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 Abstract 

Organisational inertia continue to influence the effectiveness of healthcare systems 

globally, contributing to operational inefficiencies, increased workforce pressures, and 

concerns regarding the sustainability of optimal patient outcomes despite continued 

reform efforts. While structural interventions are frequently introduced, many fail to 

produce meaningful change, instead reinforcing existing dysfunctions. Using the Dead 

Horse Theory as an interpretive lens, this study examines how organisational inertia, 

leadership avoidance, and systemic denial interact to sustain ineffective practices in 

healthcare settings. An integrative qualitative literature review was conducted, drawing 

on peer-reviewed studies sourced from major academic databases. The analysis focused 

on how organisational inertia, leadership behaviour, workforce dynamics, ethical 

accountability, and stakeholder engagement interact as interconnected rather than 

isolated factors. Through thematic and narrative synthesis, the study identified 

recurring patterns of symbolic reform, leadership avoidance, workforce 

disengagement, and weakened organisational responsiveness across healthcare 

contexts. Findings indicate that organisational inertia stabilises outdated routines and 

limits adaptability, while leadership avoidance reinforces these patterns through 

symbolic or procedural actions that fail to address underlying problems. Although such 

approaches may maintain short-term stability, they contribute to long-term 

consequences including burnout, reduced motivation, weakened team cohesion, and 

diminished psychological safety. Ethical accountability and stakeholder engagement 

emerged as key moderating factors that influence whether systems remain stagnant or 

shift toward adaptive change. The study develops an integrated conceptual framework 

linking organisational inertia, leadership avoidance, workforce dynamics, ethical 

accountability, and stakeholder engagement into a unified explanation of healthcare 

system performance. The study challenges linear interpretations of healthcare reform 

and highlights the need for adaptive, ethically grounded, and accountable leadership to 

disrupt entrenched system failure, supporting Sustainable Development Goal (SDG) 3: 

Good Health and Well-being and Sustainable Development Goal (SDG) 8: Decent Work 

and Economic Growth. 
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INTRODUCTION 

Healthcare systems globally continue to experience persistent inefficiencies, workforce burnout, and 

declining patient outcomes despite extensive reforms and sustained investment. Burnout among healthcare 

professionals remains a longstanding and pervasive challenge, driven by rising service demands, workforce 

shortages, administrative complexity, and emotional strain conditions that predated the COVID-19 pandemic 

but have since intensified (Sipos et al., 2024). At the same time, projections indicate a global shortfall of at 

least ten million healthcare workers by 2030, which threatens equitable access to essential services. However, 

evidence suggests that closing this gap could prevent approximately 189 million years of life lost and generate 

economic gains of around USD 1.1 trillion, though these benefits are contingent on a fundamental 

transformation of care delivery models rather than incremental workforce expansion alone (McKinsey Health 

Institute, 2025). 

These challenges extend beyond technical or resource limitations and are better understood as 

manifestations of deeper organisational and leadership dysfunction. Ineffective processes are often sustained 

over time, with endurance mistakenly interpreted as resilience. In many healthcare settings, outdated systems 

are reproduced through symbolic restructuring, repeated committee formations, and blame-shifting, which 

collectively reinforce inefficiencies and weaken workforce morale (Rosen et al., 2018; Bayat et al., 2023). 

Powell and Mannion (2024) similarly caution that policy reforms frequently recycle familiar but ineffective 

solutions, thereby perpetuating rather than resolving systemic problems. In contrast, evidence from high-

performing organisations shows that sustainable improvement depends on adaptive workflows, 

multidisciplinary collaboration, and psychological safety, highlighting that meaningful change requires 

systemic redesign rather than isolated, individual-level interventions (Singh et al., 2024; Shankar et al., 2025). 

Within this context, the Dead Horse Theory provides a useful explanatory lens for understanding 

organisational inertia in healthcare. The theory highlights the tendency to persist with failing systems rather 

than to discontinue or redesign them. However, contrary to the simplistic assumption that persistence reflects 

commitment, empirical studies suggest that continued investment in obsolete structures often compounds 

inefficiencies, worsens burnout, and declines the quality of care (Sinnott et al., 2020; Paudel, 2025). Although 

some leaders interpret persistence as organisational resilience, research increasingly shows that genuine 

resilience is grounded in adaptive problem-solving, distributed leadership, and evidence-informed decision-

making. Nevertheless, when change efforts fail to incorporate these principles, they risk reinforcing cycles of 

dysfunction rather than resolving them (Al Hamad et al., 2018; Alqahtani et al., 2023). 

Despite an expanding body of literature on healthcare leadership, organisational inertia, and workforce 

well-being, these domains continue to be examined in relative isolation. Evidence from healthcare systems 

consistently points to persistent challenges such as burnout, weak retention, and declining workforce morale, 

which suggest that the issue extends beyond individual organisational factors to deeper systemic and 

leadership-related dynamics (Al Hamad et al., 2018; Sipos et al., 2024). At the same time, organisational inertia 

has been widely documented as a key constraint on meaningful reform, where entrenched routines, risk 

aversion, and institutional habits reinforce the status quo even in the face of policy pressure for change 

(Teofilus et al., 2022; Dong, 2023). Within this context, leadership is often positioned as a critical lever for 

change, yet empirical evidence suggests that symbolic or surface-level leadership practices frequently fall short 

in disrupting embedded inefficiencies, particularly in complex and resource-constrained health systems 

(Masike & Mahomed, 2025; Singh et al., 2024).  

What remains less clearly understood is how symbolic leadership and institutionalised inertia interact to 

sustain and normalise persistent organisational dysfunction over time, representing an important conceptual 

and practical gap in the literature. While existing research has not fully clarified the mechanisms through which 

these “dead horse” dynamics endure or how adaptive leadership might effectively disrupt them in complex 

healthcare environments (Musaigwa, 2023; Paudel, 2025), Lakin and Kane (2023) emphasise that meaningful 

reform also depends on setting realistic expectations of what health systems are designed to achieve, aligning 

accountability with legitimate system functions and capacities. 

Accordingly, this study positions itself within the emerging discourse on systemic healthcare 

transformation by applying the Dead Horse Theory as an analytical lens to examine how organisational inertia, 

symbolic leadership, and systemic denial sustain inefficiencies in healthcare systems. In contrast to previous 

studies that treat leadership behaviour, organisational culture, and workforce outcomes as separate constructs, 

this study proposes an integrated framework that links these dimensions to explain persistent system failure. 

The study further seeks to investigate how adaptive leadership practices, stakeholder engagement, and public 
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service motivation influence team dynamics, decision-making processes, and workforce well-being, with the 

aim of contributing to sustainable healthcare reform. 

 

METHOD 
This study adopted a qualitative, interpretive, literature-based design to explore leadership and 

organisational dynamics within healthcare systems, recognising that qualitative inquiry provides rich, context-

sensitive and meaning-oriented insights into complex phenomena (Lim, 2024). In extending this approach, 

Goñi (2025) argues that critical interpretive reviews can achieve both depth and methodological rigour when 

supported by transparent procedures such as clear documentation of search strategies, audit trails, and 

systematic yet reflexive analytical practices.  

Interpretive qualitative approaches are particularly valuable for developing theory that is grounded in 

existing scholarship while still enabling conceptual innovation. They extend analysis beyond describing 

“what” is present in the data to explaining “how” and “why” meanings are constructed, thereby strengthening 

explanatory depth and rigour (Wiesner, 2022). This process also requires reflexivity, as meaning is shaped 

through interpretation rather than detached observation, making researcher positionality central to analysis 

(Wiesner, 2022). However, the increasing use of structured reporting checklists introduces a tension: while 

they improve transparency and consistency, overly rigid application can restrict interpretive depth and 

theoretical engagement (Ahmed et al., 2025; Wiesner, 2022). In this regard, Braun and Clarke (2025) caution 

against universal reporting standards in qualitative research, arguing that such tools can create methodological 

incongruence with core qualitative values such as reflexivity and contextual meaning-making. They instead 

advocate for values-based guidelines that prioritise flexibility, transparency, and alignment with qualitative 

epistemology. 

To strengthen methodological clarity, the literature search followed a structured, transparent procedure. 

Relevant studies were identified through academic databases including Scopus, PubMed, Google Scholar, and 

Web of Science, using keywords such as healthcare leadership, organisational inertia, systemic inefficiency, 

adaptive leadership, and change management in healthcare. Inclusion criteria focused on peer-reviewed 

studies published in English that addressed organisational dynamics, leadership behaviour, and healthcare 

system performance, while exclusion criteria eliminated non-peer-reviewed sources, opinion pieces, and 

studies not directly relevant to healthcare organisational contexts. The selection process was iterative, with 

reference tracking used to identify additional relevant studies. 

A purposive and conceptually guided approach was adopted to select relevant literature, with a specific 

focus on organisational inertia and the Dead Horse Theory. Organisational inertia is understood as the 

persistent resistance to change, embedded in entrenched structures, routines, and cultural norms that constrain 

adaptability and organisational performance (Dong, 2023). Although existing studies identify key drivers such 

as hierarchical decision-making, risk aversion, and regulatory complexity, they largely examine these factors 

in isolation. However, they do not sufficiently integrate structural, behavioural, and leadership dimensions to 

explain how inertia is sustained or how it can be systematically addressed through practical, actionable 

interventions (Dong, 2023). 

Similarly, the Dead Horse Theory was used as a complementary lens to explain how organisations 

continue to invest in failing systems due to denial, institutionalised routines, fear of disruption, or symbolic 

compliance rather than meaningful transformation (Paudel, 2025). Nevertheless, the literature indicates that 

leadership avoidance, superficial reform efforts, and continued reliance on outdated processes reinforce 

inefficiency and negatively affect workforce morale. This underscores the importance of decisive, evidence-

informed, and ethically grounded leadership in disrupting persistent system failure (Paudel, 2025).  

A critical review of the leadership literature further reveals important conceptual contrasts. On the one 

hand, transformational and ethical leadership approaches are consistently associated with improved 

organisational performance, higher employee engagement, and enhanced job satisfaction. On the other hand, 

alternative leadership models such as dark leadership, instrumental leadership, and hybrid forms remain 

underexplored in empirical healthcare research, despite their theoretical recognition. This gap limits 

understanding of how such leadership behaviours may contribute to or mitigate organisational dysfunctions 

(Hale & Onur, 2025). 

Nevertheless, the literature search followed a structured, transparent process. Peer-reviewed journal 

articles, policy documents, and authoritative sector reports were identified through major academic databases, 

including PubMed, Scopus, and Google Scholar, using keywords such as “organisational inertia,” “healthcare 

leadership,” “Dead Horse Theory,” “system failure,” “adaptive leadership,” and “healthcare workforce 
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engagement.” Studies were included if they focused on organisational behaviour, leadership practices, or 

healthcare system performance in resource-constrained or complex environments. Exclusion criteria removed 

non-peer-reviewed sources, opinion pieces without empirical or conceptual grounding, and studies not directly 

linked to healthcare organisational dynamics.  

The study selection process followed a systematic literature review framework, as presented in Figure 1, 

which transparently illustrates the sequential stages of identification, screening, eligibility assessment, and 

final inclusion, thereby ensuring methodological rigour and traceability of decisions. An initial search yielded 

1,256 records. Of these, 289 were excluded prior to screening due to duplication and clear irrelevance to the 

study’s inclusion criteria. The remaining 991 records proceeded to the screening phase, where 712 were 

excluded after abstract and title reviews, as they were either not aligned with the study's conceptual focus, only 

tangentially related, or insufficiently relevant to the research objectives. This process resulted in 279 full-text 

articles being assessed for eligibility. During this stage, a further 243 studies were excluded on closer 

examination, primarily because they did not engage substantively with leadership or internal organisational 

dynamics, were not situated within healthcare contexts, or lacked empirical grounding. A total of 36 studies 

satisfied all eligibility criteria and were included in the final synthesis, forming the evidentiary basis of the 

review. 

 

 
Figure 1. Literature Search and Selection Flow Diagram 
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Textual narratives, interpretations, and reported experiences from the selected literature formed the 

primary data for analysis. Patterns indicate that leadership avoidance and symbolic compliance frequently 

contribute to reform fatigue, intensifying workforce distress and weakening organisational resilience 

(Musaigwa, 2023; Paudel, 2025). Conversely, examples of transparent and ethically grounded leadership were 

associated with enhanced staff engagement, adaptive problem-solving, and sustainable organisational change 

(Koeslag-Kreunen et al., 2018; Alqahtani et al., 2023). 

An iterative process of close reading and reflective engagement facilitated the identification of passages 

related to leadership avoidance, reform fatigue, symbolic compliance, and workforce distress. This approach 

preserved sensitivity to nuance and context, acknowledging that organisational dynamics are shaped not only 

by formal structures but also by tacit norms, power relations, and emotional labour, as embedded in the 

literature (Tosanloo et al., 2019; Zajac et al., 2021). The study therefore foregrounds the human, relational, 

and socio-cultural dimensions of organisational behaviour, ensuring insights are analytically robust and 

grounded in lived realities reported in the literature. 

Data were analysed using a combination of thematic and narrative synthesis to identify patterns across 

diverse sources while retaining contextual depth and interpretive richness. This analytical approach aligns with 

Braun and Clarke’s (2022) position that thematic analysis should be understood as a flexible family of methods 

rather than a rigid procedural technique, thereby requiring methodological reflexivity and coherence 

throughout the analytical process. Ahmed et al. (2025) further support this perspective by demonstrating that 

Braun and Clarke’s six-phase framework enhances transparency and consistency in coding, theme 

development, and interpretation. In addition, Barnett-Page and Thomas (2009) highlight that qualitative 

synthesis is shaped by underlying epistemological positions, particularly realist and constructivist orientations, 

which influence how evidence is interpreted and integrated. Guided by these principles, the analysis in this 

study remained iterative, interpretive, and reflexive, ensuring that emerging patterns were continuously 

compared and refined. 

The initial coding process involved line-by-line examination of the literature to identify recurring concepts 

and relational patterns. For example, statements such as “leaders implement task teams without addressing 

root causes” were coded as symbolic reform, while references to “staff disengagement despite policy reforms” 

were coded as workforce demotivation under structural inertia. Similarly, descriptions of “failure to 

discontinue ineffective systems despite evidence of poor outcomes” were coded as institutional persistence of 

failure. These initial codes were then clustered into broader categories such as organisational inertia, leadership 

avoidance, performative reform, and workforce consequences of systemic dysfunction. This process ensured 

that coding remained grounded in the data while progressively moving toward conceptual abstraction. 

Through iterative refinement, these categories were synthesised into higher-order themes using the lens 

of the Dead Horse Theory, which provided an explanatory framework for understanding how organisations 

sustain ineffective systems despite clear evidence of failure. For instance, codes related to symbolic reform and 

avoidance of accountability were integrated into the broader theme of leadership avoidance sustaining 

organisational inertia. Similarly, workforce demotivation and psychological strain were grouped under the 

theme of human consequences of systemic stagnation. This interpretive layering allowed for a more nuanced 

understanding of how leadership behaviour and organisational culture interact to reproduce dysfunctional 

systems over time. 

The analytical process was not linear but cyclical, with themes repeatedly revisited to ensure coherence 

and conceptual alignment with the emerging framework. This reflexive engagement enabled continuous 

refinement of categories and prevented premature closure of interpretation. Ultimately, the synthesis produced 

a set of interconnected themes that collectively explain how organisational inertia, leadership avoidance, and 

workforce responses interact to sustain or disrupt system performance (Alqahtani et al., 2023; Shankar et al., 

2025).  

This study’s trustworthiness and ethical integrity are grounded in qualitative principles emphasising 

transparency, rigour, and responsible scholarship. Lemon and Hayes (2020) show that software-assisted 

triangulation (e.g., Leximancer) improves analytical transparency and consistency, strengthening credibility. 

Stahl and King (2020) argue that trustworthiness is ensured through credibility, transferability, dependability, 

and confirmability, which support methodological rigour. Ethically, Resnik (2024) highlights honesty, 

accountability, and respect for persons as core to research integrity. Additionally, Noble and Smith (2025) note 

that qualitative rigour is best assessed through trustworthiness rather than traditional validity and reliability, 

ensuring findings are meaningful and credible for practice. 
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RESULTS AND DISCUSSION 
The findings of this integrative qualitative review demonstrate that healthcare inefficiencies are not 

isolated operational failures but are produced through interconnected organisational and leadership systems. 

At the core of these systems is organisational inertia, which functions as a stabilising mechanism that 

entrenches outdated routines, reinforces structural rigidity, and limits adaptability. This is consistent with Dong 

(2023) and Teofilus et al. (2022), who similarly argue that institutional resistance to change is sustained by 

deeply embedded organisational norms and routine practices. Within this context, leadership avoidance 

emerges as a reinforcing mechanism in which leaders respond to systemic challenges through symbolic or 

procedural actions rather than substantive reform. Such behaviours perpetuate what has been described in the 

literature as “illusory change,” where visible activity masks the absence of meaningful transformation 

(Musaigwa, 2023; Masike & Mahomed, 2025). As a result, inefficiency becomes structurally normalised rather 

than episodic. 

The study further identifies workforce motivation and team dynamics as critical mediating pathways 

through which organisational and leadership conditions translate into performance outcomes. Where 

leadership is adaptive, ethical, and participatory, there is stronger alignment between organisational objectives 

and employee engagement, resulting in improved collaboration, psychological safety, and service delivery. 

This aligns with Fernandes et al. (2022) and Rosen et al. (2018), who emphasise the central role of leadership 

in shaping motivation and team effectiveness. Conversely, when leadership is avoidant or symbolic, workforce 

disengagement, burnout, and fragmented teamwork become more pronounced, reinforcing operational 

inefficiencies and weakening organisational resilience (Sipos et al., 2024; Al Hamad et al., 2018). In this way, 

workforce dynamics are not independent variables but are actively shaped by leadership behaviour and 

organisational structure. 

Ethical accountability and stakeholder engagement emerge as critical moderating mechanisms that 

influence whether healthcare systems remain trapped in cycles of dysfunction or move toward transformation. 

When ethical principles such as fairness, transparency, and responsibility are embedded in decision-making, 

they enhance trust, reduce resistance to change, and strengthen organisational legitimacy (Ilori et al., 2024; 

Schroeder et al., 2019). Similarly, meaningful stakeholder engagement fosters participatory governance and 

continuous feedback, which supports adaptive change processes (Shankar et al., 2025; Khaw et al., 2022). 

However, in contexts where ethical accountability is weak and stakeholder engagement is symbolic, existing 

inefficiencies are reinforced rather than resolved. 

The proposed conceptual framework (Figure 2) integrates eight interrelated constructs organisational 

inertia, leadership avoidance, workforce motivation, team dynamics, operational inefficiencies, ethical 

accountability, stakeholder engagement, and change management into a unified explanation of healthcare 

system performance. At its core, organisational inertia is identified as the foundational mechanism that 

stabilises entrenched routines, reinforces structural rigidity, and constrains adaptability, consistent with Dong 

(2023) and Teofilus et al. (2022). Within this context, leadership avoidance reinforces inertia through symbolic 

or performative responses rather than substantive intervention, thereby sustaining dysfunctional patterns and 

limiting meaningful reform (Musaigwa, 2023; Masike & Mahomed, 2025). As a result, inefficiency becomes 

structurally embedded rather than episodic, shaping the overall trajectory of organisational functioning. 

Within this system, workforce motivation and team dynamics emerge as downstream effects of the 

interaction between inertia and leadership behaviour. When leadership fails to challenge entrenched systems, 

employee engagement weakens and team coordination becomes fragmented, reflecting misalignment between 

organisational intent and operational reality. This is consistent with Fernandes et al. (2022) and Rosen et al. 

(2018) emphasize the central role of leadership in shaping motivation, collaboration, and team effectiveness. 

Consequently, operational inefficiencies are produced not as isolated failures but as system-level outcomes of 

weakened motivation and disrupted teamwork, reinforcing a cycle of declining performance and reduced 

organisational responsiveness. 

The framework further positions leadership practices as the primary driver of system behaviour, 

influencing organisational dynamics, stakeholder engagement, and ultimately systemic outcomes. Leadership 

shapes decision-making approaches, ethical orientation, and responses to system failure, while organisational 

dynamics reflect the structural and cultural conditions that either enable or constrain reform. Stakeholder 

engagement, through participatory decision-making and transparent communication, functions as a moderating 

mechanism that enhances legitimacy and reduces resistance to change (Shankar et al., 2025; Paudel, 2025). 

Ethical accountability further strengthens this system by aligning leadership actions with fairness, 

responsibility, and patient-centred care. 
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Figure 2. Conceptual Framework (Source: Own Construct)  

 

Practically, the model provides a useful diagnostic and intervention tool for healthcare leaders and 

policymakers. It helps identify where breakdowns occur whether at the leadership level, within organisational 

systems, or in stakeholder engagement processes and guides targeted interventions to improve system 

responsiveness. Moreover, it can be applied to assess the effectiveness of reform initiatives by tracking whether 

changes in leadership behaviour translate into improved engagement and measurable system-level outcomes. 

In terms of contribution, the framework advances existing literature by integrating leadership, 

organisational inertia, and stakeholder dynamics into a single explanatory model rather than treating them as 

separate constructs. It also extends the application of the Dead Horse Theory by demonstrating how persistent 

inefficiencies can be understood and addressed through interconnected system components rather than isolated 

interventions. Ultimately, the model contributes to both theory and practice by offering a structured way to 

understand how healthcare systems can shift from entrenched dysfunction toward adaptive, sustainable 

performance. 

This study demonstrates that inefficiencies within healthcare organisations are not merely operational 

shortcomings but are deeply embedded within structural, cultural, and behavioural systems that reinforce 

organisational inertia. The persistence of hierarchical decision-making, routine reliance on outdated processes, 

and the use of symbolic interventions reflects a pattern in which surface-level compliance substitutes for 

substantive transformation. Rather than improving performance, these practices often reproduce stagnation by 

shielding underlying dysfunctions from scrutiny. In this sense, the findings extend prior work by positioning 

inefficiency as an emergent property of institutionalised routines and cultural norms rather than isolated 

managerial failures (Teofilus et al., 2022; Musaigwa, 2023). This reframing strengthens the argument that 

organisational change in healthcare cannot be understood through technical optimisation alone, but must be 

located within the interplay of structure, culture, and leadership practice. 

A key theoretical contribution of this study lies in its more explicit articulation of the mechanisms through 

which organisational transformation is constrained. The analysis shows that leadership avoidance and 

symbolic action operate as intermediary mechanisms that mediate between structural pressures and 

organisational outcomes. In practice, avoidance manifests through delayed decision-making, deflection of 

accountability, and reliance on procedural conformity, which collectively sustain what is conceptualised here 

as “illusory reform.” This mechanism helps explain why adaptive leadership interventions often fail to produce 

sustained change, despite being widely advocated in the literature (Koeslag-Kreunen et al., 2018; Masike & 

Mahomed, 2025). Compared to previous studies that largely describe leadership effectiveness in normative 

terms, this study advances a more causal interpretation by showing how avoidance behaviours actively 
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reproduce inefficiency rather than simply reflecting leadership weakness. This contributes to a more process-

oriented understanding of organisational stagnation. 

The findings also clarify the role of workforce dynamics as a mediating mechanism linking leadership 

behaviour to organisational performance outcomes. Motivation, professional identity, and team cohesion are 

shown to function as dynamic pathways through which organisational conditions are translated into 

behavioural responses. Where leadership is transparent and participatory, these mediating conditions enhance 

resilience and adaptive capacity; where leadership is fragmented or avoidant, they deteriorate, leading to 

disengagement and reduced performance (Hussain et al., 2025; Zajac et al., 2021). Importantly, this study 

moves beyond descriptive accounts of workforce engagement by illustrating how these factors interact causally 

with leadership practices and organisational culture. However, the analysis also reveals that existing literature 

has not sufficiently integrated these mediating pathways into a unified explanatory model, resulting in 

fragmented interpretations of organisational change processes. 

Ethical accountability further emerges as a reinforcing mechanism that shapes both leadership legitimacy 

and organisational responsiveness. While prior studies tend to treat ethical leadership as a normative ideal, this 

study demonstrates that ethical practice has observable effects on organisational behaviour when embedded in 

decision-making structures. Transparency, stakeholder engagement, and patient-centred governance are not 

merely aspirational values but function as mechanisms that reduce resistance and enhance institutional trust 

(Ilori et al., 2024; Shankar et al., 2025). By linking ethical governance more explicitly to organisational 

outcomes, the study addresses a limitation in the literature where ethics is often discussed independently of 

performance dynamics. This strengthens the theoretical contribution by positioning ethical accountability as 

an enabling condition for transformation rather than a peripheral consideration. 

The study advances a more integrated and mechanism-oriented explanation of organisational 

transformation in healthcare settings. Unlike previous research that tends to separate leadership, culture, 

workforce behaviour, and ethics into distinct analytical domains, this study demonstrates that these elements 

operate as interconnected causal pathways within a single system of organisational change. Theoretical 

contribution is therefore located in identifying how leadership avoidance triggers symbolic action, which in 

turn weakens workforce motivation and undermines ethical coherence, ultimately sustaining inefficiency. This 

represents a shift from predominantly normative interpretations of leadership and organisational change toward 

a more explanatory framework that clarifies how and why transformation is constrained in practice. 

This study contributes a conceptual framework for understanding organisational inertia and leadership 

failure in healthcare, but it is important to recognise its limitations. Because the analysis relies exclusively on 

secondary literature, the findings remain interpretive and cannot be directly validated through primary data or 

stakeholder perspectives, meaning the framework reflects existing research rather than real-time observation. 

Although reflexive engagement and conceptual triangulation were used to reduce subjectivity, the selection 

and interpretation of sources are still influenced by the researcher’s perspective, which may shape thematic 

emphasis and relationships.  

The focus on published literature may underrepresent experiences from resource-constrained or politically 

complex settings, limiting the breadth of contextual insights. While the Dead Horse Theory offers a useful 

lens, its application here remains theoretical and requires empirical testing to confirm its relevance across 

diverse healthcare environments. The framework also emphasises leadership and organisational dynamics, 

which means broader macro-level factors such as national policy environments, funding constraints, and socio-

political determinants are not fully addressed. The study does not distinguish between specific healthcare 

service areas, and therefore, future research should test and refine the framework across different settings to 

enhance its applicability and generalisability. 

This study has important implications for healthcare leadership, policy, and organisational reform, 

particularly in resource-constrained settings. The findings show that organisational inertia, combined with 

symbolic or performative leadership, can sustain inefficiencies and slow meaningful change within healthcare 

systems. Over time, this weakens organisational responsiveness and contributes to increased pressure on 

already stretched healthcare workers. The study further highlights the impact on staff well-being, including 

heightened stress and burnout, which can negatively affect service delivery and continuity of care. It therefore 

reinforces the need for adaptive, accountable, and ethically grounded leadership that responds effectively to 

both system demands and workforce needs. Ultimately, strengthening leadership practices is essential for 

improving organisational resilience, staff welfare, and patient outcomes. 

These insights directly support SDG 3 (Good Health and Well-being) by emphasising the importance of 

functional, accountable health systems that can deliver safe and effective care. Moreover, the focus on 
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workforce motivation, psychological safety, and operational improvement aligns with SDG 8 (Decent Work 

and Economic Growth), as it stresses the need for humane working conditions, fair leadership practices, and 

sustainable organisational performance. The proposed framework, therefore, contributes to achieving both 

goals by guiding leaders to dismantle failing systems, foster resilient workforces, and implement reforms that 

are both ethically responsible and operationally effective. Future policy and management strategies can use 

this framework to strengthen health system responsiveness, reduce burnout, and ensure that reforms are 

meaningful rather than symbolic. 

 

CONCLUSION 
This paper argues that many healthcare organisations continue to “ride dead horses” through symbolic 

actions, leadership avoidance, and systemic denial. Rather than demonstrating resilience, such behaviour 

reflects organisational exhaustion with real human and clinical costs. The Dead Horse Theory provides a useful 

conceptual lens for explaining why healthcare reforms often fail and for reimagining leadership accountability 

in health systems. However, to strengthen the practical value of the proposed framework, future research 

should empirically test its applicability across different healthcare settings, including resource-constrained 

environments and varied service areas such as primary care, hospitals, and emergency services. Further studies 

should also examine how macro-level factors, such as policy environments, funding constraints, and socio-

political dynamics, interact with organisational inertia and leadership behaviour. Ultimately, meaningful 

healthcare transformation requires leaders to have the courage to dismount, redesign, and move forward, co-

creating solutions that prioritise both patient outcomes and workforce well-being. 
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