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Abstract
 Background : Access to healthcare in rural and remote areas 

in Thailand is an important element in ensuring that Universal Health 

Coverage is achieved. The presence of a trained and motivated health 

workforce in these areas is therefore an important factor for health 

system development in Thailand. Transformational leadership plays 

an important role in establishing well-performing health teams. This 

article draws lessons from the Thai experiences and provides evidence 

on the pivotal role of transformational leadership from the medical 

doctor, the leader the health team. 

 Methods : Document reviews and key informant interviews 

from health staffs in three provinces upcountry were performed : (1) 

Samutsongkram province, (2) Khon Kaen province, and (3) Tak  
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province. Thematic analysis was applied using four components of 

transformational leadership.

 Results : The District Health System is a primary care  

network in all districts in the country, serving as a firm basis for  

achieving Universal Health Coverage. The multidisciplinary health 

team consists of a wide range of health professionals, such as  

doctors, nurses, pharmacists, other professionals and public health 

officers. The function of the multidisciplinary health team involves 

not only facility-based health staff, but also non-professional  

staff, such as health care volunteers, and community residents.  

In the three settings studied here, health teams with a transformational 

leader displayed good performance in terms of (a) improving  

provision of a comprehensive health service package and (b)  

improving well being beyond health through considerations of  

sustainable livelihood, wealth and equity through advocating for  

the marginalized. 

 Conclusion : Commitment and transformational leadership 

by medical doctors, particularly those in rural areas, are key  

factors that help the multidisciplinary health team garner support 

from various stakeholders, such as NGOs and academicians for 

 building up 'healthy' communities that go beyond good physical 

health and support other aspects of 'well-being'  for everyone on 

Thai soil.

Key words : District health system, district hospital, health centre, 

transformational leadership, Thailand
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Background
 A strong health workforce is one of the most critical  
components of a functioning health system. The era of primary  
care strengthening, kicked off at the 1978 Alma-Ata, International  
Conference on Primary Health Care, which stressed the importance 
of the development of well-trained health care teams at the  
local levels in order to respond to the health needs of the  
community (World Health Organization, 1978). In September 2015, 
the most recent Sustainable Development Goals, endorsed by all 
head of states at the United Nation General Assembly, included the 
recruitment, training, and retention of health workforces as one of 
the targets under Goal 3 in ensuring healthy lives and in promoting 
well-being for all (United Nations, 2015, de Francisco Shapovalova 
et al.). 
 Sustainable health financing, appropriate recruitment and 
retention strategies of health workers, and quality training  
programmes are important elements for Human Resources for Health 
(HRH) planning and management that countries are pursuing.  
Within the health sector, the 138th session of the Executive Board 
meeting of the World Health Organization (WHO) discussed the draft 
global strategy on human resources for health : workforce 2030, and 
it was adopted by the 69th World Health Assembly for endorsement 
(World Health Organization, 2015). The draft global strategy  
emphasizes multidisciplinary teams with an appropriate mix of  
competencies and scope of work for delivering comprehensive  
services at not only a hospital but also other settings including  
the community. 



147 

วา
รส

าร
สัง

คม
ศา
สต

ร์บ
ูรณ

าก
าร

 With the aforementioned background, there is now a growing 
body of research on HRH as part of Health Systems Strengthening 
(HSS). This paper thus describes examples where health professionals 
within the district health system (DHS), particularly doctors, could 
lead display leadership in health for addressing health workforce 
shortages, providing comprehensive health services, and promoting 
health and well being of the rural population. This study focuses on 
Thai experiences with an aim that lessons drawn from this paper 
could be applied to other countries where health workforce shortage 
is of important concern in the national policy discourse. 

Methods
 The scope of this study focuses on the DHS. Three case 
stories were purposively selected, namely, (1) Amphawa District, 
Samutsongkram province, (2) Ubolrat District, Khon Kaen province, 
and (3) four districts of Tak province. Document review was employed 
as the main data collection technique. The study site selection was 
based on an intention to have maximal variability of geographical 
areas, and was suggested by senior officers and human resource for 
health experts in the Ministry of Public Health. 
 The reviewed documents included Thai newsletters on  
human resources for health called ‘Pee Sue Ka Yub Peek', published 
by the Human Resource for Health Development Office, funded by 
Thaihealth Foundation and its network institutes (HRDO, 2010).  
Additional references were sought from the interviews with healthcare 

providers in the study areas. Thematic analysis was applied, using 
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both inductive coding (generating themes from the field), and  

deductive coding (adopting themes from the priori framework) The 

framework of transformational leadership and healthcare was used 

for deductive coding. The four main components from the framework 

was discussed, namely, idealized influence, inspirational motivation, 

intellectual stimulation and individualized consideration (Robbins 

and Davidhizar, 2007). 

Results
 Overall, the success of these three selected case stories 

could be summarised in the following table, see Table 1. 

Table 1 Overview of the three cases on leadership in health
Case 1 Case 2 Case 3

Setting Ubolrat District, Khon 

Kaen Province

Amphawa Distr ict , 

S a m u t s o n g k r a m  

Province

Mae-Ramat ,  Poppra ,  

Tasongyang and Umphang 

Districts, Tak Province

Contex -

tual fac-

tors 

A district in the North-

eastern Region of Thai-

land, the poorest region. 

Districts in this region are 

the most disadvantage in 

term of economic and 

health workforce short-

age and mal-distribution. 

This is a well off dis-

trict which is closed to 

Bangkok, the capital 

city. Health workforces, 

especially doctors, 

normally come and 

go. Turnover rate is 

high. 

These districts are at 

Thai-Myanmar border. 

There are huge number 

of ethnic communities 

and stateless persons and 

they are not covered by 

Thai Universal Health 

Coverage (UHC). 
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Case 1 Case 2 Case 3

Leader -
sh i p  a t 
D i s t r i c t 
H e a l t h 
S y s t e m 
(DHS)

The hospital director 
committed staying longer 
term. Paradigm shift from 
curative to preventive 
services. The hospital 
director works beyond 
the health sector and 
identifies needs in the 
community that affect 
health.

The hospital director 
has shown high com-
mitment to staying in 
the DHS and led the 
team to  suppor t 
health centres. 

The hospital directors of 
the four districts formed 
a working group to collec-
tively work with non- 
government organizations 
(NGOs) and academia and 
local government units to 
set up a ‘legal clinic’ in 
the hospitals to help  
address citizenship status 
of marginalized patients.   

H e a l t h 
o u t -
comes 

Patients had better ac-
cess to health services, 
not only curative but 
also preventive services. 
The strategies of empow-
er ing v i l lagers were  
applied for improving 
both the health and  
economic status of the 
villages.

The DHS was a part of 
Thai UHC movement 
and promotes public 
heal th  funct ions .  
Other health cadres 
were happy to support 
health centres and 
community based 
care e.g. rehabilitation 
at home.

Stateless peoples got 
support  f rom ‘ legal  
cl inics’ not only for  
medical treatment but 
also solving a problem  
of citizenship.

 There were four important themes being identified, that is, 
(1) Attuning to community needs, (2) Comprehensive health service 
provided by local multidisciplinary health team, (3) Focusing on 
social determinants, and (4) Transformational leadership of medical 
doctors, with details as follows.

Theme 1—Attuning to community needs
 The case of Ubolrat District Hospital reflects this theme very 
well. One of the pioneers of rural doctors became the director of 
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Ubolrat District Hospital in 1986, and is still holding the position. 
Ubolrat is a district in Khon Kaen, a province in the north-eastern 
region of Thailand, with the majority of inhabitants serving as peasants 
and manual workers. 
 The total population of Ubolrat is about 43,000. After three 
years of being the director at Ubolrat District Hospital, the number 
of outpatient visits skyrocketed by four fold, from just 20 to over 90 
cases per day. Though such a situation is indicative of better access 
to care, it created financial difficulties to the hospital and even  
undermined the quality of care.
 At that time, Thailand had not yet achieved Universal Health 
Coverage (UHC); with limited government budget. This meant that 
the majority of the hospital income was earned from out-of-pocket 
payment from patients. Nonetheless, due to the poor economy in 
the district, it was extremely difficult for the patients to defray the 
treatment expense. Yet, the hospital always provided care at its full 
capacity. The hospital director thus realised that the conventional 
concept, 'more visits = better health' might not be an answer. Taking 
on the task to conduct his own small research study within the  
district, he found that about three quarters of patients suffered from 
preventable diseases, which can be cured with basic and proper care 
at home, without a need for advanced medical treatment. 

 Therefore, several initiatives were established. An evidentiary 
case is the capacity building programme for local villagers to promote 
rational use of medicine at home and the training of more than 60 
traditional/herbal healers, who helped treat some common  
diseases at the patient's home under close supervision by health  
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professionals. It was found that in 2004 more than 20,000 patients 
 were treated by well-trained local healers. Accordingly, the service  
burden of the facility was reduced dramatically. 
 The hospital director’s medicine programme called for basic 
drugs being distributed to local retailers at very low cost upon the 
condition that the retailers must join the training sessions arranged 
by the hospital. Revenue from the drugs purchased by retailers had 
to be accumulated by a co-operative in the village. This project not 
only facilitated access to medicine, but also helped improve  
economic status by tacitly making villagers more familiar with  
saving behaviour.          
 A number of other initiatives were also set up under this 
leadership in order to tackle not only health issues of local residents, 
but also their living status. Before the Asian Economic Collapse in 
late 1990s, most of the residents in Ubolrat were vastly influenced 
by materialism, 'more money equals to more happiness'. As a result, 
many peasants relied on monocropping with an aim to feed  
agricultural industries and gain lucrative sums. 
 Furthermore, most villagers at working age migrated to  
larger cities in order to join labour jobs, leaving the vulnerable  
groups, such as children and the elderly, behind. The hospital thus  
encouraged residents in nearby villages to apply sustainable  
agriculture concepts instead. This idea was supported by senior  
villagers, who are regarded by the communities as 'local wisemen'. 

 In the meantime, after the country's economic collapse in 

1997, this idea was highlighted by the 'sufficient economy' theory, 

proposed by His Majesty the King Rama IX. The maxim suggested that 
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multicrop farming with meticulous use of land is likely to bring about 
several natural assets, namely soils, trees, and food, which are more 
valuable than money. 
 This initiative was gradually widespread to over 70 villages 
in the district. As of 2006, the project planted more than 350,000 
trees (PTT Public Company Limited, 2007). In Tungpong Subdistrict, 
with a total population of 5,300), in 2010, the local residents were 
able to reduce household expenditure by over 6.5 million Baht (US$ 
203,000), and about 4.4 million Baht (US$ 138,000) of  the household 
debt was resolved (PTT public Company Limited, 2011).     
 It is noteworthy that, in spite of acting like the only champion, 
the hospital director always mobilised his social and intellectual 
capital to gain cooperation from various stakeholders, including village 
heads, local academia, local government units, monasteries and 
traditional healers; and attributed the success to local people. 
Trust-based relationships and interactive learning between the health 
sector and the local communities were key factors to the success.

Theme 2–Comprehensive health service provided by local 

multidisciplinary health team
 Similar to other rural area settings, rural retention of the 
health workforce, especially medical doctors, was a critical challenge. 
An example of using mixed health teams to ensure sufficient  
coverage was seen at Amphawa DHS, Samutsongkram Province, which 
covered 57,161 people in Amphawa District under the MOPH health 
facilities (comprising 1 district hospital (30 beds) and 17 health centres). 
As of August 2014, the Amphawa DHS had 128 staff members at its 
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district hospital; 65 health officers in health centres and 590 village 
health volunteers. The director of the Amphawa District  
Hospital had been working here for more than 15 years despite the 
fact that he was not a local. Other medical doctors normally came 
for a few years, including at least three years of government  
mandatory rural services for new medical doctor graduates. 
 The majority of health staff were nurses (44 of 128 total 
hospital staff) who were local there. Similar to nurses, the majority 
of other hospital staff (70% of total hospital staff) were local people, 
see Table 2. 

Table 2 Profiles of all 128 health staff at the Amphawa District  

 Hospital, as of August 2015
A. Born 

and 
grown 
up in 
this 

district

B. Born and 
grown up in 

a nearby 
district in 
the same 
province

C. Born and 
grown up in 

other 
province, in 
the same 

region

D. Born and 
grown up in 

other 
province 

outside the 
region

Total
 (n)

%

1. Medical Doctor -- -- 5 -- 5 3.9%
2. Dentist -- -- 4 -- 4 3.1%
3. Pharmacist -- 2 1 2 5 3.9%
4. Nurse 12 25 2 5 44 34.4%
5.Other paramedics* 2 2 2 1 7 5.5%
6. Other staff, eg admin 22 25 6 10 63 49.2%
Total 36 54 20 18 128 100.0%
% 28.1% 42.2% 15.6% 14.1% 100%

Note : *Other paramedics were medical technologists, physiotherapists, Thai  
 traditional medicines and public technical staff 
Source :  Quick survey by the authors
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 The national data was similar to the data from Amphawa 
District Hospital where nurses had been serving as the majority of 
the health workforce for decades, see figure 1. 

Figure 1 Number of doctors, dentists, pharmacists and professional  

  nurses during 1979-2009

Source : Jongudomsuk, et.al. (2015)

 Therefore, nurses had been considered backbone of the Thai 

health system. However, nurses alone could not effectively function 

unless having adequate support from other health cadres, such as 

pharmacists, dentists, medical doctors, other public health officers, 

supporting staff and health volunteers. Therefore a  'multidisciplinary 

team' was indispensable.  

 It was apparent that the committed director of hospital 

showed strong leadership in taking the team to support health  

centres with comprehensive health services. Doctors at the hospital, 

including the director, took turns in visiting health centres every week. 

The director also required other cadres including dentists, pharmacists 
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and physiotherapists to rotate to the affiliated health centres. These 

allied health professionals, including village health volunteers,  

visited patients’ houses regularly to provide health promotion, and 

disease prevention interventions such as diabetic and hypertension 

screening at home. All of these functions were in line with the  

concept of 'close-to-clients' services, allowing chronic disease patients 

to visit a doctor at the nearby health centres or at home, instead of 

travelling far to the hospital (Jongudomsuk et al., 2015).

Theme 3—Focusing on social determinants
 Tak was another example where transformational leadership 

was able to create a system that supports UHC, and where health  

professionals could help address social determinant problems  

(in this case, citizenship status). The province was located near the 

Thai-Myanmar border in the northern region, with a large number of 

ethnic communities and stateless persons (or 'people with citizenship 

problems' in the official term), who were believed to be born in  

Thai territory but failed to be authorised as Thai nationals due to 

difficulty in accessing the registration site and ignorance/unawareness 

of the birth registry system. Recognizing the importance of stable 

access to social services and the insecurities associated with  

citizenship challenges, directors of the district hospitals at Tak border 

(namely Mae-Ramat, Poppra, Tasongyang, and Umphang district) 

hence formed a working group in 2014, called the '4-doctors', in order 

to help each other in tackling  citizenship problems of a patient, 
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rather than providing him with just medical care (Saisoonthorn et al., 

2015).

 They sought support from academia, NGOs and local  

government units in establishing the 'legal clinic' in hospitals. The 

clinic helped link  the patients to the authorities with an ultimate 

goal to resolve his/her citizenship problem alongside provision of 

medical treatment. This approach also helped improve quality of life 

of the (stateless) patients in the long run as they would be able to 

be insured in the main public health insurance schemes once their 

nationality was verified. Besides, this process helped prevent  

statelessness problem on newborns. The work of the 4-doctors for 

the stateless population alongside support from NGOs significantly 

influenced the MOPH to expand insurance policies to cover over 

200,000 stateless persons in 2015 (Hfocus, 2015).

Theme 4—Transformational leadership of medical doctors
 To summarize the role of transformational leadership in the 

three case studies presented, the table below outlines how the four 

components of this type of leadership supported improvements in 

health and quality of life in the three different settings and affected 

the structure of the health system to become more responsive to 

community needs, thereby facilitating the contribution of other allied 

health professionals in health promotion, see Table 3.
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Table 3  Four components of transformational leadership and the  

  three case studies
Four components 

of transformational 
leadership*

Case 1 Ubolrat 
District

Case 2 Amphawa 
District

Case 3 Four 
districts, Tak 

Province

1. Idealized influence 
The leader is recog-
nized as a model. 
The leader’s vision is 
pursued with confi-
dence, determination 
and focus. Other phy-
sicians and healthcare 
personnel working 
with leaders with  
idealized influence 
respect them and are 
proud to be associ-
ated with them.

• The district hospital 
director was a role 
model for health 
staff in the district. 

• His paradigm shift 
from curative to 
health promotion 
services based on 
being attuned to 
community needs 
through a small 
scale research study  

• The district hospital 
director was a role 
model for health staff 
in the district. 

• His vision was to sup-
port health centres 
using multidisciplinary 
health teams. District 
hospital and health 
centres work together 
for comprehensive 
health services at 
health facility settings 
and community level

•  The directors of 
four district hospi-
t a l s  comb ined  
effort by working  
together  as  ‘4  
doctors’

•  Their ambitious 
goal and vision was 
one of r ight to 
health for every-
body 

2. Inspirational motiva-
tion 
The leader is able to 
communicate his/ her 
vision, principles and 
adherence to the 
healthcare mission  
effectively. This occurs 
in written and verbal 
forms, and through 
personal behavior  
as well as specific 
statements. 

•  An initiative of retail-
ers of medicines and 
then collective effort 
to be a co-operative 
in the village 

•  An initiative of sustain-
able agriculture con-
cept, which is beyond 
the health sector and 
widespread to over 
70 villages in the  
district

• During the difficult pe-
riod of lacking medical 
doctors at the district, 
the hospital director 
remained committed  
to both the district hos-
pital and health cen-
tres. Other health staffs 
joined him in his efforts

• Collective effort of 
establishing ‘legal 
clinic’ for stateless 
people 
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Four components 
of transformational 

leadership*

Case 1 Ubolrat 
District

Case 2 Amphawa 
District

Case 3 Four 
districts, Tak 

Province

3. Intellectual stimula-
tion
Leaders exhibit ing  
intellectual stimula-
tion challenge those 
working under them to 
question the status 
quo and to address 
difficult problems by 
coming up with new or 
innovative solutions.

•  Using evidence at a 
small scale to prove 
that the majority of 
patients did not need 
curative services and 
the burden of disease 
could be alleviated 
with interventions 
beyond the health 
sector. 

• Leading the health team 
to work collaboratively 
at health centres and 
communities which 
provide care in pa-
tients’ homes e.g. reha-
bil i tat ion at home 
which is more conve-
nient for disabled or 
elderly patients and 
saves time and money 
for patients

• Medical treatment 
alone cannot solve 
the root cause of 
the problem for 
stateless people

• The legal clinic links 
a patient to local 
a u t h o r i t i e s  f o r  
so l v i n g  h i s / he r  
citizenship problem 
in parallel with the 
medical treatment 
provided

4. Individualized con-
sideration
The leader recognizes 
the contributions of 
subordinates for their 
efforts and accom-
plishments in pursuit 
of the healthcare  
mission. 

• Capacity building  
programme for local 
villagers for rational 
use of medicine at 
home and training of 
more than 60 tradi-
tional/herbal healers

• Empowering ‘local 
wisemen’

• Competency of the 
physiotherapist to set 
up a training course for 
staff of health centres 
in order to support re-
habilitation services. It 
is empowering for both 
the physiotherapist and 
staff of health centres

• Empowering health       
   staff and a stateless  
  persons to realize  
  and solve the root  
  cause of the prob 
   lem

Note : *Four components of transformational leadership from Robbins abd Davidhizar  
 (2007)
Source : Synthesis by authors

 This was supported by some quotes below from the health 

staff at Amphawa District. 

 “We (nurse and other health staff) see our director going to 

health centres regularly. Although he has too many tasks in his 

hands, he obliges himself going to health centres and communities. 

Subsequently, he spends time for signing a pile of documents of 
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hospital during the evening or even over the weekend. Previously, 

we did not want to go to the villages as it is not as convenient as 

working at the hospital setting. Our director demonstrates that it  

is workable and good for people and then we follow him.”  

[Professional nurse at Amphawa Hospital]    

 “Health staff either medical doctor or other paramedic gets 

high recognition from villagers. It is very easy to convince them  

(villagers) to do any project initiated by a medical doctor. For us, 

we trust in you, a medical doctor, especially the director of a  

hospital. Amongst many other sectors, we trust you (Ministry of 

Health] most. This is because of the social asset of health sector 

since many decades ago and it remains.” [Local government staff 

at Amphawa District]

 The story of these three settings is just a few amongst many 

examples of how medical doctors in rural areas mobilise their social 

and intellectual capital in benefiting quality of life in the communities. 

As each area has its own context, there might be some nuanced 

differences of initiatives across provinces; however the transforma-

tional leadership by medical doctors was always an important factor, 

amongst other things, that contributed to this success.  

 Note that the leadership role of these medical doctors was  

connected to the contribution of the Rural Doctor Society to the 

wider public. Back to the 1960s, a rapid exodus of new Thai medical 

graduates to the western world prompted the government to launch 

several strategies to address inequitable distribution of doctors in the 

country. One of the most successful measures was the compulsory 
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contract established in 1972 with new medical graduates to perform 

three-years of clinical service in public facilities in rural areas 

(Tangcharoensathien et al., 2013). These new doctors in the early 

1970s faced many difficulties in running the hospitals, both  

financially and administratively. In 1978, with pressures mounting, 

rural doctors eventually established a society of their own, called  

the 'Rural Doctor Society', which soon evolved itself to the 'Rural 

Doctor Foundation' (RDF) in 1980. The RDF gathered doctors with a 

similar spirit and created a learning platform for them to support and 

learn from each other. RDF soon became accepted by all health 

professionals and also in the wider public for its active role in  

supporting more equitable health policies and serving as a watchdog 

to counteract corrupted and inappropriate government measures 

(Wibulpolprasert and Pengpaibon, 2003).

 Amongst several members of the RDF, there were some 

doctors (like the three case studies above), who had spent far longer 

than the three-years contract in rural areas, and their long-term 

commitment, charismatic leadership, and intellectual and social 

capitals had led to a number of initiatives that helped promote 

quality of life of the local population. 

Discussion
 In periphery of Thailand, it is clear that the establishment of 

health centres and district hospitals is a key factor to the success of 

bringing 'health' and 'well-being' to people in hardship areas. The 

DHS, a network of health centres and a district hospital, is an  
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important structure under the concept of promoting primary health  

care as recommended by the WHO since 1982. The DHS requires 

committed health teams to provide comprehensive essential health 

services (e.g. curative care, rehabilitation, health promotion, disease 

prevention, palliative care, long term care etc) to respond to health 

need of people in communities. To provide such function, the  

multidisciplinary health team is needed. 

 Though it is widely accepted that doctors are always the key 

player of the team. It is unarguable that doctors alone are not enough. 

The team needs other health cadres, such as dentists, pharmacists, 

nurses, health technical officers, physical therapists, Thai traditional 

medicine practitioners, dental nurses, health care workers,  

community health workers and pharmaceutical assistants. Some 

international literature also corroborated the importance of engaging 

non-professional health workers into the health team, such as Taplin 

et al (2013), Herman (2011) and Simmonds (2001).

 The team is not limited to health professionals, as it needs to 

garner support from communities as well. This point was exemplified 

in the three case studies above, for example, the establishment of 

legal clinic in Tak with support from NGOs and academics. 

 The role of transformational leadership here is important. 

The researchers found that leadership does not come from thin air 

but it requires a long-term commitment and continuous learning. 

One may argue that leadership is 'nature' and these case stories are 

exceptional examples. The researchers argue that it is nature that 

can be 'nurtured' and 'empowered' and can be emerged at all levels. 
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Though the above examples focus on medical doctors. The  

researchers assert that if one explores at the micro-level, other health 

cadres including supporting staff might present some characteristics 

of leadership in their routines. This suggestion was supported by some 

international literature, such as Reich et al (2016) and Bobbio et al 

(2012). 

 There are some common characteristics of leadership  

identified in this study, that is, (1) establishing a vision, (2) influencing 

others to share and own that vision, (3) providing reasoning for why 

and how things must improve and (4) leveraging the skills and  

resources provided by those working alongside the leader. The above 

case studies also show that openness of vision of leaders is important 

as these leaders had to look beyond the health sector to identify 

baseline needs of the population and alleviate the burden of disease 

and improve universal coverage through focusing on economic and 

legal security. Using multidisciplinary health teams that were  

sensitized to these social determinants, enables the leaders to  

contribute to sustainable development of these communities through 

various initiatives. Key ingredients in their success in making these 

initiatives effective is rooted in the leader’s ability to work across 

sectors through their social and intellectual credit, long-term  

commitment to the work, familiarity with communities, and the 

ability to motivate allied health professionals. 

 This study still experienced some weaknesses. Firstly, with 

limited number of cases, it might not have a strong generalisability 

power. One should be heedful in applying the results from this study 
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to other settings. Secondly, most information of this study was  

obtained from document review. Though there were some interviews, 

these were not used as the main data collection technique but 

performed as a supplement to document review. This might have 

implication for future research. More studies about the successes 

and challenges (or even failures) of leadership conducted through 

various data collection techniques are needed. Lastly, regarding  

reflexivity (role and experience of researchers on data construction 

and analysis), as the researchers have been engaged with some  

initiatives of rural doctors for a while, it is very likely that the  

researchers might have positive bias towards the accounts from the 

field. However, the good relationship between the research team 

and participants might render some benefits to the study in terms 

of openness of the participants in sharing their genuine opinions with 

the researchers.   

Conclusion
 The article presents the evidence from Thailand’s experience 

regarding how transformational leadership plays an important role 

in establishing well-performing health teams. Normally, medical 

doctors are the leader the health team in the District Health System, 

a primary care network in all districts in the country, serving as a firm 

basis for achieving Universal Health Coverage. A health team,  

comprising both health professional and non-professional staff, with 

a committed leader, has been proved successful in providing  

comprehensive health service and improving well being of the  
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population in the communities. Support from non-health sector, 

including civic groups or community leaders, is vital component for 

the success. This proves that though leadership is 'nature' that can 

be 'nurtured' and 'empowered' at all levels of health system. 
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