Community structures play an important role in representing community interests and monitoring service delivery but largely function in advisory capacities. Leadership authority remains concentrated at facility and district levels, limiting shared ownership. Coordination among health workers, community committees and local government structures is weak, resulting in fragmented leadership and limited accountability for service improvement. The article argues that challenges in community participation are fundamentally leadership challenges. Distributed leadership provides a practical framework for strengthening PHC by promoting shared responsibility, collaboration and accountability across community and facility levels.
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Introduction

Following the Declaration of Alma-Ata, primary health care (PHC) has increasingly been regarded not solely as a technical approach to health delivery but also as a social and political process based in the community.1 In low- and middle-income countries (LMICs), where health systems are operationally constrained by limited resources, the viability of PHC also depends to a marked extent on its approach to leadership.

Malawi has embraced PHC through decentralisation and the formation of community-based health structures aimed at developing community ownership and accountability.2,3 Yet, despite the conducive environment, community involvement in PHC remains disparate, typically in the form of support and consultancy. The leadership structure in PHC is mostly hierarchical, with decisions made at the facility or district level. This article argues that the challenges are leadership rather than participation issues in PHC and that distributed leadership (DL) is appropriate for improving community involvement in PHC in Malawi.

Narrative review approach

This article used a narrative review and policy analysis approach to examine community participation and leadership in Malawi’s PHC system. Literature was sourced from PubMed, Scopus, Google Scholar, Web of Science, grey literature and policy documents from the Malawi Ministry of Health and World Health Organization (WHO). Search terms included ‘Primary Health Care’, ‘community participation’, ‘distributed leadership’, ‘health governance’, ‘Health Surveillance Assistants’ and ‘Malawi’. Included sources comprised peer-reviewed articles, policy documents, strategic reports and technical literature relevant to PHC governance, leadership and community health systems in Malawi and other LMICs. Data analysis was guided by Distributed Leadership Theory, particularly Spillane’s model, which informed examination of leadership relationships, collaborative decision-making and governance processes across Malawi’s PHC system.

Distributed leadership as a health systems governance lens

Distributed leadership thinks about ‘leadership’ not as the characteristic of one individual but as ‘networked activity that emerges from interactions between plural actors’.4 ‘It is “stretched out” over actors, roles and contexts to be determined by relationships, routinisation and collective problem-solving rather than formal role possession’.4,5 Distributed leadership can be defined in many ways, most of which have common elements, such as shared, participatory and democratic leadership. However, this article adopts a definition of DL as a paradigm that moves the focus from individual leaders to collective practice by emphasising collaboration, shared responsibility, and the interactive relationship between leaders, followers and their environment.2

In the health system, DL is generally viewed as a collective phenomenon emerging from the interactions among multiple actors, including policymakers, managers, health practitioners and community members, as they collaborate, solve problems and make decisions within complex health environments.6 This leadership approach is particularly relevant in PHC, where service delivery depends on coordination across different levels and stakeholders. Evidence suggests that DL can strengthen PHC management capacity, enhance community engagement, support integrated and people-centred care, improve teamwork, and facilitate timely decision-making, particularly in resource-constrained settings such as LMICs. By promoting shared responsibility, collaborative problem-solving and local ownership, DL can improve the responsiveness and resilience of PHC systems. These potential benefits make the concept highly relevant to Malawi’s PHC system, where health service delivery operates within a complex context characterised by workforce shortages, resource limitations and the need for stronger coordination across community, facility and district levels.

According to the WHO, PHC can be defined as an approach to health and well-being of the whole society based on the preferences and needs of the individual, family and community. In PHC, health services are delivered in response to people’s needs and are expected to be timely, appropriate, accessible, relevant, equitable and effective. It is from this situation that the applicability of DL is derived. In PHC, leadership is required at the community, facility and district levels. Effective service delivery, outreach activities, resource utilisation and accountability depend on strong coordination among multiple actors, including health professionals, community members, volunteers and government representatives. In such a context, hierarchical management approaches may be less effective, as they can limit learning, responsiveness, participation and local ownership. Instead, PHC systems benefit from approaches that promote shared understanding, collective responsibility and the development of leadership capacity across all levels of the system. These principles strongly align with the concept of shared leadership, which emphasises collaboration, distributed decision-making and mutual accountability.

Community participation and leadership arrangements in Malawi’s primary health care system

Malawi’s PHC system is delivered primarily through government and Christian Health Association of Malawi (CHAM) facilities, supported by Health Surveillance Assistants (HSAs) and multiple community governance structures. Community participation is embedded in national strategies and operationalised through Village Health Committees (VHCs), Health Advisory Committees (HACs) and local government development committees.3

However, participation in PHC is often procedural rather than substantive. Communities are frequently mobilised to support service delivery but rarely participate meaningfully in decision-making, priority setting or performance review.7 From a DL perspective, this reflects weak horizontal leadership arrangements and limited power-sharing within PHC governance structures. Although community structures exist, leadership is not genuinely distributed across them. More broadly, DL has been associated with improved teamwork, innovation and organisational efficiency. Within PHC systems, DL can strengthen management capacity, enhance community engagement, support integrated service delivery, improve teamwork and facilitate decision-making in resource-constrained settings such as LMICs, including Malawi.8 Even though DL is considered an effective strategy to deliver PHC services for low-income countries, evidence suggests that resource limitations may adversely affect the social and political dimensions of PHC. Common barriers cited include limited operational capacity of community health workers (CHWs) and community members to engage meaningfully in participatory processes, long travel distances, inadequate transport systems and weak participatory governance structures. As of 2025, Malawi has a gross domestic product (GDP) per capita of approximately US$600.00 – $700.00.9 In contrast, Botswana and South Africa record substantially higher GDP per capita levels of approximately $7660.00 – $8500.00 and $5970.00 – $6500.00, respectively. Although Botswana and South Africa are also classified as LMICs, their comparatively stronger economic bases have enabled greater investment in the health sector, which has supported more robust governance structures and more developed decentralised health management functions relative to Malawi.

Leadership functions across community health structures

Health Surveillance Assistants play a central role in Malawi’s PHC system, delivering promotive, preventive and selected curative services at community level.10 Their proximity to households positions them as natural leaders within communities. Yet HSAs operate within tightly controlled, task-oriented systems shaped by vertical programmes and centralised supervision.11 Leadership is defined primarily as compliance with directives rather than collective problem-solving. As a result, HSAs’ leadership potential is constrained, and opportunities for shared leadership with communities are underutilised.

Village Health Committees are intended to mobilise communities, promote healthy behaviours and support HSAs. In theory, they provide a platform for DL at village level. In practice, many VHCs lack clear mandates, training and institutional support, limiting their influence.12 Their role is often confined to mobilisation, with minimal involvement in planning or monitoring. This marginalisation reflects leadership arrangements that do not value or enable shared authority.

Health Action Committees are designed to institutionalise community leadership at facility level by representing community interests and monitoring service delivery.13 However, power asymmetries between professional staff and community representatives persist, and HACs often function in an advisory rather than decision-making capacity.14 From a DL perspective, this indicates weak relational leadership and limited integration of community leadership into facility governance.

Local government structures such as Village Development Committees (VDCs) and Area Development Committees (ADCs) provide an opportunity for intersectoral leadership linking health with broader development priorities.15 Yet coordination between these structures and health facilities remains limited, reinforcing sectoral silos and fragmented leadership.

Gaps in primary health care requiring distributed leadership

Viewed through a DL lens, several systemic gaps emerge. Leadership authority remains concentrated at facility and district levels, limiting shared ownership. Coordination among HSAs, community committees and facilities is weak, resulting in parallel rather than collective action.11 Community structures lack leadership capacity and institutional legitimacy, reducing their influence.12 Accountability mechanisms exist but are weakly linked to decision-making and service improvement.14

These gaps cannot be adequately addressed by technical reforms alone. They require deliberate redesign of leadership practices to enable shared decision-making, mutual accountability and collective learning.

Strengthening distributed leadership in Malawi’s primary health care: A practice-oriented framework

To operationalise DL in Malawi’s PHC system, this article proposes strengthening DL using Spillane’s Distributed Leadership Framework, adapted to PHC governance.5 This framework emphasises three interacting elements: Leaders, followers and situations.

Firstly, leadership must be expanded beyond formal roles. Facility in-charges, HSAs, HAC members, VHCs and local leaders should be recognised as legitimate leaders within their domains. This requires deliberate role clarification and leadership development for community actors, not only professional staff.

Secondly, leadership practice must be embedded in routine interactions. Facility meetings, outreach planning, community review forums and monitoring processes should be redesigned as shared leadership spaces where decisions are jointly shaped. Health Surveillance Assistants and community representatives should participate meaningfully in facility planning and performance reviews.

Thirdly, the situation or context must support leadership distribution. This includes aligning policies, supervision systems and resource flows to reward collaboration rather than compliance. Supportive supervision, shared performance indicators, and feedback loops between communities and facilities are critical enablers. By focusing on leadership as practice rather than position, this framework offers a realistic pathway for strengthening DL within Malawi’s existing PHC structures.

Policy alignment and implementation challenges

Malawi’s policy environment is broadly supportive of DL. The National Health Policy, Health Sector Strategic Plan and National Community Health Strategy emphasise decentralisation, community participation and accountability.3 These policies create formal space for shared leadership. However, implementation remains constrained by centralised control of resources, fragmented accountability systems and limited investment in leadership capacity at the community level.11,14 Without deliberate efforts to translate policy commitments into leadership practice, DL risks remain rhetorical rather than transformative.

Conclusion

This article has argued that challenges to community participation in Malawi’s PHC system are fundamentally leadership issues. While community structures exist and policy frameworks are supportive, leadership remains hierarchical and insufficiently distributed. Distributed leadership offers a theoretically robust and contextually appropriate framework for strengthening PHC by enabling shared responsibility, collaboration and accountability across community and facility levels. Strengthening DL in Malawi requires moving beyond symbolic participation towards collective leadership practice. By investing in leadership capacity, redesigning governance routines, and aligning policies with collaborative practice, Malawi can enhance community ownership, improve PHC responsiveness and advance the original vision of PHC as articulated at Alma-Ata.

Acknowledgement

During the preparation of this work, the author used ChatGPT – 5 mini for language editing. The content was reviewed and edited by the authors, who take full responsibility for its accuracy.

Competing interests

The authors declare that they have no financial or personal relationships that may have inappropriately influenced them in writing this article.

CRediT authorship contribution

Tony M. Majo: Conceptualisation, Resources, Writing – original draft, Writing – review & editing. Martha K. Makwero: Conceptualisation, Writing – review & editing. Both authors reviewed the article, contributed to the discussion of results, approved the final version for submission and publication, and take responsibility for the integrity of its findings.

Funding information

This research received no specific grant from any funding agency in the public, commercial or not-for-profit sectors.

Data availability

Data sharing is not applicable to this article as no new data were created or analysed in this study.

Disclaimer

The views and opinions expressed in this article are those of the authors and are the product of professional research. It does not necessarily reflect the official policy or position of any affiliated institution, funder, agency or that of the publisher. The authors are responsible for this article’s results, findings and content.

References


	1. 	World Health Organization. Declaration of Alma-Ata [homepage on the Internet]. Geneva: WHO; 1978 [cited 2026 Jan 18]. Available from: https://www.who.int/docs/default-source/documents/almaata-declaration-en.pdf

	2. 	Spillane JP. Distributed leadership. Educ Forum. 2005;69(2):143–150. https://doi.org/10.1080/00131720508984678

	3. 	Ministry of Health Malawi. Health sector strategic Plan II [homepage on the Internet]. Lilongwe: MoH; 2017 [cited 2026 Jan 18]. Available from: https://extranet.who.int/cpcd/sites/default/files/public_file_repository/MWI_Malawi_Health-Sector-Strategic-Plan-Ii_2017-2022.pdf

	4. 	Gronn P. Distributed leadership as a unit of analysis. Leadersh Q. 2002;13(4):423–451. https://doi.org/10.1016/S1048-9843(02)00120-0

	5. 	Spillane JP. Distributed leadership. San Francisco, CA: Jossey-Bass; 2006.

	6. 	Harris A. Distributed leadership: According to the evidence. J Educ Adm. 2008;46(2):172–188. https://doi.org/10.1108/09578230810863253

	7. 	Arnstein SR. A ladder of citizen participation. J Am Inst Plann. 1969;35(4):216–224. https://doi.org/10.1080/01944366908977225

	8. 	Ministry of Health Malawi. National community health strategy 2017–2022 [homepage on the Internet]. Lilongwe: MoH; 2017 [cited 2026 Jan 18]. Available from: https://www.healthynewbornnetwork.org/hnn-content/uploads/National_Community_Health_Strategy_2017-2022-FINAL.pdf

	9. 	World Bank. GDP per capita (current US$) - South Africa [Internet]. Washington (DC): World Bank; 2025 [cited 2026 Jan 18]. Available from: https://data.worldbank.org/indicator/NY.GDP.PCAP.CD?locations=ZA

	10. 	Kok MC, Dieleman M, Taegtmeyer M, et al. Which intervention design factors influence performance of community health workers in low- and middle-income countries? A systematic review. Health Policy Plan. 2015;30(9):1207–1227. https://doi.org/10.1093/heapol/czu126

	11. 	Kok MC, Namakhoma I, Nyirenda L, et al. Health surveillance assistants as intermediates between the community and health sector in Malawi: Exploring how relationships influence performance. BMC Health Serv Res. 2016;16:164. https://doi.org/10.1186/s12913-016-1402-x

	12. 	Loewenson R, Laurrel AC, Hogstedt C, D’Ambruoso L, Shroff Z. Participatory action research in health systems: A methods reader [homepage on the Internet]. TARSC, AHPSR, WHO, IDRC Canada, EQUINET, Harare; 2014 [cited 2026 Jan 18]. Available from: https://equinetafrica.org/sites/default/files/uploads/documents/PAR_Methods_Reader2014_for_web.pdf

	13. 	World Health Organization. Primary health care: Now more than ever. World Health Report 2008 [homepage on the Internet]. Geneva: WHO; 2008 [cited 2026 Jan 18]. Available from: https://iris.who.int/server/api/core/bitstreams/cff98f24-bb31-42ff-9cb3-1afced2c070e/content

	14. 	George AS, Mehra V, Scott K, Sriram V. Community participation in health systems research: A systematic review assessing the state of research, the nature of interventions involved and the features of engagement with communities. PLoS One. 2015;10(10):e0141091. https://doi.org/10.1371/journal.pone.0141091

	15. 	Government of Malawi. Decentralisation policy [homepage on the Internet]. Lilongwe: Government of Malawi; 1998 [cited 2026 Jan 18]. Available from: https://library.cepa.org.mw/government-publications/malawi-decentralization-policy-1998/#gid=tainacan-item-gallery-block_id-tainacan-item-attachments_id-5927&pid=1



OPS/symbol.jpg
 — .\

\ U





OPS/CoverDesign.jpg
R AOSIS

African Journal of Primary Health
Care & Family Medicine

http://www.phcfm.org

Distributed leadership as an enabler of
community participation in primary
health care in Malawi
Tony M. Majo and Martha K. Makwero

AfrJ Prm Health Care Fam Med. 2026;18(1), a5400.
https//doi.org/10.4102/phcfm.v18i1.5400






