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ABSTRACT

Background

Multiple job holding (MJH), defined as public sector health professionals having a second job in the
private sector, is a ubiquitous practice across health systems globally. In South Africa, MJH is legally
permissible, albeit with clear stipulations in the Remunerative Work Outside the Public Service
(RWOPS) policy. This PhD addresses knowledge gaps on the extent, forms and determinants of MJH
among South Africa’s public sector health professionals, their preferences for different MJH

regulations, and the perspectives of stakeholders on the RWOPS policy.

Aim
The aim of the PhD study was to examine multiple job holding and its regulation among public-sector
health professionals. The specific objectives of the study were to:

1. Explore the perspectives of stakeholders on the implementation of the RWOPS policy.

2. Explore the experiences of public sector medical doctors, professional nurses, and rehabilitation

therapists concerning MJH.

3. Describe the extent of different forms of MJH among public sector health professionals.

4. Determine the factors influencing MJH among public sector health professionals.

5. Investigate the relative trade-offs between different incentives and restrictions to influence

MIJH in the public sector.

Methods

Between 2021 and 2022, a sequential mixed-methods study was conducted in 29 public sector hospitals
in the Gauteng and Mpumalanga provinces of South Africa. Drawing on the health labour market
approach, MJH framework, as well as labour, organisational, and regulatory compliance theories, the
study consisted of three components: 33 key informant interviews; 30 in-depth interviews with health
professionals; and a survey that incorporated a discrete choice experiment (DCE) involving 486 medical
doctors, 571 professional nurses, and 340 rehabilitation therapists. Thematic analysis and MAXQDA

PLUS 2022 were used for qualitative data analysis, while Stata® 17 was used for quantitative analysis.

Results

The MJH prevalence differed significantly across the three professions: 38.7% among rehabilitation
therapists; 33.7% among medical doctors; and 8.6% among professional nurses. Across all professional
groups, income supplementation was the primary driver for MJH, but secondary drivers included job
variety and professional fulfilment. MJH was significantly more likely among medical specialists (OR
4.3, p<0.001), married professional nurses (OR 2.4, p=0.022) and male rehabilitation therapists (OR
2.4, p=0.005).



In the discrete choice experiment doctors, nurses, and rehabilitation therapists were strongly opposed
to banning MJH, requiring salary increases of 45.7%, 20.0%, and 42.8%, respectively, to accept a ban.
However, non-financial incentives were also influential, with doctors, nurses, and rehabilitation
therapists willing to forgo 57.9%, 54.8%, and 38.9% of their salaries, respectively, for an improved
clinical practice environment. An improved practice environment and facility management could

improve public sector retention, even if MJH is prohibited.

Ambiguity about the RWOPS policy, initially adopted as a retention strategy in the public health sector,
affects its compliance and management which varied in the two study provinces. Doctors (84.7%) and
rehabilitation therapists (87.4%) were more likely to obtain RWOPS approval, compared to professional
nurses (19.2%). However, health professionals generally supported the implementation of mandatory

RWOPS approval, but this differed by category and engagement in MJH.

Conclusion

This PhD study advances the scientific discourse on the extent, forms, and drivers of MJH among public
sector health professionals and provides novel insights into MJH regulatory preferences among health
professionals. The high reported prevalence of MJH could adversely affect the care of public-sector
patients. The ambiguity about the RWOPS policy influences its perceived legitimacy, compliance and
enforcement. The DCE demonstrates the importance of positive practice environments and competent
management for MJH mitigation. The study findings have global relevance but should inform the

review and possible revision of existing MJH policies in South Africa.
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CHAPTER 1: INTRODUCTION

1.1. Background and context

Human resources for health (HRH) are a cornerstone of robust health systems and central to achieving
Universal Health Coverage (UHC), a target of the Sustainable Development Goals [1]. However, there
is a global HRH crisis, characterised by widespread shortages, maldistribution of health professionals,
increasing migration, sub-optimal performance, and weak leadership and governance [2]. This HRH
crisis is more pronounced in low-and-middle-income countries (LMICs), especially those in sub-
Saharan Africa, that bear the most significant shortages, poor retention due to inadequate working

conditions and insufficient retention incentives [3].

South Africa (SA) boasts higher national health worker densities compared to most other African
countries, excellent health science education institutions, and has robust legal frameworks and 5-year
cyclical HRH national strategic plans [4]. Despite these strengths, the country grapples with inept
leadership and management, paradoxical health professional shortages and unemployment, disparities
in the distribution of HRH between urban and rural areas, and between the public and private health

sectors, as well as sub-optimal performance of the health workforce [5, 6].

Against this backdrop, multiple job holding (MJH) among public sector health professionals warrants
closer examination, as it affects their performance. MJH also referred to as dual practice or
moonlighting when practised without approval [7, 8], is a labour market phenomenon, that is ubiquitous
across various sectors, including in healthcare. In the health system, MJH describes the practice of
government employees working both in the public and private health sectors, either within or outside
public facilities, typically for financial gain [9]. This phenomenon has implications for UHC, often

undermining efforts to address existing health workforce challenges [10, 11].

MJH has both positive and negative effects on health professionals and the health systems, with its
effects on UHC varying according to context [12]. Although MJH has the potential to improve the
retention of skilled professionals, enhance care quality, increase earnings, and alleviate the public sector
wage burden, it also poses significant challenges. These include the misuse of public resources,
diversion of patients to private care, and an urban bias in service delivery [10, 13-15]. The World Health
Organization (WHO) has emphasised the need for further research on MJH, including regulatory

responses to the phenomenon [15].

The theoretical foundation of MJH draws from various disciplines, offering distinct explanations for

this practice, which are explored in detail in the literature review (Chapter 2). Briefly, economic theories



view MJH as a response to financial and time constraints in their primary jobs, with individuals seeking
secondary employment to supplement their incomes or to gain additional skills [16-19]. Sociological
theories focus on the professional aspects of MJH, suggesting it allows individuals to enhance their
expertise and gain peer recognition [8]. Organisational theories suggest that both work-related and
personal factors influence MJH. While MJH offers benefits, it can also affect the behaviour and
performance of workers [8]. Finally, governance theories suggest that moonlighting can indicate poor
governance, reflecting weaknesses in regulation, management and/or ethical concerns in the public
service [20-23]. These theories suggest that health professionals engage in MJH for various reasons,
including individual career goals, the gap between salary expectations and actual income, anticipated

lifestyles, and working conditions in the primary jobs [12].

My PhD thesis brings together three strands at conceptual and methodological levels: firstly, the
discourse on the regulation of MJH in South Africa and the implementation of the Remunerative Work
Outside of the Public Service (RWOPS) policy; secondly, the extent (prevalence) and forms of MJH
and its influencing factors among medical doctors, professional nurses and rehabilitation therapists
working in public sector hospitals in the Gauteng and Mpumalanga provinces of South Africa; thirdly,
the perspectives of these health professionals on MJH and their stated preferences on MJH regulatory
incentives and restrictions. Hence, this chapter aims to summarise the context and background of my
PhD research. Sections 1.2. and 1.3 summarise the global and South African context of MJH
respectively, followed by the problem statement in Section 1.4. and study rationale in Section 1.5.
Section 1.6 outlines the aim and objectives of the PhD study. Section 1.7 provides an overview of the

structure of the rest of this PhD thesis.

1.2. The global context of multiple job holding

Research on MJH has been dominated by economists and management scholars [24]. In the seminal
2006 World Health Report that focused on HRH, MJH received scant attention, except for one sentence
on the inability or unwillingness of governments to enforce regulations that prohibit moonlighting of
public sector health professionals in the private sector [25]. Notwithstanding the importance of MJH,
ten years later, the 2016 report of the Commission on health, employment and economic growth
(HEEG) only mentions dual practice in relation to the regulation of the private sector [26]. Similarly,
the evidence base for the HEEG report only mentions dual practice once and in passing [27]. The
subsequent Working for Health action plan that covers the period from 2022 to 2030 emphasises the
cluster of health workforce protection and performance as a key priority but does not mention MJH [2].

This illustrates the relative neglect of MJH in the global HRH policy discourse.



Nonetheless, the preceding 20 years have seen increasing scholarly attention on MJH among health
professionals in diverse health systems [28-36]. Consequently, substantial literature exists on MJH,
including reviews or studies on government policy approaches [7, 12, 37-41], the prevalence of and
factors influencing MJH, the stated motivations or furnished reasons of health professionals for doing

MJH [28-36], and the consequences of MJH for patient care and/or health systems [10-12, 41].

Government responses to MJH are context-dependent and vary according to the regulatory capacity and
the level of effort dedicated to enforcement, but include outright bans, partial restrictions, or no
restrictions [15]. A 2004 review of multiple public-private job holding of health care providers in
LMICs also highlighted ineffective government policy responses, often not informed by evidence on
the extent or characteristics of MJH [8]. Regardless of income level, these MJH policies and/or
regulations on MJH tend to target medical doctors [12, 41, 42], with limited research on policy options
to regulate MJH among nurses [40]. Other categories of health professionals such as rehabilitation
therapists are largely absent from the policy discussions or proposals. Consequently, the WHO has
advocated for further research into the evolution and effectiveness of policy interventions to address

MIJH in different country contexts [15].

Although research on MJH has focused predominantly on medical doctors, existing evidence suggests
that MJH is common among all health professionals globally [15, 41, 43]. Similar to MJH regulatory
approaches, the prevalence of MJH depends on context, definitions used, and the nature of the health
labour market [44]. For example, in many northern European countries, public-sector medical doctors
are allowed to work in private healthcare facilities [ 12] and often engage in independent private practice
[34]. In contrast, some southern European countries initially prohibited MJH, but many public sector
doctors continued private practice even before the bans were lifted. [12]. MJH is also common among
nurses [40], with an extensive studies on nursing agencies and moonlighting in America, Australia, and
the United Kingdom [45-49]. The 2004 review on MJH in LMICs also found that MJH was widespread,
with general hostility to the notion that public servants should engage in private employment [8].
However, the public sector challenges of limited staffing, low wages, and poor working conditions
especially in African health systems have made additional work in the private sector an increasingly

viable option for health professionals and contributed to MJH [50, 51].

MIJH theories highlight the overlapping and inter-dependent reasons for the phenomenon, with financial
motivations being the most significant [11, 30, 41]. Many health professionals seek additional
employment to supplement their income, especially when their primary job is in the public sector [7,
12, 40, 41]. Although shaped by country context, and individual circumstances [50], a scoping review
reported no evidence of a difference between HICs and LMICs in the importance of financial reasons

for MJH among nurses [40]. Several studies have also found that non-financial drivers such as skills



development, professional autonomy, job satisfaction, and career development opportunities were also

important for medical doctors and nurses [28, 36, 52, 53].

1.3. The South African context of multiple job holding

1.3.1. Overview of the health system
Apartheid left a legacy of a fragmented, racially segregated health system and pervasive inequalities,

that continue to influence HRH in South Africa [54, 55]. Key features of South Africa’s health system
include its plurality with the co-existence of public and private sectors, healthcare spending in excess
of 8% of the gross domestic product, and huge inequities in the distribution of health professionals

between the two sectors [56].

In terms of the South African Constitution, health is a concurrent responsibility of both national and
provincial governments [57]. The national government is responsible for legislation, setting norms and
standards, and monitoring the delivery of health care [57]. The provincial health departments are
responsible for the governance, planning and delivery (implementation) of health services in the public
sector [57]. In practice, provincial health departments have considerable autonomy, with wide variation
across the nine provinces in health care organisation, management and service delivery [58]. Roughly
half of total health care expenditure, primarily funded by taxes, occurs in the public sector, which is
under-resourced and serves about 84% of the population [59, 60]. Care is provided through a network

of primary health care (PHC) facilities and hospitals of different levels of specialisation [59].

In contrast, the highly resourced private health sector serves about 16% of the South African population
with variation in coverage across the nine provinces. Funded primarily through employer-subsidised
health insurance (called medical aids) [60], the private-for-profit sector operates through a network of
hospitals which are mainly located in the major urban areas. The Health Market Inquiry (HMI) found
that private health care in South Africa is characterised by high and rising costs in a predominantly fee-

for-service market [61].

1.3.2. The HRH context
At a policy level, there is recognition that HRH is key to achieving health system goals, with a strong

focus on investing in a skilled, well-distributed workforce to address inequities, improve population

health, and ensure effective responses to health crises [4].

Medical doctors, both medical practitioners (generalists) and specialists, in the private sector work as
independent practitioners in solo practices, except for single-discipline group practices such as
radiologists, some anaesthetists, and corporate pathology groups [61]. These practices tend to be located

on the same premises as private hospitals. The HMI found that general practitioners (GPs) are evenly



distributed across the insured population, but that medical specialists are concentrated in provincial
capitals and metropolitan areas [61]. This maldistribution exacerbates the inequalities in access to
specialist health services [59]. Professional nurses are in salary-employment in private hospitals,
employees, and staffing levels are determined by operational demands and anticipated patient load. The
shortfall is covered by nurses recruited through nursing agencies. Rehabilitation therapists tend to work
in solo private practices and may also be employed by other rehabilitation professionals in the private

health sector.

Notwithstanding the inequalities in the distribution of health professionals between the public and
private health sectors, there are also huge inequalities within the public health sector, both between and
within provinces [62]. In 2019, the public health sector had 282 nurses per 100,000 people, 43 doctors
(generalists) per 100,000, and 30 allied health professionals (rehabilitation therapists are part of this
group). Additionally, there were seven medical specialists per 100,000 in the public sector, compared
to 69 per 100,000 in the private sector [4]. These inequalities are exacerbated by the differences in
working conditions between the public and private health sectors. The public sector is challenged by
high patient volumes with complex disease profiles, deteriorating infrastructure, sub-optimal
management, staff shortages, exacerbated by budget constraints and difficulties in filling vacant posts,
and low morale [63]. In contrast, the private sector serves a smaller proportion of the overall South
African population, lower patient volumes, high investment in technology and modern equipment,

financial resources, and adequate staffing [63].

1.3.3. Policy context of MJH
In South Africa, the Public Service Amendment Act (PSA) of 1994 provides the legal framework for

MJH for all public sector employees, termed Remunerative Work Outside of the Public Sector
(RWOPS) [64, 65]. Although the RWOPS policy applies to all public sector employees, it was initially
adopted in the public health sector as an incentive to retain medical specialists by allowing them to
supplement their income through private sector work [59, 66]. However, the policy has had a complex

and contested history (see Chapters 7 and 8).

In terms of the RWOPS policy, public sector employees can engage in MJH provided that written
approval from the designated authority has been obtained and that the additional work occurs outside
official working hours and does not compromise their public duties or the quality of care for public
patients [65]. Permission is valid for 12 months and must be renewed annually, with guidelines,

monitoring, and reporting mechanisms in place to regulate RWOPS activities [67].

In contrast to the global discourse on MJH, the RWOPS policy, particularly as it pertains to medical

doctors, has been in the spotlight because of alleged non-compliance. A 2004 Public Service



Commission (PSC) investigation on RWOPS in two academic hospitals in Gauteng province
highlighted non-compliance with the RWOPS policy and its potential abuse, particularly by medical
specialists [68]. In the period between 2006 when the PSC report was released, and 2020 when the PhD
was planned, the debate has focused on the advantages and disadvantages of the RWOPS policy, as
well as compliance by health professionals, notably medical doctors (see Chapter 8) [66, 69]. The 2018
Presidential Health Summit underscored the need to review the RWOPS policy [70], and this matter
was flagged as a policy priority in the HRH Strategy [4].

1.4. Problem statement

There are three empirical problems that this PhD sets out to address. Firstly, MJH is legal in South
Africa through the provision of the PSA, and the subsequent RWOPS policy. However, there are no
published empirical studies on the RWOPS policy as an MJH regulatory mechanism, and there is
insufficient evidence of compliance among public sector health professionals, as well as the reasons for

non-compliance and alleged abuse among public sector health professionals.

Secondly, there is a dearth of empirical studies that compare the MJH prevalence, forms and influencing
factors among medical doctors, professional nurses, and rehabilitation therapists in South Africa’s
public health sector. Empirical data on MJH among nurses [28] and medical specialists [71] are
available but outdated, while MJH among rehabilitation therapists has been absent from the HRH
reform discussions [72]. Furthermore, in-depth qualitative studies of the MJH narratives and
motivations that could explain survey findings, are rare. Lastly, emerging evidence on the value of
labour market analyses suggests that the preferences of health professionals for HRH policies or
regulations are critical in shaping the design and appropriateness of strategies or interventions [73].
However, there is little evidence on the stated preferences of different categories of health professionals

on MJH regulatory incentives and restrictions, specifically, the RWOPS policy in South Africa.

1.5. Study rationale

The rationale for this PhD was both its scholarly contribution, and the potential to contribute to HRH

policies and health sector reforms in South Africa.

The scholarly contribution of the PhD is threefold. Firstly, this PhD is one of the first studies that
focused on the perspectives of key policy actors on the RWOPS policy as an MJH regulatory
mechanism and the reported compliance of medical doctors, professional nurses, and rehabilitation
therapists with selected aspects of RWOPS policy provisions. Secondly, the PhD research generated

new knowledge on the prevalence of MJH and the factors contributing to it among medical doctors,



professional nurses, and rehabilitation therapists. The novelty of the PhD is also the ability to compare
MIJH prevalence, forms, and influencing factors among these three professions. Thirdly, the study
employed a discrete choice experiment (DCE) to examine the preferences of public sector health
professionals in two South African provinces concerning different MJH regulatory incentives and
restrictions. The use of this DCE methodology to investigate MJH regulation was both novel and
innovative, especially in an African setting. The PhD methodology and findings have relevance for the

global discourse on MJH, but especially for other LIMCs.

The PhD study findings could inform HRH policies or initiatives regarding MJH, ultimately enhancing

health system performance, a pivotal aspect of ongoing health sector reforms in South Africa.

1.6. Aims and objectives

The study aimed to investigate the experiences, extent, contributory factors, and regulation of multiple
job holding among public sector medical doctors, professional nurses, and rehabilitation therapists in

Gauteng and Mpumalanga.

The specific objectives of the study were to:

1. Explore stakeholders’ perspectives on the implementation of the RWOPS policy as a regulatory
mechanism for multiple job holding in Gauteng and Mpumalanga.

2. Explore the experiences of public sector medical doctors, professional nurses, and rehabilitation
therapists in Gauteng and Mpumalanga concerning MJH.

3. Describe the extent of different forms of MJH among public sector medical doctors,
professional nurses and rehabilitation therapists in Gauteng and Mpumalanga.

4. Determine the factors influencing MJH among public sector medical doctors, professional
nurses, and rehabilitation therapists in Gauteng and Mpumalanga.

5. Investigate the relative trade-offs between different incentives and restrictions to influence
MIJH among public sector medical doctors, professional nurses, and rehabilitation therapists in

Gauteng and Mpumalanga.

1.7. Structure of the thesis report

This thesis adopts a publication-style format. The introductory chapters provide background, literature
review, and methodology, while the results are presented as individual papers addressing specific
research objectives (Chapters 4 to 8). An integrating narrative in Chapter 9 links these papers, providing

coherence and situating the findings within the broader context of the study.



Chapter 1:

Chapter 2:
Chapter 3:

This chapter has highlighted the global and South African context of multiple job
holding. The problem statement, study rationale, and the aims and objectives of the
study were also discussed.

This chapter presents an overview of the literature on multiple job holding.

This chapter provides an overview of the research methodology, the ethical

considerations and study limitations.

Chapters 4 to 8 present the results of the PhD as individual papers.

Chapter 4:

Chapter 5:

Chapter 6:

Chapter 7:

Chapter 8:

Chapter 9:

Paper 1: Examining the extent, forms and factors influencing multiple job holding
among medical doctors, professional nurses, and rehabilitation therapists in two South
African provinces: a cross-sectional study. (Published in BMJ Open).

Paper 2: Exploring multiple job holding among medical doctors, professional nurses,
and rehabilitation therapists in South Africa. (Planned submission to Frontiers in Health
Services).

Paper 3: Preferences of medical doctors, professional nurses and rehabilitation
therapists for multiple job holding regulation in the public sector: a discrete choice
experiment. (Published in PLOS One).

Paper 4: The ambiguity of regulating multiple job holding in South Africa (Planned
submission to Health Policy and Planning).

Paper 5: Perspectives of doctors, nurses and rehabilitation therapists in Gauteng and
Mpumalanga provinces’ public hospitals on Remunerative Work outside of the Public
Service. (Published in the South African Medical Journal).

This chapter provides an integrated and cross-cutting discussion of all the components
of the PhD study. The chapter also discusses the scholarly contribution, policy
implications and recommendations of the PhD study and provides recommendations

for future research.



CHAPTER 2: LITERATURE REVIEW

2.1. Introduction

This chapter presents an overview of the literature on MJH, specifically the extent, forms, and factors

influencing MJH as well as regulatory approaches to MJH and the views of stakeholders on the

implementation of the RWOPS policy in SA. The chapter starts with the definition of terms used in the

thesis. The second part of the literature review will be on the extent and forms of MJH, looking at its

prevalence globally and in SA. The third part will be on the factors that influence MJH and the

experiences of health professionals with MJH. The fourth part will be a review of regulatory approaches

to MJH and its enforcement. The literature review will conclude with a summary of key findings and

evidence gaps corresponding to each study objective.

2.2. Definition of terms

Term
Discrete Choice

Experiment

Health professional

Multiple job holding

Rehabilitation Therapist

Health labour market

Definition

A method for quantitatively assessing stated preferences [74] that involves
presenting participants with hypothetical choices featuring various
combinations of attributes [75]. DCEs reveal the strength of participants'
preferences, trade-offs between various combinations of attributes for
different jobs, and the likelihood of selecting these jobs [76].

In this thesis, a health professional is defined as a medical doctor or
rehabilitation therapist who is registered with the Health Professions Council
of South Africa (HPCSA) or a professional nurse who is registered with the
South African Nursing Council (SANC).

MIJH in the health sector is defined as health professionals who work in more
than one paid job at the same time [77]. In this thesis, MJH pertains to
medical doctors (medical practitioners and specialists), professional nurses,
and rehabilitation therapists who hold additional paid employment alongside
their primary job within the South African public health sector.

Includes an occupational therapist, physiotherapist, speech therapist/
audiologist, and audiologist registered with the HPCSA.

Comprises the demand for and supply of health professionals, shaped by a
country's institutions and regulations. The supply side includes factors
influencing workforce availability, such as training, migration, and attrition;

while the demand side encompasses the public, private, or donor sectors



employing health workers. Governance and policy frameworks establish the

rules for the labour market to function [78].

2.3. The extent of the different forms of multiple job holding

Context, the characteristics of health labour markets, and individual occupations influence the
definitions and descriptions of the types or forms of MJH [29]. A common MJH typology is whether
the additional paid work is clinical, defined as the diagnosis and treatment of patients, or non-clinical.
Medical doctors can engage in clinical private work: (i) outside, operating entirely in a separate external
private setting; (ii) besides, functioning in a private ward or clinic physically connected to a public
facility but operating independently; (iii) within, providing private services within a public facility but
outside its regular operating hours or designated space; or (iv) integrated, wherein additional fees may
be levied for services delivered alongside standard public offerings, often informally, with the
expectation of faster or higher quality service [29]. Doctors can also engage in non-clinical private
work, such as in businesses and/or academia [79]. Studies of MJH among nurses [47, 80-85] explored
three forms of MJH - working additional overtime in their primary public hospital or other public
hospitals, employment in private through a nursing agency, and non-clinical work in the private sector.
Rehabilitation therapists engage in similar forms of MJH to medical doctors, working in private
hospitals, practices, locums, and non-clinical jobs in the private sector. Regulatory frameworks,
healthcare system structures, and socioeconomic conditions shape how health professionals practise

MJH [29].

The extent of MJH varies across different countries and health professionals. For example, a multi-
country study of HRH in Africa and Latin America found that nurses and midwives were less likely to
engage in MJH compared to medical doctors (medical practitioners and medical specialists) [83]. This
finding is consistent with the wider literature, but it also raises questions about the varying job
opportunities or structural barriers that may prevent nurses from pursuing MJH. The prevalence of MJH
reported in the literature ranges between 5% and 80% among nurses [40, 53] and 25% to 100% among
medical specialists [37, 41, 53] across different settings. These wide ranges reflect challenges in
comparing studies, which may stem from variations in methodological approaches and contextual
factors, such as differences in healthcare systems or economic conditions. Such disparities complicate
efforts to draw generalised conclusions or identify consistent trends. In a global review [41], MJH
among medical doctors was reported in 81% of the 195 countries studied, with no significant difference
between the percentage of HICs (77%) and LMICs (82%) reporting it. The extent of MJH participation
also differs across various medical specialities, with surgical specialities exhibiting higher levels of

MJH participation [86]. The available literature has not examined whether surgical work is inherently
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more conducive to MJH or if the higher prevalence of MJH in surgical specialities reflects the economic

and organisational conditions surrounding these fields.

Research on medical doctors having multiple jobs in HICs is extensive [7, 41], focusing on its
prevalence, forms, causes [7, 29, 34, 41], and possible regulations [12, 37]. While this research provides
valuable insight into MJH, it is important to consider that these findings may not be directly translatable
to LMIC contexts, where different healthcare systems and socioeconomic factors may play a role. In
contrast, less research has been conducted on MJH among nurses in HICs and LMICs, despite evidence
of high MJH in both settings [40], and concerns about its effects on their well-being [84]. This gap
highlights the need to examine MJH among nurses, who make up a significant portion of the healthcare

workforce, considering the effects of MJH on their well-being.

In the South African context, Khan et al/ [87] found that 20% of public sector general surgeons engaged
in MJH in 2006, according to data from the Association of Surgeons of South Africa databases. Another
South African survey [88] of medical specialists found that out of 178 respondents, 37.1% of public
sector specialists worked additionally in the private sector in 2012, while Wishnia et a/ [71] found a
prevalence of 35% in 2019 (62). On the other hand, a survey of 3,784 nurses across four provinces
found that 40.7% were moonlighting or working for an agency [84]. Most South African studies on this
topic are over a decade old, except for the study by Wishnia and colleagues [71], and may not reflect
the current landscape of MJH in the country. Additionally, while existing research primarily focuses on
nurses and medical doctors, there is limited evidence on the forms and extent of MJH among
rehabilitation professionals from any setting, including South Africa, indicating a need for further

exploration.

2.4. Factors contributing to MJH and the experiences of health professionals engaged in MJH
2.4.1. Theories explaining factors influencing multiple job holding

Researchers have utilised various theories to explain why individuals are motivated to engage in MJH,

with an overview of these theories presented in Table 1.
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Table 1: Theories explaining the factors influencing MJH

Theory/Framework

Theoretical perspective on MJH

Key factors

1.

Betts' organisational
theory on moonlighting
[89]

MIJH participation is influenced by various
organisational, occupational, environmental, and
individual factors.

MJH also offers work-related benefits that can be
complementary (e.g., pursuing creativity) or
supplemental (e.g., additional income).

Although MJH offers additional benefits (such as
income and training), it may also modify workers'
habits and beliefs about their primary employment.

Organisational aspects: MJH rules, policy implementation, working hour
regulation, human resources, and incentives.

Occupational factors: type of health professional, specialisation, and
demand for profession-specific services.

Environmental factors: economic position and employment rates of the
country, salary rates between the public and private sectors, working
conditions, and the professionals engaged in MJH.

Individual influences: practitioners' demographics, finances, job views
[90], and ethics.

2. Classical microeconomic | ¢  Explains MJH in terms of the limits on working hours e Restrictions on working hours in the primary job limit an individual's
labour theory of MJH in the main job and a desire for heterogeneous work ability to make more money; hence, individuals may choose to pursue a
[16-19] second job to supplement their income.

e Individuals may also opt to work a second job for a variety of non-
monetary reasons, according to the heterogeneous jobs explanation [16].
3. Russo and colleagues' e Examines MJH by considering local factors such as e  Health system governance: regulation of MJH and the institutions
framework on MJH [29] health system governance and the local market responsible for its implementation,
structure for medical doctor services e  Local market structure: supply, demand, and services provided by
e Health systems governance and market structure medical doctors
significantly influence the forms and prevalence of
MJH.
4. Sociological e MJH is influenced by the need of health professionals e  Health professional characteristics: specialised training, peer recognition,
perspectives [ 8] to sustain their professional identity and secure peer and the pursuit of knowledge.
recognition
e  MIJH helps maintain professional identity, align with
shared values, and advance scientific knowledge and
practice.
5. Governance perspectives | ¢  MJH is seen as a: e Public servants’ conflict between personal interests and obligation to the

[20-23]

»  sign of poor governance and viewed as a form of
corruption that negatively impacts healthcare
delivery.

» conflict of interest, where public servants prioritise
personal gain over public duties, leading to corrupt
behaviour like absenteeism [23]

public health sector (employer) [23]
Lack of enforcement or consequences leads to public servants prioritising
their interests [23]
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2.4.2. Reasons and factors influencing multiple job holding
The theories outlined in the previous sections suggest that MJH is influenced by a range of financial,

non-financial, individual (socio-demographic, speciality) and organisational (working conditions)
factors. Campion et al’s systematic review [24] of MJH across different occupational sectors grouped
MIJH motivations into three broad categories: financial, career development (such as job variety), and
psychological fulfilment (such as taking additional jobs for enjoyment) [24]. Expanding on this,
Campion and Csillag’s mixed-methods study [91] of 1,487 MJH workers across 20 different industries
in the United States identified career growth, personal interest, and financial need as the main
motivations for MJH, despite the expectations that financial need would be the primary driver. Similarly,
although financial factors were often cited as the main reason for participation in MJH [29, 33, 34, 51,
92], non-financial reasons are important drivers of MJH participation among doctors and nurses [28,

36, 52, 53].

In terms of geographical variation, Hoogland et al's review [41] of MJH among doctors in 157 countries
found that the main reason for MJH was low public sector salaries, reported by 55% of the studies.
However, 65% of these studies were from LMICs, while only 30% were from HICs. The
overrepresentation of LMIC studies in Hoogland et al's review may limit the generalisability of its
conclusions across income settings. Russo et al's scoping review [40] on MJH among nurses revealed
that, at the individual level, nurses in HICs and LMICs participated in MJH primarily to augment their
public sector wages, with non-financial factors such as job satisfaction and flexibility also playing
significant roles [40]. In contrast, in the South African context, non-financial reasons, such as learning
new clinical skills, were the primary motivators for MJH, though financial reasons remained significant
[28]. The literature indicates a contextual difference, with South African nurses reporting a prioritisation

of non-financial reasons for MJH, while financial reasons are more prominent in HICs and LMICs.

Professional category and specialisation also play key roles in MJH participation. For instance, a Danish
study found that MJH was common among surgical medical specialists, particularly among specialists
in otorhinolaryngology, ophthalmology, orthopaedics, and anaesthetics [93]. Similarly, in SA MJH was
more common among specialists who derived high incomes from the private sector such as specialities
in surgery and anaesthesiology [94], while MJH was common among nurses working in critical care,
maternity, theatre and emergency departments [28]. According to my knowledge, there are no studies

on the extent of MJH among rehabilitation therapists, neither locally nor internationally.

Furthermore, there is also evidence that sociodemographic variables such as age, gender and geographic
location (contextual factor) influence engagement in MJH [31, 52, 95]. A hospital registry-based study
among doctors in Norway found that the prevalence of MJH was 25.0% among male doctors and 14.2%

among female doctors [34]. In Iran, a study conducted among doctors found that being male was
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associated with higher salary expectations and, thus, more motivation to engage in MJH [95]. Similarly,
a Brazilian study found that doctors who engaged in MJH were predominantly male and middle-aged
compared to non-MJH public sector doctors who were mainly female and younger [31]. The
associations with age and gender may be linked to financial responsibilities stemming from gender
roles, as demonstrated by a South African study which found that nurses with children had higher odds
of engaging in MJH compared to those without children [28].

Finally, studies have found that organisational factors that influence MJH include poor public hospital
working conditions, such as insufficient facilities and shortages of medications or equipment, as well
as high workloads [32, 41]. Additionally, contextual factors, such as the high demand for health
professionals by the private sector are also cited in the literature as one of the reasons for MJH [40]. In
African countries, studies on medical doctors have shown that those in urban areas have more
opportunities for MJH and are less likely to leave public-sector jobs for full-time private sector work
[29, 96]. Similarly, healthcare reforms in other contexts, such as Canada, have led to a significant
increase in MJH, with a 3.5-fold rise following regionalisation of the healthcare system [97]. In South

Africa, a growing demand for nurses in the private sector has been similarly observed [40].
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2.5. Regulation of multiple job holding

The regulation of MJH presents significant challenges, with varying measures taken by governments
across different contexts, ranging from limiting policies (complete bans) to incentive-based policies
(increasing public sector salaries) to self-regulation (professional ethics guiding behaviour). These
efforts aim to mitigate the adverse effects of MJH by reducing or managing its extent (prevalence) in
the private sector [38, 42]. However, experiences with these regulatory measures differ widely across
contexts, and there is a lack of rigorous evidence of their impact. Limiting and rewarding MJH
regulation policies are not necessarily mutually exclusive and may be implemented together in some

contexts.

2.5.1. Limiting MJH policies
Limiting policies include complete bans, restricting private practice licenses to senior health

professionals, restricting MJH hours and restricting private sector earnings (Table 2). Studies have
shown that complete bans on MJH are not effectively enforced in both HICs and LMICs [12] due to
limited resources for proper implementation [39]. These bans rarely reduce MJH [12], as seen in
Portugal, Greece and China [38]. MJH bans are also associated with pushing health professionals to
completely move to the private sector or other countries, especially in LMICs [8], and increase the
chances of doctors accepting informal payments, as observed in Greece [98]. A study conducted in
Palestine found that implementing a complete ban on MJH would not alleviate the financial strain on
patients or improve their ability to access high-quality services in the public sector [42]. In addition,
offering private licenses only to senior professionals has failed in countries like India and Zambia,
where junior nurses and junior doctors violated their exclusion [39]. Similarly, restricting the hours that
health professionals can perform MJH has also failed in countries like Indonesia and the United States
of America, where medical doctors in Indonesia and residents in the US disregarded the hour restrictions

[39].
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Table 2: A summary of MJH regulatory frameworks

Regulatory Possible challenges Possible key factors Country
approach for the health system for success examples
LIMITING MJH POLICIES

Complete ban

The practice of MIJH is completely
prohibited for health professionals [12, 38,
39]

Challenging to enforce, MJH persists
despite regulations [12, 39].

Migration of health professionals to the
private sector, other countries or provinces
that allow MJH [12, 39].

Sufficient public sector funding
[39]

Favourable public sector working
environment and conditions [39]
Established systems to monitor
private payments [39]

HIC: Quebec province — Canada, China
(before 2009) [12, 38, 39]

MIC: Iran [99]

LMIC: India (some states), Saudi Arabia,
and Turkey (except university hospitals)
[42], Mozambique (failed attempt) [29]

Restricting private practice licences to
senior health professionals

Limits MJH to selected professional
categories, such as senior consultants, by
not issuing private practice licenses to
juniors [12, 38, 39].

It is challenging to monitor [39]
Junior professionals often violate the
policy [39]

Established systems to implement
and monitor MJH [39]

MIC: Iran [32]
LMIC: Kenya (certain states), Indonesia,
Zambia, Zimbabwe, Ethiopia [39]

Restricting MJH hours
Limiting MJH to specific hours, after-hours
or off-days [12, 38, 39].

Weak monitoring  systems make it
difficult to enforce, leading to violations
of the policy [12, 39]
It is burdensome to monitor health
professionals [12, 39]

Established systems to implement
and monitor MJH [39]

HIC: Japan (some public hospitals) [12]
MIC: South Africa [67], Nigeria [100]
LMIC: Indonesia [39], Cape Verde [29]

Restricting private sector earnings

The amount of money that can be earned by
public sector workers in the private sector is
capped [12, 38, 39].

Lack of financial systems to ensure that
private income and activities are
restricted [12, 39].

Sufficient public sector funding
[39]

Favourable public sector working
environment [39]

Established systems to monitor
private payments [39]

HIC: Canada (certain states), France,
United Kingdom [12, 38, 39]

INCENTIVE-BASED MJH POLICIES
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Regulatory
approach

Possible challenges
for the health system

Possible key factors
for success

Country
examples

Exclusive contracts

Doctors receive exclusive contracts with
salary incentives or promotions for working
solely in the public sector [12, 38, 39].

Inadequate public sector funding makes
offering exclusive contracts or increasing
wages difficult [12, 39].

Sufficient public sector funding
[39]

Favourable public sector working
environment [39]

Established systems to monitor
private payments [39]

Established systems to implement
and monitor MJH

[39]

HIC: Spain, Portugal, and Italy [12, 39]
LMIC: Thailand and India (some states)
[12], Iran [99], Cape Verde [29]

Encouraging public doctors to develop
their private practice in public facilities.
Medical doctors are permitted to conduct
private practice within public hospitals [12,
38, 39].

There may be a risk of conflict of interest
for the health professionals [12, 39].
Price differences between private and
public patients may be observed as
discriminatory [12, 39].

There may be overutilisation of public
resources for private patients [12, 39].

Established systems to implement
and monitor MJH [39]

HIC: France, Germany, Ireland, Austria
[12]

MIC: Malaysia [101]

LMIC: Rwanda [102]

Raising public sector salaries

Raising public sector salaries can
incentivise MJH, but the effect may be
short-term and unsustainable [12, 39].

It is often unaffordable, particularly for
LMICs, where the public sector struggles
to match private sector salaries [12, 39].

Sufficient public sector funding
[39]

Favourable public sector working
environment [39]
Well-functioning and transparent
administration system [39]

HIC: Norway [34]
LMIC: Bangladesh [103], South Africa
equivocal [104, 105].

PERMITTED WITHOUT RESTRICTIONS

Self-regulation

Health professionals are responsible for
regulating their conduct by adhering to
ethical standards, peer oversight, and public
accountability, which fosters trust, integrity,
and ethical practice [12, 38, 39].

In HICs, a culture of ethical behaviour
and peer pressure promotes adherence to

ethical standards, with professional
bodies ensuring accountability and
preventing unethical behaviour. In

LMICs, the absence of such a culture,
combined with weak monitoring, poor
morale, and ineffective professional
bodies, hinders self-regulation.

[12]

A culture that wvalues ethical
standards and peer oversight
ensures adherence to those
standards [12]

Robust  professional  statutory
bodies and  civil society

organisations [39]

Independent review systems and
accessible reporting channels [12,
39].

HIC: United Kingdom [39], Norway [34]
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The final limiting MJH policy includes limiting private sector earnings, which means limiting the
amount of money medical doctors can earn while working full-time in the public sector. Gonzélez and
Macho-Stadler’s [37] theoretical modelling study suggests that regulating income is not as effective as
regulating involvement because it does not reduce the extent of MJH and its associated impacts.
However, in Canada [39], financial restrictions effectively reduced MJH by making private practice less
appealing for public sector doctors. Key measures included limiting private sector services to those not
available in the public health sector, capping private health sector charges and insuring only services
not covered by universal insurance. These measures reduced financial incentives for MJH, which
benefited from Canada’s well-resourced health system, universal insurance coverage, and monitoring
systems [39], features that may not be available in most LMICs. Similarly, a theoretical modelling study
[106] analysing how MJH among medical doctors affects healthcare delivery suggested that controlling
the prices of private treatments offers the greatest welfare. This price control approach would involve
setting limits on how much can be charged for private treatments, which helps regulate the size of
private practices and ensures providers receive fair compensation. This method was found to lead to
better overall welfare compared to other strategies, such as adjusting public reimbursement rates or
banning MJH. However, enforcing price regulation may be difficult, particularly in informal or loosely
regulated private healthcare sectors. In such scenarios, imposing a maximum quota on the number of
private treatments could serve as a more effective alternative. These quotas aim to limit the extent of
private service provision and balance public and private sector responsibilities, although challenges
related to compliance and feasibility may arise. Despite the limitations of theoretical modelling studies,
the findings highlight the importance of regulating private health sector involvement to prevent

excessive MJH.

Several key factors are considered necessary for the success of limiting MJH policies. These factors
included sufficient public sector financing, supportive working environments in the public sector, and

established systems to monitor private payments and implement MJH policies [39].

2.5.2. Incentive-based MJH policies
Incentive-based MJH policies include raising public sector salaries, encouraging public sector doctors

to develop private practices in public hospitals and offering higher remuneration for public sector

doctors who contract to work exclusively in the public sector (Table 2).

The first incentive-based approach is increasing public sector salaries [12]. An analysis conducted in
Norway examined the impact of increased salaries on working hours and sector choice among doctors
[107]. The results revealed that higher public sector salaries led to more hours in the public sector but
fewer in private practice. Conversely, higher private sector earnings led to more private practice hours

but fewer hours in public hospitals. Furthermore, a survey conducted in Bangladesh [103] indicated that
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while most primary health doctors were willing to give up MJH given enhanced public sector salaries,
doctors in secondary and tertiary facilities were not prepared to do so [103]. Salary increases have been
implemented for certain healthcare workforce categories in South Africa, facilitated by an occupational-
specific dispensation (OSD), along with rural allowances and commuted overtime payments. There is
uncertainty regarding the effectiveness of these measures in producing desired outcomes despite
financial incentives being provided [108, 109]. Furthermore, despite these various incentives MJH

persisted among medical specialists [71, 88].

Encouraging public doctors to develop their private practice within public facilities includes allowing
them to treat private patients at public hospitals, with compensation based on a fee-for-service model.
This approach has been adopted in various European countries, such as France, Austria, Germany, and
Ireland [12, 38]. According to Kayumba et a/ [102], in 2021 Rwanda implemented a dual clinical
practice policy that reserves space in public facilities for private practice and limits healthcare
professionals to one additional private institution. Kayumba et al's [102] mixed-methods study
examined the policy's implementation and found that it improved provider retention, patient
satisfaction, and hospital revenues in urban areas. However, the study also identified challenges,
including limited policy awareness, difficulties in monitoring the practice, and concerns about its long-
term sustainability and the adequacy of healthcare provider remuneration. Highlighting the need for
policy revisions and a more collaborative approach with relevant stakeholders. Other studies [12] found
that developing private practices in public facilities enabled more effective regulation and monitoring
of private healthcare provision, as both public and private services are delivered within the same
facilities. However, challenges such as conflicts of interest between public and private patients, as well

as the fraudulent use of public resources for private patients, were observed [12].

The third incentive-based approach involves offering exclusive contracts, providing higher salaries and
additional incentives to health professionals who opt not to engage in MJH. Governments in Spain,
Portugal, Italy, and Thailand regulate MJH by offering exclusive contracts to health professionals in
the public sector. These contracts are designed to discourage private sector employment by providing
financial incentives and opportunities for professional development within the public sector [12]. These
incentives might include financial perks such as bonuses, flexible working hours, and promotions.
However, offering exclusive contracts only to doctors, while excluding other health professionals, may

create resentment among different professional groups [110].
The success of incentive-based MJH policies depends on the country's context, including the strength

of the private sector, the availability of enforcement mechanisms, and the financial resources that

incentivise public sector work [12].
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Remunerative Work Outside of the Public Sector (RWOPS) policy
Public sector health professionals in South Africa have been allowed to take part-time jobs in the private

sector since the early 1990s, initially under the Limited Private Practice Policy and from 2001 onward,
under the RWOPS policy [94]. The RWOPS policy in the public health sector is perceived as an
incentive allowing public sector health professionals to earn additional income in the private sector
[59]. Despite this policy, concerns have arisen regarding enforcement and abuse, particularly among
medical specialists [4, 68, 69, 111, 112]. Studies have reported issues such as long working hours,
absenteeism, and the use of public resources for private patients [68], with abuse largely attributed to
the government's failure to adequately implement the policy and discipline those who violate it [113].
In response to these challenges, the Department of Public Service and Administration (DPSA) issued a
2016 directive [65] that explains the legal framework of the RWOPS policy and provides instructions
on the application and approval process. The 2020 guidelines [114] (detailed instructions to support the
implementation of the 2016 directive) aim to enhance understanding and improve the management of
RWOPS (permitted MJH) among employees. In 2024, the 2024 directives [67] were issued to address
changing circumstances. However, there remains a lack of empirical studies on RWOPS since the 2016
directive and 2020 guidelines, and challenges of inconsistent implementation and poor monitoring
persist [115]. Taylor and Kahn [66] suggest that when properly regulated, RWOPS can benefit both
healthcare professionals and patients, improving skills retention and resources in the public sector, but

effective monitoring is essential to prevent interference with public sector duties.

2.5.3. Permitted without restrictions
In terms of self-regulation, social norms and cultural expectations play a significant role in encouraging

healthcare professionals, such as medical doctors, to uphold ethical standards in their conduct, rather
than relying solely on government-imposed regulations [12]. There is a shared expectation to follow
rules, supported by peer oversight [116] and professional bodies that assist in enforcing those
expectations [38], which discourages individuals from exploiting the system. Self-regulation
approaches tend to be more effective in HICs with a culture that values ethics, strong peer oversight,
and robust professional statutory bodies, compared to LMICs where morale to uphold ethical standards
is often low, professional bodies are weak, and private sectors are poorly regulated [9, 12]. For
successful self-regulation and the cultivation of ethical behaviour, a culture that values ethics, strong
peer oversight [116], professional bodies, civil society, independent review systems, and accessible

reporting channels are essential [9, 12].

2.5.4. Other regulatory approaches
Previous research studies have suggested that when examining incentive mechanisms for public-sector

physicians who practise privately, it might be beneficial to consider non-monetary incentives in addition
to monetary incentives [12]. A 2007 qualitative study [51] of 20 doctors in Peru found that stricter

regulation of MJH could help retain public sector medical doctors and maintain patient care standards,
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although its small scale and focus on only medical doctors limit its applicability. A 2017 study [117]
reviewing 15 prohibitive policy options for regulating MJH among doctors in Iran found that a
combination of regulatory approaches, starting with softer measures to minimise the impact on doctors'
jobs and financial security, was most effective. It highlighted that successful strategies involved a mix
of interventions, such as income ceilings and improved public sector working conditions, rather than
solely legal restrictions. However, the study’s limitations include its qualitative nature, the focus on

only six expert opinions, and the exclusion of frontline medical doctors’ perspectives.

2.5.5. Research gaps
Empirical research on MJH regulation in the health sector remains scarce, many studies on MJH

regulation have been reviews [12, 38, 39], descriptive studies [8, 50] and theoretical modelling studies
[37, 106]. Furthermore, there is currently no empirical research on the effects of these combinations of
regulatory interventions among health professionals, nor their preferences regarding the different
combinations of regulatory interventions. As previously stated, MJH is allowed in South Africa under
specified restrictions, however, there is a paucity of studies on the RWOPS policy and the preferences
of health professionals for various combinations of regulatory interventions. MJH is a common practice
in both LMICs and HICs and is influenced by multiple factors depending on the country's context.
Overall, there are gaps under each of the objectives of this study. Most studies are dated, only focus on

one profession, and are not in the South African context.

2.6. Literature review summary and knowledge gaps

Table 3 summarises the existing knowledge, the knowledge gaps, and how this PhD addresses these

gaps for each objective
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Table 3: Literature review summary and knowledge gaps.

PhD objective

‘What is known

Knowledge gaps

Scholarly contribution

Objective 1

Explore the perspectives of
stakeholders on the
implementation of RWOPS
policy as a regulatory
mechanism for MJH.

Reports of non-compliance with the
RWOPS  policy by  health
professionals [68, 94, 112]

as well as poor monitoring in public
hospitals [115].

e No published studies on the implementation
of the RWOPS policy following the
provisions of the directives and guidelines
on the policy

e Insufficient evidence of compliance among
health professionals

The findings generated from this objective will
be used to make recommendations for the
improvement of the RWOPS policy
implementation process in public hospitals

Objective 2

Explore the experiences of
public sector medical
doctors, professional nurses
and rehabilitation therapists
concerning MJH.

Numerous reports of abuse by
health professionals [68, 94, 112].
Qualitative studies on MIJH are
mainly from HICs and are only on
doctors [11, 41]and nurses [40].
Qualitative studies on MJH in SA
focused on retention among medical
specialists [35, 94] and also MJH
among critical care nurses [118].

e Lack of recent empirical studies on the
experiences of medical specialists and
nurses with MJH in SA.

e Paucity of information on the experiences of
rehabilitation therapists.

This objective will provide updated insights on
MJH among SA's public sector doctors and
nurses.

One of the first studies to explore MJH among
rehabilitation therapists.

Objective 3

Describe the extent of
different forms of MJH
among public sector
doctors, professional nurses

and rehabilitation therapists.

MJH is common among doctors [7,
41] and nurses [40].

The forms of MJH vary across
different professional groups [29,
47, 80-85].

e Current studies on MJH prevalence are
dated in SA

e Paucity of studies among rehabilitation
professionals

e No cross-professional comparison studies in
the South African context

This objective will provide an update on the
extent and forms of MJH in South Africa for
medical specialists and nurses.

It will provide new information on the extent of
MJH among rehabilitation therapists.

Objective 4

Determine the factors
influencing multiple job
holding.

The factors that drive MJH are
complex and entail individual and
health system-level factors [24, 40,
41, 91].

e Lack of studies on factors that influence
MIJH among rehabilitation therapists.

e Dated information on doctors and nurses in
SA.

e There are no studies that compare the
influencing factors across different health
professional groups.

This objective will provide evidence on the
factors influencing MJH among the three
professional groups

The evidence generated can be used to determine
if and how interventions to address MJH can be
made.

Objective 5

Investigate the relative
trade-offs between different
incentives and restrictions
to influence MJH.

There are multiple regulatory
approaches for MJH [12, 39]

MJH is inadequately regulated,
especially in LMICs [12, 39].
Literature is predominantly focused
on medical doctors [119, 120].

e Studies that compare regulatory approaches
are mainly systematic reviews and are dated

e Previous DCEs have focused on doctors'
preferences for private sector work.

e Lack of DCEs examining health
professionals' preferences for different MJH
regulatory mechanisms.

One of the first DCEs to examine the preferences
of professionals for various MJH regulatory
measures.

The findings will provide empirical evidence on
the preferences of three professional groups for
different MJH regulatory mechanisms and
inform MJH policy recommendations.
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CHAPTER 3: METHODOLOGY

3.1. Introduction

This chapter provides an overview of the research methodology. Detailed descriptions of the methods
used for each component are included in the respective papers (Chapters 4 to 8), as this thesis is by
publication. Section 3.2 covers the conceptual framework, while section 3.3 details the study setting
and section 3.4. outlines the steps taken to ensure an ethical approach during the PhD study. Section 3.5
presents an outline of the methodologies used in the PhD study. Sections 3.6 to 3.7 focus on the
qualitative component of the PhD, and sections 3.8 to 3.9 elaborate on the quantitative component. In
section 3.10, there is an explanation of how the components of the PhD study were integrated. Sections

3.11 to 3.12 discuss potential biases, study limitations, and the steps taken to address them.

3.2. Conceptual framework

The conceptual framework of the PhD Figure 1 draws on the classical microeconomic labour theory of
MIJH [16-19], Russo and colleagues’ framework on MJH among medical doctors [29], Betts’
organisational theory on moonlighting [89], Sutinen and Kuperan’s socio-economic theory of

regulatory compliance [116] and the health labour market approach [73].

3.2.1. A brief overview of the framework and each theory
The Classical microeconomic labour theory of MJH (Table 1 in section 2.4.1.) posits that individuals

may pursue a second job to supplement their income due to limitations on earnings in their primary role
or for non-monetary reasons, such as acquiring new skills [16-19] The study applied microeconomic

labour theory to explore the factors influencing MJH.

Russo et al’s framework [29] (Table 1) suggests that the health system governance and market structure
significantly influence the forms and prevalence of MJH. The PhD used Russo et al’s framework to

explore how local factors shape multiple job holding among health professionals.

Betts’[89] organisational theory on moonlighting proposes that MJH participation is influenced by

various organisational, occupational, environmental, and individual factors (Table 1).

Environmental factors also reflect the labour market factors influencing MJH. The labour market of
relevance in this study is the South African health labour market, which is composed of health care
provided by the public and private health sector [56]. The health labour market includes health
professionals who vary by occupational category and whether they are specialised. Factors like salary,

working conditions, and environment significantly influence workers' decisions on how much time to
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spend working, whether to work in the public or private sector, or both, and whether to work in urban

or rural areas [73].

Incorporating Betts' theory, the study extends Russo et al's framework by highlighting how
organisational, occupational, and environmental factors shape MJH participation. These elements,
along with individual factors, contribute to a broader socio-economic context influencing health
professionals’ decisions to engage in MJH in South Africa. In this study, Betts' theory was applied
alongside microeconomic labour theory to examine the broader factors influencing MJH among health

professionals and to explore the experiences of those engaged in MJH.

Sutinen and Kuperan’s [116] socio-economic theory of regulatory compliance suggests that an
individual’s decision to adhere to regulations (compliance) is influenced not only by anticipated
economic costs and benefits, such as penalties or rewards, but also by moral obligations (personal
ethics), social influences (social norms), and the perceived legitimacy of regulatory authorities. The
theory emphasises that illegal gains significantly affect regulatory compliance, as individuals weigh the
benefits of non-compliance against the risks of detection. It argues that substantial illegal gains
encourage non-compliance, particularly in contexts with weak enforcement. Furthermore, the theory
asserts that effective regulatory systems must go beyond strict enforcement; they should cultivate
fairness, trust, and community support, as these elements are pivotal in promoting voluntary adherence
to rules [116]. In this study, Sutinen and Kuperan's theory, along with Betts' theory, were used to explore

the implementation of the RWOPS policy in public hospitals.

These theories were chosen because they offer a multifaceted view of MJH in the South African context.
Classical microeconomic labour theory explains individual decision-making around income. Russo et
al.’s framework provides insight into system-level and governance drivers. Betts’ organisational theory
illuminates institutional and workplace dynamics. Sutinen and Kuperan’s regulatory theory explores
compliance with RWOPS policy, while the health labour market framework connects MJH to structural
conditions of South Africa’s plural health system. Together, these theories address micro-, meso-, and

macro-level factors that influence MJH, essential for answering the research questions.

3.2.2. Description of the conceptual framework
Figure 1 presents the conceptual framework for this PhD. The conceptual framework significantly

shaped the conceptualisation of this PhD, particularly in defining the research objectives, guiding the

overall methodological approach, and informing the development of data collection tools.

24



Factors influencing engagement in MJH

Health labour market i
¢ Mixed health system - private and public
sector

Private sector size & development
Policies & laws that regulate MJTH Health professional decisions about multiple job holding

Wage differentials between sectors
Opportunity for MTH

Demand for profession-specific services Forms of MIH Extent of MJH .Compl.la.ﬂ{‘:e
with regulations

Organisational factors
*  Sector working conditions
*  Hospital leadership & management

Individual factors

Age, gender, number of dependents I

Occupation (category, speciality)

Financial status & financial aspirations

Personal values Consequences of MH

—s Personal and organisational -
Social factors (positive and negative consequences)

*  Nature of health profession (degree of

autonomy)
*  Social & professional norms
» Perceived legitimacy of policies & rules -

Figure 1: PhD conceptual framework for the analysis of MJH among public sector health.

Adapted from: Russo and colleagues’ framework on MJH among medical doctors [29], the classical
microeconomic theory of MJH [16-19], Betts’ organisational theory on moonlighting [89], Sutinen and
Kuperan’s socio-economic theory of regulatory compliance [116] and health labour market approach

[73].

This study posits that a health professional’s decision to engage in MJH is shaped by a complex
interaction of the health labour market, organisational, individual and social factors that influence the
forms and extent of MJH, as well as compliance with regulations. The health labour market creates the
structural conditions that enable MJH, with a mixed health system offering opportunities across both
public and private sectors. The wage differentials between sectors and demand for profession-specific
services influence engagement in MJH [89]. Health sector governance includes policies or laws that

regulate and/or permit MJH, which in turn affects individual health professional decision-making.

At the organisational level, sector-specific working conditions, hospital leadership and management
practices, and the overall management of health professionals affect MJH practice and regulation of
MIJH. The extent to which hospitals effectively monitor and manage MJH among health professionals
plays a crucial role in shaping compliance with policies. Individual factors, such as age, gender,
dependents, financial status, financial aspirations and professional occupation, determine a health

professional’s motivation for MJH [89]. Social factors also play a role, with social and professional
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norms, the perceived legitimacy of MJH policies and rules, and the nature of the individual health
profession influencing compliance. Perceptions of policy legitimacy or governance failures influence
individual compliance. These interacting factors shape the forms and extent of MJH and determine how
professionals balance their roles and time across sectors to maximise utility, whether in terms of income
or fulfilment. The personal and health system consequences of MJH can change how health
professionals view their primary jobs [89]. This altered perspective may either promote or limit further

engagement in MJH as well as influence compliance with MJH regulations.

3.3. Study setting

The research was conducted in public sector hospitals in the South African provinces of Gauteng (GP)
and Mpumalanga (MP) (Figure 2). Although Gauteng is the smallest of South Africa's nine provinces
[121], it contains the greatest proportion of the country's population, with around 15,2 million people
(25.8%) living there [ 122]. GP is the country's economic hub, contributing more than 34.8% of the gross
domestic product [121]. Mpumalanga is South Africa's second-smallest province, and it is mainly rural
[123], with 4.5 million people (7.8%) living there [122]. Geographic proximity, budgetary, and
logistical issues influenced the study setting selection. Gauteng and Mpumalanga have 35 and 33 public
hospitals, respectively. Specialised psychiatric and tuberculosis facilities were excluded in both

provinces. As a result, the study included 56 public hospitals, 28 in Gauteng and 28 in Mpumalanga.
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Figure 2: Map of the Provinces of South Africa
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3.4. Ethical considerations in research and research ethics

3.4.1. Ethical considerations
In accordance with the Singapore Declaration, this research study adhered to the four principles of

honesty, accountability, professionalism, and stewardship [124]. The steps taken to ensure an ethical
research approach during the PhD study are presented in Table 4. Ethical clearance was obtained from
the Human Research Ethics Committee (Medical) at the University of the Witwatersrand in
Johannesburg [#M210262] (Annexure 1), health facilities in Gauteng (Annexure 2) and the
Mpumalanga Provincial Health Research and Ethics Committee (Annexure 3). Authorisation was also
obtained from the relevant health facilities in Mpumalanga provinces (4). Prior to participation, all study
participants were provided with detailed information regarding the study's objectives (Annexure 5-7),
and their informed consent was duly obtained (Annexure 8-10). Individual interviews were conducted
in private to ensure confidentiality. Anonymity and confidentiality were strictly upheld, with no use of
personal names on any data collection instruments. Interview responses were coded, and only aggregate

survey data was presented in the final report.
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Table 4: Steps taken to ensure ethical research approach.

Ethical principle Steps taken by the researcher

Ethics approval e Granted by the University of the
Witwatersrand HREC (Medical)

Permission from facilities e Granted by all relevant authorities in GP
and MP

Informed consent e Obtained from all study participants
following a detailed explanation of the
study

Confidentiality & anonymity e Personal identifiers were not used on all

data collection tools.

e Participant responses were coded and
grouped as themes.

e Data kept on a password-protected
computer, that can only be accessed by the
principal researcher (PR).

Non-maleficence e Obtain informed consent to ensure
participants understand the study’s purpose
and potential risks.

e Ensured confidentiality by protecting
participants' privacy and securing their data.

Beneficence e Participants were informed that there were
no direct benefits to participating in the
study.

Research integrity e Compiled a detailed research protocol and

procedure manual.

e Training of fieldworkers, including onsite
training at the hospitals.

e Adherence to the study protocol and quality
assurance maintenance.

3.5. Overview of PhD methods

This study follows a pragmatic paradigm, using the methods that best address the research questions.
The pragmatic research paradigm was chosen to address the complex nature of MJH among health
professionals by combining subjective insights from qualitative data with objective evidence from
quantitative methods. This approach offers methodological flexibility, allowing the study to generate
practical, context-specific knowledge that is both meaningful and applicable to real-world challenges
[125]. In this cross-sectional, analytical study, a mixed-methods approach was used, incorporating both
qualitative and quantitative methodologies, as detailed in Table 5. Mixed methods research is defined
as an approach “in which the investigator collects and analyses both quantitative and qualitative data,
integrates the two forms of data, and draws interpretations based on the combined strengths of both”
[126] page 5. The aim of using mixed-methods research was to gain a comprehensive understanding
and knowledge of MJH, thereby strengthening the study’s conclusions. Qualitative methods provide

rich, contextual insights into the motivations and experiences of health professionals, while quantitative

methods allow for generalisability and statistical analysis of MJH patterns. The findings from the
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qualitative interviews were used to inform the development of attributes and levels for the discrete
choice experiment (DCE), as well as to refine the broader survey design. Integration occurred at the
design phase, where qualitative findings informed the quantitative instrument (DCE and survey), and
again during interpretation, where findings from both strands were considered together. Although
interconnected, the study comprised three main components aimed at fulfilling the research objectives.
e Component 1: Interviews with key informants and document reviews

e Component 2: In-depth interviews with respondents from the three health professional groups

e Component 3: Health professional survey with an embedded discrete choice experiment.
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Table 5: Overview of research methods and outputs

Objective

Framework or theory

Design

Methods

Research Qutputs

1. Explore the perspectives of stakeholders on the
implementation of the RWOPS policy as a regulatory
mechanism for multiple job holding in Gauteng and
Mpumalanga.

Sutinen and Kuperan's
socio-economic theory
of regulatory
compliance

Bett’s organisational

Qualitative

Semi-structured interview
with 33 key informants
Document review of
policies documents and
guidelines

Thematic analysis using

Chapter 7

The ambiguity of regulating multiple job holding in
South Africa: stakeholder perspectives on the
implementation of the Remunerative Work Outside the
Public Service Policy.

Component 1 theory on moonlighting MAXQDA Health Policy and Planning (planned submission)
2. Explore the experiences of public sector medical doctors,|Russo and colleagues’ |Qualitative |e¢  Semi-structured interviews |Chapter 5
professional nurses and rehabilitation therapists/framework on MJH with 30 health Exploring multiple job holding among medical doctors,
concerning MJH. professionals professional nurses and rehabilitation therapists in South
Classical e Thematic analysis using  |Africa
microeconomic labour MAXQDA
theory
Bett’s organisational
Component 2 theory on moonlighting Frontiers in Health Services (planned submission)
3. Describe the extent of different forms of MJH among|Classical Quantitative [ Self-administered Chapter 4
public sector doctors, professional nurses and|microeconomic labour |Cross- questionnaire includinga  |Examining the extent, forms and factors influencing
rehabilitation therapists. theory sectional DCE among 1397 health  |multiple job holding among medical doctors,
survey professionals. professional nurses, and rehabilitation therapists in two
Bett’s organisational e  Quantitative analysis using |South African provinces: a cross-sectional study
Component 3 theory on moonlighting Stata® 17.

4. Determine the factors influencing multiple job holding.

Component 3

5. Investigate the relative trade-offs between different
incentives and restrictions to influence MJH.

Component 3

BMJ Open (published)

Chapter 8

Perspectives of doctors, nurses and rehabilitation
therapists in Gauteng and Mpumalanga provinces'
public hospitals on remunerative work outside of the

public service.
SAMJ (published)

Chapter 6

Preferences of medical doctors, professional nurses and
rehabilitation therapists for multiple job holding
regulation — a discrete choice experiment

PL0oS One (published)
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3.6. Qualitative components of the PhD study

The qualitative components aimed to explore MJH and its regulation among public sector health
professionals. Findings from qualitative components were used to refine the survey tool and inform the
selection of final attributes and levels in the DCE. Additionally, the qualitative component helped to
add depth to the interpretation of the quantitative findings. The methodology specifics for the qualitative
components can be found in Chapters 5 and 7. This section offers an overview of the methodologies

employed.

3.6.1. Component 1: Key informant interviews and document reviews
The overview of the key informant interviews and document reviews used to explore objective 1 are

shown in Figure 3. Additional information can be found in Chapter 7. A purposive national sample of
30 key informants (KIs) was drawn from key stakeholder groups, including health departments, hospital
management, regulatory councils, professional bodies, trade unions, and academic experts in MJH.
Snowball sampling added three more, bringing the total to 33. While national representation was

intended, most KlIs were from Gauteng (21), Mpumalanga (10), and the Western Cape (2).

The key informants represented the following sectors: civil society (n=2), statutory bodies (n=2),
academia and research (n=3), hospital management (n=10), human resources (n=2), professional
associations (n=4), provincial government (n=3), national government (n=3), private hospital groups

(n=2), and nursing agencies (n=2).

31



Component 1 (Objective 1)

*Key RWOPS policy
document and guidelines
(Annexure 11)

*Semi-structured interviews
with 33 key informants
across SA on their views on
MIJH among health
professionals and the
RWOPS policy
implementation.

Methods

Key Informant Interviews

*Interviews with 33 key
informants across SA

*Semi-structured interview
guide (Annexure 12)

*Voice recording and
verbatim transcript

Document Review

*Review of 20 policy
documents, guidelines and
reports

Data analysis

*Interview transcriptions

*Thematic analysis and
MAXQDA.

*READ approach: reading
material, extract data,
analyse data and distill
results.

Figure 3: Overview of the key informant interviews.
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3.6.2. Component 2: In-depth interviews with three health professional groups
The overview of the in-depth interviews with the three health professional groups used to explore

objective 2 is shown in Figure 4. Additional information can be found in Chapter 5. In Gauteng and
Mpumalanga, the principal researcher purposively recruited health professionals from three categories:
doctors, nurses, and rehabilitation therapists, with current or past MJH experience. Within the
rehabilitation group, two participants were selected from each sub-discipline: physiotherapy,
occupational therapy, and speech therapy and/or audiology. Snowball sampling added 14 participants,
resulting in a total of 30 in-depth interviews. The sample was evenly split between the provinces (15

per province) and comprised 8 doctors, 10 nurses, and 12 rehabilitation therapists.

s

Component 1 (Objective 2)

*In-depth interviews with 3 groups of professionals on
their experiences on MJH and their views on the
RWOPS policy

N\

/Methods

*Purposive sample of 3 groups of health professionals
engaging or previously involved in MJH

*In-depth interviews with 30 public sector medical
doctors, professional nurses and rehabilitation therapists

*Semi-strucutred interviews guide (Annexure 13)

% Voice recording and verbatim transcription

Data Analysis

*Interview transcriptions
*Thematic analysis and MAXQDA.

N
Data Synthesis
*Integration and interpretation of in-depth interviews with
key informant interviews and document review results
)

Figure 4: Overview of the individual in-depth interviews.

3.7. Data management and analysis of the qualitative components

The qualitative data obtained from the interviews were transcribed verbatim by an external transcription

company. Following this, the researcher cross-checked the transcripts against the original recordings to
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ensure accuracy, and to correct possible errors. This resulted in engagement with and immersion in the
data. Both the voice recordings and transcripts from the interviews were securely stored on a password-

protected computer.

The transcripts were used for inductive analysis through thematic analysis [127], with additional support
from MAXQDA 2022. The principal researcher (PR) and the two supervisors individually reviewed
and coded three different key informant transcripts and three different in-depth interview transcripts. A
preliminary meeting was held to review codes and to develop potential sub-themes, and overarching
themes. Once consensus was reached on initial codes and themes, the PR proceeded to analyse the
remaining data, using a blend of manual coding and MAXQDA 2022. Manual coding facilitated
detailed, interpretive engagement with the data, while MAXQDA supported efficient organisation,
retrieval, and refinement of codes. These complementary processes were reconciled through ongoing
reflection and comparison between manual notes and software outputs to ensure consistency and depth
in theme development. A summary table was then created for further discussion. Subsequently, the PR
and two supervisors convened a meeting to discuss further insights into the phenomenon of MJH in the
South African context and revised the themes and sub-themes. Table 6 shows an overview of the steps

taken in the data analysis of the interviews.

Table 6: Steps taken in data analysis of the interviews

Steps Description

1. Coding Independent reading of six transcripts

Independent inductive coding of six transcripts

Presentation of codes by each researcher

Discussion of codes

Agreement on codes

The PR further reviewed the codes, examining recurring

patterns, contradictions, outliers, and similarities.

Developed a table of themes and sub-themes

4. Discussion of themes e The PR and two supervisors reviewed the themes and
sub-themes

e Agreed on sub-themes and themes

S. Comparing themes to the e The PR and two supervisors had two workshops to
conceptual framework discuss the following:

- Constructs arising from the qualitative data.

- Similarities and differences of constructs to those
from the framework and theories

- Revision of themes and sub-themes

6. Further discussion of insights e The PR and two supervisors held five meetings to

discuss:

- MJH in the SA context

- Refine themes and sub-themes

7. Application of revised themes e The PR applied the final themes to the interview data

2. Discussion of codes

3. Reviewing codes
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3.7.1. Trustworthiness and rigour
The study employed Lincoln and Guba's criteria for rigour [128]. Rigour was ensured through

engagement with and immersion in the data during processes of data cleaning, coding, and re-coding,
thereby enhancing the credibility of the study results. Using a semi-structured interview guide enhances
trustworthiness by ensuring consistent data collection across participants, improving dependability. Its
flexibility allows for an in-depth exploration of responses, enhancing credibility. Additionally, the
interview guide ensures alignment with research objectives, supporting confirmability. Triangulation
of the findings from interviews, document reviews, and the survey ensured the credibility and
confirmability of the study. Additionally, the inclusion of direct quotes from participants in generating
themes further contributed to the study’s confirmability. The PR and two supervisors established an
inter-coder agreement, and themes were validated during the data analysis phase, enhancing the
dependability of the study findings. The large purposive sample of key informants and different groups
of health professionals provided diverse perspectives on MJH, improving the transferability of the study
results. Furthermore, detailed descriptions of the results and triangulation of data from different sources

strengthened the study's transferability.

3.8. Quantitative components of the PhD study

The purpose of the quantitative components was to describe the extent of different forms of MJH,
determine the factors influencing MJH (Chapter 4) and investigate the relative trade-offs between
different incentives and restrictions (Chapter 6) to influence MJH among public sector medical doctors,

professional nurses, and rehabilitation therapists in Gauteng and Mpumalanga.

3.8.1. Component 3: Health professional survey with an embedded discrete choice experiment
The overview of the health professional survey which included a discrete choice experiment (DCE) to

examine objectives 3, 4 and 5 is shown in Table 7. Additional information can be found in Chapters

4 and 6.
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Table 7: Overview of health professional survey

Survey component

An overview of the survey

Study setting e 14 public hospitals in GP
e 15 public hospitals in MP
Study design and study e Cross-sectional survey
population e Full-time/permanently employed public sector health

professionals

- Medical doctors

- Professional nurses

- Rehabilitation therapists

Sample size and sampling
strategy

Medical doctors (n=552), equally distributed across GP and

MP

Professional nurses (n=502), equally distributed across GP

and MP

Rehabilitation therapists

- GP (n=237)

- MP (n=157)

Multi-stage sampling technique (Annexure 14a-b)

- Public hospital in GP (n=11) and in MP (n=11)

- Focus on six clinical disciplines

- Wards/units randomly selected

- All doctors and nurses in selected wards who consented
were surveyed

- All rehabilitation therapists at the 22 hospitals were
surveyed

- Additional hospitals added to meet rehabilitation
therapists' numbers

Data collection tool

Self-administered questionnaire (Annexure 15) with the
following sections:

- Demographic information

- Current Employment

- Choice task (DCE)

- Multiple job holding

- Extend and forms/types of MJH (RWOPS)
- Reasons for MJH (RWOPS)

- Reasons for staying in the public sector

- Reasons for not doing MJH (RWOPS)

- Permission and rules on RWOPS (MJH)

Pilot study

Piloted with 64 health professionals from two non-sampled
hospitals.

Data collection

The PR developed a procedure manual (Annexure 16) for
fieldwork and conducted fieldwork training for four days.
Two fieldworkers were recruited to assist with fieldwork.
Study participants were approached, and the study was
explained using the information sheet (Annexure 7)
Study participants completed an anonymous survey on a
tablet using REDCap, which included an electronic consent
form (Annexure 10).

Off-line survey only used during internet connectivity
disruptions.

Data was collected for four months in 15 Gauteng and 14
Mpumalanga hospitals.

Data analysis of survey data

Stata® 17
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Survey component An overview of the survey

e We used Stata's svy commands for complex cluster sampling
adjustments.

e Analyses conducted separately for each health professional
group

o Weighted to reflect population distributions between the two
provinces and between the hospital types within the group

e Adjusted for the sampling strategy

e Prevalence and time in additional jobs compared by health
professional category

e MIJH forms classified based on self-employment or
employment by others

e  Weighted ranking analysis conducted using reverse order
scoring for the importance of reasons for MJH

e Multiple logistic regression to determine factors associated
with MJH

Further analysis of DCE data
e Stata® 17

e Generalized multinomial logit model used for analysis

- Relative importance of attributes

- Interaction models: stratified analysis to assess group
heterogeneity.

- Marginal willingness to pay to determine the extra salary
needed to offset attributes that reduced utility.

- Scenario modelling to predict the uptake of various
hypothetical jobs.

3.9. Data management and quality assurance of the quantitative components

Participants completed the anonymous survey on a tablet using REDCap (Research Electronic Data
Capture), a secure online platform designed for creating and overseeing surveys and databases [129].
The PR audited the completed data daily on REDCap to verify the quality of the data. During data
collection, the survey data was backed up weekly on a password-protected computer. Survey data was

exported from the REDCap server and imported into Stata® 17 for cleaning and analysis.

3.10. Integration of key qualitative and quantitative results

The qualitative and quantitative results were integrated using triangulation. Triangulation is a technique
employed to enhance the credibility and validity of research outcomes [130]. Combining theories,
methods, or researchers in a research study through triangulation can help mitigate biases that may arise
from relying solely on a single method or researcher [131]. Three types of triangulation were used:
theory, methodological and data triangulation. Theory triangulation was achieved by applying and
interpreting findings through multiple theoretical lenses, namely the classical microeconomic labour

theory [16-19], Bett’s organisational theory [89] and Sutinen and Kuperan’s socio-economic theory of
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regulatory compliance [116], along with Russo and colleagues’ framework [29]. This approach allowed

for a more nuanced interpretation of the findings from the qualitative interviews.

Methodological triangulation was achieved by using a combination of qualitative and quantitative
methods [132]: key informant interviews, in-depth interviews with health professionals, and a survey
that included a DCE. These methods were purposefully sequenced and linked; for example, qualitative
findings informed the development of the DCE and the survey, enhancing coherence and

complementarity across methods.

Data triangulation involved drawing on multiple data sources[132] across professional cadres and
geographic settings. Qualitative data were collected from health professionals and key informants
across South Africa, while quantitative data were obtained through surveys and the DCE. The inclusion
of three professional groups (doctors, nurses, and rehabilitation therapists) across two provinces (urban
Gauteng and rural Mpumalanga). The triangulation was undertaken to enhance the depth, credibility,

and generalisability of the findings [133].

3.11. Possible bias, limitations of the study, and measures to address them

This section outlines possible biases, limitations of the study, and measures taken to mitigate the

possible biases and address the limitations.

3.11.1. Possible sources of bias
Selection bias

Selection bias occurs when the sample chosen or obtained in a study is no longer representative of the
overall population. It can be introduced if the selection of participants is restricted to a group with higher
or lower chances of engaging in MJH or if the non-MJH and MJH groups differ in ways that predict the
outcome [134]. The study employed a thorough multi-stage sampling approach with a substantial
sample size of 1397 participants, ensuring a broad and representative sample across different hospital
categories and the three health professional groups within GP and MP provinces. This method helped
mitigate selection bias by capturing the diversity within these regions, although it may not fully

represent the other provinces, given their unique characteristics.

Non-response bias

Non-response bias occurs when data cannot be collected from selected participants due to refusal to
participate, incomplete responses, or failure to establish contact. The extent of non-response can impact
the reliability and validity of survey data [135]. Mitigation strategies for non-response during data
collection included establishing rapport with participants, scheduling data collection at convenient

times, and providing a unique REDCap survey link for those unable to participate in person. These
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measures resulted in response rates exceeding 80%, ensuring representativity despite some instances of

non-response.

Social desirability bias

Social desirability bias is when individuals portray themselves and their social environment in a manner
that they believe is socially acceptable, yet it may not fully represent their actual reality [136]. During
the interviews and surveys, health professionals may have understated their involvement in MJH. The
questions in the interview guides were neutrally framed, avoiding leading language, to encourage honest
reflections and minimise social desirability bias. Using a self-administered questionnaire along with
thoughtful wording of questions helped to mitigate the risk of social desirability bias. Furthermore, all
participants in the study were assured of confidentiality and anonymity, with only aggregated data being

disclosed in reporting.

Observer bias
The researcher's existing knowledge about the subject influences the way questions are posed or how

the researcher evaluates the subject, which is known as observer bias [134]. To mitigate this, I engaged
in reflexivity, critically reflecting on my assumptions about MJH and my perspective as a health
professional. Involving two supervisors in the analysis required me to examine the findings from
different perspectives to establish an inter-coder agreement. Triangulating data from different sources,

practising reflexivity, and establishing inter-coder agreement helped minimise observer bias.

3.12. Limitations of the study and measures to address them.

3.12.1 Cross-sectional study design
The limitation of cross-sectional studies is that they examine data from a population at a specific point

in time [134]. However, this was the best approach as it allowed large amounts of data to be collected
cost-effectively. The findings provide a valuable estimate of MJH and establish a foundation for future
research. Subsequent studies can investigate how this estimate evolves and could also identify the

factors that impact these changes.

3.12.2. Generalisability to other provinces
The study was conducted across two South African provinces, Gauteng (GP) and Mpumalanga (MP)

which may not be representative of other provinces in the country. I chose GP and MP to be
representative of an urban and a rural province respectively, and do not think that the experiences of

MIJH are substantively different in these two provinces.
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3.12.3. Covid-19 pandemic
The fieldwork took place shortly after the COVID-19 pandemic, potentially influencing opportunities

for MJH among the three health professional categories. To address this, the data collection tools were
modified to incorporate questions about the pandemic's effect on MJH participation, these questions
were included in the interview schedules and survey questionnaire, making it possible to determine if

participants engaged in MJH because of the pandemic.

3.13. Strengths and scholarly contribution of the PhD

This study's strengths lie in its mixed-methods approach, combining qualitative and quantitative
techniques for a comprehensive exploration of MJH regulation. The qualitative component provided
in-depth insights into MJH motivations and the implementation of the RWOPS policy, incorporating
diverse perceptions from stakeholders across South Africa and health professionals from urban and
rural settings. The quantitative approach provided empirical evidence on the forms, extent, and
contributing factors of MJH. Additionally, the quantitative aspect ensured rigour through a large sample
size, a multistage sampling strategy, and high survey response rates (84.3% for the survey and 83.9%
for the DCE), minimising bias. The use of a DCE to quantify the trade-offs between MJH policy
interventions across the three professional groups is innovative and using a robust G-MNL model
analysis further strengthens the methodology. The study’s comparative approach across three

professional groups is novel and provides useful insights.

The strengths and scholarly contributions of the PhD study are detailed in Chapter 9.
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ABSTRACT

Objective Multiple job holding (MJH), or working in

more than one paid job simultaneously, is a common
characteristic of health labour markets. The study
examined the extent (prevalence), forms and factors
influencing MJH among public sector medical doctors,
professional nurses and rehabilitation therapists in two
South African provinces.

Design A cross-sectional, analytical study.

Setting 29 public sector hospitals in the Gauteng and
Mpumalanga provinces of South Africa.

Participants Full-time public sector medical doctors,
professional nurses and rehabilitation therapists.

Results We obtained an overall response rate of 84.3%,
with 486 medical doctors, 571 professional nurses and
340 rehabilitation therapists completing the survey.

The mean age was 39.9+9.7 years for medical doctors,
43.7+10.4 years for professional nurses and 32.3+8.7
years for rehabilitation therapists. In the preceding 12
months, the prevalence of MJH was 33.7% (95% Cl 25.8%
to 42.6%) among medical doctors, 8.6% (95% Cl 6.3% to
11.7%) among professional nurses and 38.7% (95% CI
31.5% to 46.5%) among rehabilitation therapists. Medical
doctors worked a median of 20 (10—40) hours per month
in their additional jobs, professional nurses worked 24
(12-34) hours per month and rehabilitation therapists
worked 16 (8—28) hours per month. Private practice was
the most prevalent form of MJH among medical doctors
and rehabilitation therapists, compared with nursing
agencies for professional nurses. MJH was significantly
more likely among medical specialists (OR 4.3, p<0.001),
married professional nurses (OR 2.4, p=0.022) and male
rehabilitation therapists (OR 2.4, p=0.005).

Conclusion The high prevalence of MJH could adversely
affect the care of public sector patients. The study findings
should inform the review and revision of existing MJH
palicies.

. Duane Blaauw,? Laetitia Chairmaine Rispel1

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The study used a rigorous multistage sampling
strategy with a large sample size to ensure that the
results are representative of doctors, nurses and
therapists from the study provinces.

= |t conducted a comparative analysis of three health
professional groups.

= The focus on two South African provinces may not
be representative of the entire country.

= The focus on six core disciplines may overestimate
multiple job holding prevalence.

individuals holding more than one paid job
simultaneously.i) MJH is well documented
in various health systems among medical
doctors and nurses,?’ with the dominant focus
on additional jobs in the private sector*™
MJH enables health professionals to
generate extra income and increase their job
i MJH could assist in recruiting
and retaining health professionals, with scarce
skills in the public health sector. 0 However,
health professionals engaging in MJH spend
less time in their primary jobs, which influ-
ences the availability of quality health services
in the public health sector and the achieve-
ment of universal health cc»verage.n_13 There-
fore, there 1s increased scholarly and policy
focus on the occurrence,m_1 determinants
and consequences ofM‘]H.1 1920
Notwithstanding several theoretical models
on MJH, existing evidence points to diver-
sity 1n its prevalence, and in the profiles and
motives of individuals who engage in MJH.1 2
Most MJH studies have focused on doctors

fulfilment.

Nis Busisiwe Precious INTRQDUGTIUN . and nurses, with MJH prevale‘irtcs Qll‘%lélgll’l
Matiwane; Multple job holding (MJH), a common from 25% to 69% for doctors and
busisiwe matiwane@wits.ac.za  feature of labour rna.rkets,1 refers to 5% to 80% for nurses.”® The decision to
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CHAPTER 4: EXTENT, FORMS AND FACTORS INFLUENCING MULTIPLE JOB
HOLDING
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engage in MJH among different health professionals is
influenced by various factors, including legislation, the
health labour market, and the availability and types of
secondaryjobs.11 5 Although financial factors are often
the primary reason for MJH,2 51722

tives such as status and recognition, control over work and
31

non-pecuniary incen-

professional opportunities are also contributing factors.

South Africa (SA) spends 8.5% of its gross domestic
product (GDP) on health.?® However, the health system
is characterised by a resource-constrained public health
sector that accounts for 4.1% of GDP spending and
provides care to around 84% of the population.S?Awell—
established private health sector® accounts for 4.4% of
GDP spending and covers the remaining 16% of the
populatjon.sg There are also inequities in the distribution
and skills mix of health professionals between the public
and private health sectors.® In 2019, nurses accounted
for 56% of the total public sector workforce, doctors
accounted for 8.6% and therapists for 1%, with varia-
tions by province and health professional category.% In
many low-income and middle-income countries (LMICs),
unreasonably low public sector salaries are linked to MJH
among health professionalsv57 However, comparatively
the SA public health sector has good fiscal space, public
sector health professionals’ salaries are higher than in
most other African (:ountries,35 and they get paid regu-
larly. The Public Service Amendment Act (Section 30) of
SA makes provision for MJH referred to as remunerative
work outside of the public service % Hence MJH is legal,
provided that prior approval has been obtained from the
relevant authority.

Although there is some evidence in SA on MJH
and its negative consequences for health workforce
outcomes among doctors and 1r1u1rses,10 B3738 there are
no data on MJH among rehabilitation therapists. Further-
more, studies on MJH among doctors and nurses are
dated ! 573 Thjg paper aims to address these knowl-
edge gaps by examining the extent, forms and factors
influencing MJH among public sector medical doctors,
professional nurses and rehabilitation therapists in two
South African provinces, and the time spent in their
secondary jobs.

METHODS

Study setting

The study was conducted in the Gauteng province (GP)
and Mpumalanga province (MP) of SA. GP is an urban
province and the economic hub of SA, while MP is
predominately a rural province. Geographical proximity,
financial and logistical considerations also influenced the
provincial selection.

Study design and population

A crosssectional survey was undertaken between July 2022
and October 2022 in 14 hospitals in GP and 15 hospitals
in MP, as part of a larger mixed-methods doctoral study.
The study population consisted of full-time public sector

medical doctors (generalists and specialists), professional
nurses (4 years of training) and rehabilitation thera-
pists (occupational therapists, physiotherapists, speech
therapists, audiologists and dual speech therapists/
audiologists). Health professionals in their internship
and community service were excluded because they are
not independent practitioners. Medical doctors, profes-
sional nurses and rehabilitation therapists in executive
management positions and registrars (medical specialists
in training) were also excluded. The audiologists, speech
therapists and dual speech therapists/audiologists were
combined into one subgroup.

Sample size estimation

The sample size was calculated based on the required
precision of MJH prevalence using the formula for a
single proportion with a 95% CI, a precision of 0.1, and
a power of 80%. We used the MJH prevalence estimate
of 35% for doctors,* 98% for nurses*® and 30% for ther-
apists assuming a prevalence close to that of doctors
and nurses. A finite population correction (FCP) was
applied to the calculation for therapists because of their
small total population size. The calculated sample sizes
were further adjusted for clustering using a design effect
of 1.5,41 42 resulting in 652 doctors and 502 nurses split
equally between the two provinces, as well as 287 and 152
for therapists in Gauteng and Mpumalanga, respectively.

Sampling strategy

The sampling frame consisted of public sector doctors,
nurses and therapists from the 28 hospitals in GP and
28 hospitals in MP. A multistage sampling strategy was
employed. First, a stratified cluster sample of 11 hospi-
tals from each province was selected. Four categories
of hospitals were considered: district, regional, tertiary
and central. The hospitals were chosen at random from
each stratum within each province using a sampling
proportional to size stlrateic:,ry.‘l3 In GP, five district, two
regional, two tertiary and two central hospitals were
selected. As MP does not have central hospitals, six
district, three regional and two tertiary hospitals were
selected. The required number of doctors, nurses and
therapists was calculated for the categories of hospitals
in Gauteng and Mpumalanga (see online supplemental
file 1).

At each sampled hospital, the six clinical disciplines of
focus were anaesthesia, orthopaedics, paediatrics, obstet-
rics and gynaecology, internal medicine, and surgery.
Hospital wards were chosen randomly from each disci-
pline and all doctors and nurses in the selected wards
were invited to participate in the study until the required
sample size from each hospital was achieved. All therapists
who met the inclusion criteria were eligible to participate
at the 22 hospitals, because of small population sizes. Four
additional hospitals in MP and three additional hospitals
m GP were selected to meet the required sample size for
therapists.

2
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Data collection

At each of the selected hospitals, the research team
explained the purpose, the voluntary and confidential
nature of the study to eligible participants. Consenting
study participants completed an anonymous survey, which
contained an electronic consent form on a tablet using
REDCap (Research Electronic Data Capture) M The self-
administered questionnaire collected information about
demographics, occupation, hospital overtime duties and
engagement in MJH during the preceding 12 months,
the type and location of the additional job, time spent in
and the reasons for engaging in additional jobs. For this,
participants were asked to rank their top three reasons
in order of importance from a list of 19 reasons for MJH
and 9 financial reasons for M[H. The questionnaire was
piloted with 72 health professionals from 2 non-sampled
hospitals, 1 in each province and then further refined.
The list of MJH reasons was amended and ambiguous
sections were revised. The questionnaire took between
10 and 20minutes to complete. Health professionals who
consented but were too busy were sent a unique, elec-
tronic survey link for completion.

Data analysis

Survey data were analysed using Stata V.17. We used the
Stata svy commands to adjust for the complex cluster
sampling design. The National Department of Health
provided data on the total number of public sector health
professionals by province and hospital category. The
population distribution between the three groups was
22.7% doctors, 78.4% nurses and 4.0% therapists, whereas
the distribution in the sample was 34.8% doctors, 40.9%
nurses and 24.3% therapists to allow comparison. All anal-
yses were done separately for each health professional
group and weighted to reflect the population distribution
between the two study provinces and between different
hospital types within the group. The analysis also adjusted
for the stratification, clustering within hospitals and using
an FPC for therapists.

The prevalence and total time spent in the additional
job were calculated and compared by health professional
category. The different forms of MJH were classified based
on whether a person was self-employed (eg, indepen-
dent private practice) or worked for others (eg, nursing
agency). A weighted analysis of the ranking data was done
by scoring the three ranks in reverse order and calcu-
lating the mean score, so that a higher mean rank indi-
cates higher importance. Bivariate logistic regression was
used to identify variables independently associated with
M]JH. Characteristics with a pvalue below 0.2 in the bivar-
iate analysis or those of theoretical value were included
in the final multiple logistic regression model. Except for
the bivariate analysis, all statistical tests employed a 5%
significance level.

Patient and public involvement
Patients and the public did not participate in the plan-
ning, design, execution or reporting of this study.

RESULTS

Sociodemographic characteristics

A total of 1658 health professionals were approached
to participate; 48 refused and 213 health professionals
did not complete the survey sent via email, yielding an
84.3% response rate. Overall, 1897 health professionals
completed the survey and were included in the analysis.
Table 1 summarises the weighted sociodemographic
characteristics of the study participants. The mean age of
doctors was 39.949.7 years, of nurses 43.7+10.4 years and
rehabilitation therapists 32.3+8.7 years. The mean years
in their respective professions was 14.729.0 for doctors,
10.629.1 for nurses and 9.1£7.9 years for therapists. A
specialisation was held by approximately 44.4% of doctors
and 32% of nurses. In the preceding 12 months, 92.2% of
doctors, 56.6% of nurses and 31.2% of therapists worked
overtime.

Extent of MJH

In the preceding 12 months, the prevalence of MJH was
the highest among the therapists (n=132) at 38.7% (95%
CI81.5% to 46.5%), followed by doctors (n=164)at33.7%
(95% CI 25.8% to 42.6%) and nurses (n=49) at 8.6%
(95% CI6.3% to 11.7%). The prevalence of MJH or over-
time was highest among the medical doctors at 92,9%,
followed by nurses at 59.4% and therapists at 54.8%.

Overall, doctors spent a median (IQR) time of 20
(10-40) hours per month in their additional jobs, nurses
spent 24 (12-34) hours per month and therapists spent
16 (8-28) hours per month. There were significant
differences in the prevalence of MJH (XQ, p<0.001) and
the time spent on the additional jobs (Kruskal-Wallis,
p=0.015) between the three professional groups.

In table 2, there was a significant difference (p<0.001)
in the prevalence of MJH between medical practitioners
(18.9% (95% CI111.1% to 30.2%) and medical specialists
(52.2% (95% C142.7% to 61.6%). The prevalence of MJH
was 8.7% (95% CI 6.2% to 12.1%) among general nurses
and 8.5% (95% CI 5.1% to 18.8%) among specialist
nurses, with no statistically significant differences
between the two groups (p=0.922), There were signifi-
cant MJH prevalence variations between medical special-
ties, p=0.002, but no significant differences between
nurse specialties, p=0.160. There were significant differ-
ences in the prevalence of MJH among the different cate-
gories of therapists, p=0.010. Orthopaedic surgeons had
the highest MJH participation at 77.4%, compared with
63.5% for surgeons, and 59.0% among anaesthesiologists.
The three nursing specialties with the highest MJH were
occupational health at 25.3%, child nursing at 20.3% and
critical care nursing at 11.2%. The prevalence of MJH
was highest among physiotherapists at 53.0%, followed by
speech therapists and audiologists at 32.0% and occupa-
tional therapists at 29.5%.

Nature and forms of MJH

MJH was divided into two categories: clinical work 289
(83.8%) and non-clinical work 56 (16.2%). Clinical work
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Table 1 The sociodemographic characteristics of the study participants

Medical doctors

Professional nurses Rehabilitation therapists

Characteristics n (%)/mean (xSD) n (%)/mean (+SD) n (%)/mean (+SD)
Total sample n=1397 486 (34.8%) 571 (40.9%) 340 (24.3%)
Age 39.9£9.7 43.7+10.4 32.3+8.7
Gender
Male 265 (54.8%) 47 (8.2%) 57 (16.8%)
Female 217 (44.7%) 522 (91.3%) 277 (81.5%)
Other 4 (0.89%0) 3 (0.5%) 6 (1.8%)
Marital status
Single 184 (31.7%) 262 (45.9%) 202 (59.4%)
Married/living with a long-term partner 302 (62.1%) 231 (40.4%) 129 (37.9%)
Divorced/separated 22 (4.5%) 41 (7.2%) 5 (1.5%)
Widowed 8 (1.7%) 37 (6.5%) 4 (1.2%)
Children
No 146 (30.0%) 51 (8.9%) 188 (55.3%)
Yes 340 (70.0%) 520 (91.1%) 152 (44.7%)
No of children 2.2+1.2 2.3+0.9 2.0+2.3
No of dependents 4.2+3.8 5.2+3.5 2.4+2.7
Born in SA
No 104 (21.4%) 2 (0.4%) 10 (3.0%)
Yes 382 (78.6%) 569 (99.6%) 330 (97.09%)
Province
Gauteng 396 (81.5%) 445 (77.9%) 242 (71.2%)
Mpumalanga 90 (18.5%) 126 (22.1%) 98 (28.8%)
Years of practice 14.7£9.0 10.6+9.1 9.1£7.9
Specialty
No 270 (55.6%) 388 (68.0%) -
Yes 216 (44.4%) 183 (32.0%) -
Clinical head of the department
No 426 (87.7%) 505 (88.4%) 278 (81.8%)
Yes 60 (12.3%) 66 (11.6%) 62 (18.2%)
Worked overtime
No 37 (7.8%) 253 (44.3%) 234 (68.89%)
Yes 448 (92.2%) 318 (55.6%) 106 (31.2%)
Hospital category
District 102 (21.0%) 147 (25.7%) 103 (30.3%)
Regional 140 (28.8%) 155 (27.1%) 79 (23.2%)
Tertiary 79 (16.3%) 82 (14.4%) 46 (13.5%)
Central 165 (33.9%) 187 (32.8%) 112 (33.0%)

SA, South Africa.

refers to direct patient care and/or treatment, whereas
non-clinical work does not involve patient contact, such
as teaching or owning a business. Doctors and thera-
pists worked mostly in their own private practices and
as locums in the practices of others (Figure 1). Nurses
worked mainly through nursing agencies. Non-clinical

MJH among doctors included business ownership (5.5%),
consulting (2.4%) and working in academia (1.8%). Non-
clinical MJH among therapists included owning a busi-
ness (12.1%), working in academia (3.0%) and consulting
(0.8%). Non-clinical forms of MJH for nurses include
business ownership (30.5%) and consultancy (8.3%).
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Table 2 Proportion of MJH by specialty and category of
therapists

% with
Total multiple Statistical
no jobs tests
Doctors
Medical practitioners 270 18.9 ¥, p<0.001
Medical specialist 216 52.2
Total 486
Medical specialists
Orthopaedic surgery 30 77.4 %, p=0.002
Surgery 60 63.5
Anaesthesia 51 59.0
Paediatrics 21 41.8
Physician 32 27.5
Obstetricians and 19 221
gynaecology
Other 5 17.3
Total 216
Nurses
General nurses 388 8.7 %%, p=0.922
Specialist nurses 183 8.5
Total 571
Nurse specialists
Occupational health 14 25.3 ¥
nursing p=0.160
Child nursing 20 20.3
Critical care nursing 25 11.2
Orthopaedic nursing 26 10.5
Other 98 2.3
Total 183
Category of rehabilitation therapist
Physiotherapists 124 53.0 %2, p=0.010
Speech therapistsand 88 32.0
audiologists
Occupational therapists 129 29.5

Total 340

MJH, multiple job holding.

Reported reasons for MJH

Table 3 shows each professional category’s top 10 reasons
for MJH in descending order. The main reason for MJH
for all three professional groups was to supplement their
salaries. The second and third reason for doctors and
therapists was career pathing and earning money from a
passion project (turning a hobby into a business). Nurses’
second and third reasons were earning money from a
passion project and getting exposure in a different sector.
Non-financial reasons for involvement in MJH included
exposure to a different sector for all the categories of
health professionals. The top two financial reasons for

doctors and therapists for M[H were insufficient govern-
ment salaries and financial freedom. Nurses’ top two
financial reasons were financial freedom and paying off
debts (table 8).

Sociodemographic factors associated with MJH

The multiple regression results are shown in table 4.
Overall model fit was low, indicating that sociodemo-
graphic factors are not the main determinants of MJH
in our context. Doctors with a specialty had 4.3 (95% CI
2.5 to 7.5) higher odds of MJH participation than those
without. Doctors in urban GP had a 1.9 (95% CI 1.1 to
3.3) greater chance of participating in M[H than doctors
in rural MP. Doctors with dependents had 8.1 {95% CI
1.2 to 7.9) higher odds of participating in MJH than those
without. Nurses who were married had 2.4 (95% CI 1.1
to 5.1) times the odds of MJH engagement as those who
were single. Nurses who were clinical HODs had a lower
likelihood (0.1 (95% CI 0.0 to 0.8) of MJH participation
than those who were not. Male therapists had (2.4 (95%
CI'1.3 to 4.4) times the likelihood of MJH participation
than females.

DISCUSSION

This is one of the first comparative studies that examined
the extent, forms and factors influencing MJH among
medical doctors, professional nurses and rehabilitation
therapists. In this study, therapists (88.7%) and doctors
(83.7%) had a significantly higher prevalence of MJH
than nurses (8.6%). with medical specialists (52.2%) and
physiotherapists (53%) having exceptionally high MJH
prevalence. Doctors and therapists worked mostly in their
private practices, with nurses working through nursing
agencies. All three professional groups worked overtime
m their primary jobs. The health professionals identified
mostly financial reasons for MJH participation, but non-
financial reasons were also recognised as important. For
medical doctors, MJH was explained by specialty, prov-
ince and haying dependents. For nurses, MJH was only
explained by marital status and managerial position. For
therapists, MJH was only explained by gender.

‘We found an MJH prevalence of 33.7% among doctors,
with one In two (52.2%) medical specialists reporting
MJH compared with 18.9% of the medical practitioners.
The specialties with the highest MJH engagement were
orthopaedic surgeons, surgeons and anaesthesiologists.
The high earnings in SA’s private sector are significant
drivers of MJH, particularly for surgeons and anaesthe-
tists, who are well compensated and in high demand.!®
Notwithstanding differences in methodology, contextand
health labour markets, the reported high MJH prevalence
among specialists in our study is similar to that found in
diverse country settings, ranging from 37% in Denmark
to 100% of specialists in Austria? 584548 However, a 2019
South African national study estimated an MJH prevalence
of 35% among medical specialists.40 Although the differ-
ences could be due to study setting and methodology,
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Open access

Medical Doctors

Figure 1

the high reported prevalence of MJH, combined with
the varions lorms ol M[H among doctors raises concerns
about the availability of and access to specialist services
in the public health sector. Medical doctors work in
different facilities in different locations,™ MJH reduces
their presence, quantity and quality ol services in the
public health seetor, which in turn places more strain on
nurses and other health |m‘»l't.",'i.:siruml.ti.7 i Furthermore,
given Lhe present smft' shortages and miense workload in
the public secton,™ the 92.2% ol doctors working over
time implies that doctors are already overworked in their
primary jobs, raising questions about the standard of care
given to public sector patients. Future research should
focus on the patient care conscquenees of MJTT

The MJH prevalence among nurses at 4% was lower
than the 28% MJH prevalence Frmn{] i a 2010 survey
comducted in SA among nurses.”™ Howeyver, Rispel #f @
also reported that 56.0% (95% CI 51.4% 1o 60.4%) of
nurses did overtime similar to the 55.6% found in our
stuuely. Nurses wurkmg avertime at their primary job: lh
a form of MJE in SA, as reported in other studies.™ "
As nurses ean choose 10 work overtime when opportuni-
ties arise, the MJH prevalence among nurses in this study
could be considered as 59.4%. The high proportion of
nurses doing overtime could alleet public sector service
delivery as working long hours leads to exhaustion,
which influences patient eare negatively.™ The situation
is different [or doctors and therapists. Most doctors are
required Lo work overtime as part of their emploviment
contract o provide after-hours medical cover. Notwith-
standing provincial variation for rchabilitation thera-
pists, generally overtime is not part of their emplovment
COTTACTS,

Our survey found that 39% of therapists engaged in
MIH and 351.2% worked overtime. We could not [lind
comparable studies on MJI among therapists in other
countries. Considering that therapists account for only 1%
of the health workforee the high proportion of thervapists
working in MJH raises concerns about access to already
scarce rehabilitation services for public sector patients.™
Furtherinore, in SA MJILis one of the factors thought to
contribute to insufficient tinancial resource allocation to

Professional Nurses

Ferms of MJH among the three professional groups.

Rehabilitation
Therapists

meet the operational needs ol the public health svstem o
It was reported that allowing medical doctors and allied
professionals (therapists fall into this category) 1o engage
in MJII after working hours in the private sector resulls
in staft shortages and the payment of salaries for services
not performed when MJH became exploited due to inel-

fective and unmanageable monitoring by public seeior

. i)
hospital management.™

Financial motives were a significant motivator for

MJH participation, similar findings were reported in
a4 systematic review on M|H, which reported financial
TCASONS b the main driver with carcer develop-
ment being the second most important and psycholog-
ical fulfilment regarded as the thivd most im]mrmm.‘
In our study, career pathing (growth) was the second
most important reason for engagement in MJH among
doctors and therapists. In our study, health professionals
owned private practices and businesses, supporting their
financial motives for MJH and their desire for carcer
development. Evidence suggests that MJH acts as a tool
for career growth by providing opportunities for skills
devclopment, testing  self-cmployment and —experi-
encing meaning through autonomy and task diversity.”
In 8A, MJH permitted medical specialisis to establish
private practice relationships while still earning a [ull-
alary, making the
private seclor less expensive when they decide to move
completely, '"

The highly ranked linancial motives are linked to
having dependents, being married and male. The study
findings suggest that medical doctors with dependents
engage in MJII to supplement their income and support
their families, Married nnrses conld engage in M[H due
to joint financial obligations, while vaditional gender
roles and the responsibility to provide for their families
could explain the motivaion of male therapists Lo engage
in MJH. Medical specialists were more likely 1o partici-
pate in MJIL as reported in other studies. M Similar 10
other studies,” 7™ MJH was more likely to occur among
doctors in urban GIV" Nurses in management positions
had alower chanee of engaging in M] 11, as was also found
in a study among nurses in China,™ and because they are

lime transition (o the
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Table 3 Top 10 reasons for MJH and all financial reasons for MJH

Reasons for MJH

Medical doctors Professional Rehabilitation
N=486 nurses N=571 therapists N=340
Mean Mean Mean
rank rank rank
score  Ranking score  Ranking score Ranking
Supplement my salary  0.60 1 Supplement my 0.12 1 Supplement my salary 0.77 1
salary
Opportunity for growth/ 0.24 2 Earn money froma  0.06 2 Opportunity for 0.35 2
career pathing passion project growth/career pathing
Earn money froma 015 3 Get exposure to a 0.05 8 Earn money froma 0.19 3
passion project different sector. passion project
Get exposure to a 0.14 4 Job variety offered  0.04 4 Get exposure to a 0.17 4
different sector by the additional job different sector.
Maintain my skills 0.13 5 Opportunity for 0.03 5) Test out private sector 0.11 5
growth/career work
pathing
Job fulfilment 0.10 6 Be my own boss 0.03 6 There is a demand for 0.10 6
my skills
There is a demand for  0.09 7 Build clientele 0.03 7 Maintain my skills 0.10 7
my skills
Being able to provide  0.08 8 Learn new skills 0.03 8 Job fulfilment 0.10 8
quality services to
clients
Coping strategy 0.08 9 Job fulfilment 0.02 9 Learn new skills 0.08 9
Test out private sector  0.08 10 Test out private 0.02 10 Being able to provide 0.06 10
work sector work quality services to
clients

Financial reasons for MJH

Medical doctors Professional Rehabilitation
N=486 nurses N=571 therapists N=340
Mean Mean Mean
rank rank rank
score  Ranking score Ranking score Ranking
Insufficient government 0.33 1 Financial freedom 0.10 1 Insufficient 0.63 1
salary government salary
Financial Freedom 0.31 2 Pay off debts 0.10 2 Financial freedom 0.37 2
Generate wealth 0.28 8 Support my extended 0.08 3 Improve my standard  0.32 8
family of living/lifestyle
Pay off debts 0.27 4 Insufficient 0.08 4 Pay off debts 0.25 4
government salary
Support my extended 0.21 5 Generate wealth 0.05 5) Generate wealth 0.24 5
family
Improve my standard  0.20 6 Improve my standard 0.04 6 Support my extended 0.15 6
of living/lifestyle of living/lifestyle family
Educate my children/  0.17 7 Educate my children/ 0.03 7 Support my immediate 0.14 7
others others family
Support my immediate 0.17 8 Support my 0.02 8 Fund my studies/ 0.1 8
family immediate family courses
Fund my studies/ 0.03 9 Fund my studies/ 0.01 9 Educate my children/  0.04 9
courses courses others

MJH, multiple job holding.
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Table 4 Multiple logistic regression analysis of MJH among health professionals

Medical doctors

Professional nurses

Rehabilitation therapists

Variable OR 95% Cl P<0.05 OR 95% Cl P<0.05 OR 95% Cl P<0.05
Gender Female = = =

Male 1.7 (10tw28) 0.068 1.7 0.5t0 54) 0.390 24 (1.3t04.4) 0005 *
Marital status ~ Single - - -

Married 1.3 0723 0434 24 (1.1t 5.1) 0.022 T 14 0.8t02.4) 0218
Dependents <0 = = =

=1 3.1 (12t79 0021 1 04 01t022) 0279 09 0.5t01.5) 0579
Specialty No - -

Yes 4.3 2575 p<0.001 % 1.2 0.5t 2.6) 0.73
Clinical HOD ~ No = = =

Yes 0.9 041019  0.808 0.1 0.0t 0.8) 0.027 T 0.5 0.31t01.00 0052
Province Mpumalanga = = =

Gauteng 1.9 11133 0.022 T 14 071t 27) 0.357 1.0 0.61t01.8) 0877
Hospital District/regional — = =
category

Tertiary/central 0.9 {0.5t0 1.5) 0.640 1.3 {0.6to 2.8) 0.445 09 0.5t01.4) 0.556
N 486 571 340
R* 0.1379 0.0584 0.0308
Variables single, divorced/separated and widowed combined to form "single’
"p=<0.01
Th=0.05
1p=<0.001

-, base category ; MJH, multiple job holding

assuming additional, complex roles™ that may limit the
time for MJH.

The limitations of our study include being conducted
m two South African provinces that may not be repre-
sentative of the entire country, focusing only on six disci-
plines which may have overestimated MJH prevalence,
and using a cross-sectional study design that measured
MJH at a point in time. The fieldwork was conducted
soon after the COVID-19 pandemic, which might have
affected the opportunities for MJH among the three
health professional categories. However, our findings can
serve as a valuable recent estimate of MJH and a baseline
for future studies. To ensure that the results are repre-
sentative of doctors, nurses, and therapists from the two
study provinces, our study used a rigorous multistage
sampling strategy with a large sample size. Additionally,
we obtained a high response rate (84.3%), which limits
bias.

Since MJH is widespread, policy-makers and managers
should seek strategies to reduce the potential negative
repercussions to the public health sector. These strategies
encompass the review and revision of MJH regulations,
staff supervision to ensure patient access to health profes-
sionals and addressing the nonfinancial reasons for MJH
(table 3), including continuing professional develop-

ment'® and career pathing.

CONCLUSION
The study contributes to and advances the discourse on
MJH in SA, as well as in other LMICs. It provides empirical

evidence of and a comparison of MJH among doctors,
nurses and therapists in SA. In SA we show a prevalence
of MJH, the variations by health professional group and
hours spent in additional jobs. Considering the high MJH
prevalence and the poor monitoring of MJH described in
SA, MJH could adversely affect the care of public sector
patients. The study findings should inform the review and
revision of existing MJH policies.
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Abstract

Background

South Africa has a dual health system with significant health professional shortages. Multiple job
holding (MJH), having a second job in addition to your primary government job, is legal under
prescribed conditions in South Africa. This study explores the experiences of various health
professionals with MJH.

Methods

A qualitative study design was employed, which combined key informant interviews with stakeholders
and in-depth interviews with public health sector medical doctors, professional nurses, and
rehabilitation therapists. The stakeholders were from national and provincial governments, hospital
management, health professions councils, professional associations, civil society, and academia. The
health professionals were from public hospitals in Gauteng and Mpumalanga. The questions focused
on the motives for MJH among health professionals. Data was voice-recorded, transcribed verbatim,
and imported to MAXQDA 2022 for thematic and content analysis. We propose a revised theoretical
framework for MJH to better capture the MJH nuances in this context.

Results

Financial motives, such as income supplementation, debt repayment, and lifestyle aspirations, drove
MIJH among health professionals, with dissatisfaction over public sector remuneration reinforcing this
trend. The appeal of the private sector, characterised by higher earnings, resource availability, and
incentives, further encouraged MJH. Secondary factors, including job variety, career growth, and
professional fulfilment, played a reinforcing role. Additionally, inadequate management, weak
accountability, and performance monitoring gaps in the public sector enabled health professionals to
sustain employment in both sectors.

Conclusion

This study reveals the complex interplay of financial aspirations, career development motives,
contextual factors, and management deficiencies contributing to MJH among South African health
professionals. It underscores the necessity of enhancing public sector management through training
hospital managers. These insights are crucial for policymakers addressing MJH in South Africa and
other similar contexts.

Keywords

Multiple job holding, dual practice, RWOPS, South African health system, service delivery, human

resources for health.
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Key messages

L.

Health professionals in the South African public sector engage in multiple job holding (MJH)
primarily for financial motives that include income supplementation, debt repayment and
aspirations for improved lifestyles.

Job variety, career growth, and professional fulfilment are secondary reasons for MJH, while
exposure of health professionals to well-equipped and well-maintained private hospitals
reinforces engagement in MJH.

A lucrative market for medical specialists, an opportunity for higher earnings, and a range of
profession-specific incentives in the private hospital sector (e.g. faster payment systems for
nurses) influence MJH.

Due to the lack of accountability and weak performance management systems in the public
sector, health professionals are able to keep positions in both the public and private sectors.
The revised theoretical framework offers useful constructs to explore MJH among health

professionals in South Africa and in other low-and middle-income countries.
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5.1. Background

Health workforce performance, a key pillar of the Working for Health Action Plan, influences the ability
of health systems to respond to shocks and to provide quality care [2]. However, low- and middle-
income countries (LMICs) face significant health workforce challenges, including suboptimal
performance, shortages, skills mismatches, and maldistribution [2]. Multiple job holding (MJH),
defined as working in more than one paid job concurrently [24], is a prevalent aspect of global labour

markets, gaining importance across economic sectors and occupations [137].

In diverse countries, public health sector medical specialists often work in the private sector to augment
their earnings [9, 12, 29, 42, 138-140], encouraged by substantial income gaps between the public and
private sectors [141]. Similarly, nurses frequently engage in MJH to supplement their public-sector

incomes, but job fulfilment and flexibility have also been identified as important factors [40].

In exploring why individuals work multiple jobs, theories point to basic needs like additional income,
risk management (the primary job is steady but low-paying, while the extra job is more inconsistent but
pays more), and a preference for varied work [16-19]. Other theories consider the influence of
organisations [89] and governance structures [29]. However, these theories predominantly originate in
research from high-income countries, in the absence of robust labour force information from LMICs,

especially those in sub-Saharan Africa.

In South Africa (SA), MJH among health professionals exists within a complex landscape shaped by
various political and socio-economic factors. During apartheid, most black people were confined to
discriminatory wage labour, with deliberate, racialised exclusion from professional work, except in
nursing and the “homelands” [142]. The post-apartheid era, marked by transformative government
policies [142], saw the rise of a black middle class, which has been described as a group that benefits
from a large investment in education resulting in more diverse skill sets and the significant possibility
of achieving economic prosperity over time [143]. Although professionals are often treated as a proxy
for middle-class status [142], black South Africans still grapple with the repercussions of past economic
and racial segregation, reflected in differences in asset ownership compared to white South Africans

[143].

Local MJH is also influenced by SA’s two-tier, inequitable healthcare system. A resource-constrained
public health sector, serving over 80% of the population, but accounting for around 50% of healthcare
expenditure [144]. In contrast, the private sector serves less than 20% of the population but also
accounts for 50% of expenditure [145]. Enormous inequities also exist in health professional

distribution, particularly for medical specialists and rehabilitation therapists. For instance, there are
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approximately 7 medical specialists per 100,000 population in the public sector and 69 per 100,000 in
the private sector [4]. These inequities exacerbate the challenges faced by the public health sector that

deals with a complex, quadruple disease burden [4]

Notwithstanding these challenges, health professionals in South Africa's public sector receive
competitive remuneration [63]. Since democracy in 1994, several financial incentives, notably the
occupation specific dispensation (OSD), have been introduced to attract and retain health professionals
in the public sector [105]. Despite variable outcomes from OSD implementation [105, 146], it has
reduced the salary gap between South African health professionals and the global workforce [147]. SA
medical doctors also benefit from the commuted overtime system, with extra hours compensated by the
employer for hospital health service coverage [148], constituting a substantial part of doctors'

compensation [4]

In South Africa, MJH is permissible through a provision in the Public Service Act known as
remunerative work outside of the public service (RWOPS). MJH is legal provided that permission from
the relevant authorities has been obtained, and that such private work occurs outside of official working
hours [149]. Although intended to retain doctors, particularly specialists, in the public sector by
allowing them to supplement their salaries in the private sector [66], evidence suggests non-compliance
and potential misuse of the RWOPS system by health professionals [68, 150]. Existing qualitative
studies have explored certain MJH aspects [18, 19], but there is a gap in research on the experiences of
public sector medical doctors, professional nurses, and rehabilitation therapists regarding MJH and the
perceptions of other policy stakeholders in the post-apartheid workplace. Rehabilitation therapists are
often overlooked in human resources for health (HRH) reform discussions nationally and internationally

[72].

Consequently, the primary aim of this article is to explore MJH among medical doctors, nurses, and
therapists within South Africa’s political and socio-economic context and contribute to MJH theories
from the South African perspective. The study was informed by several research questions. What are
the narratives of these professionals on MJH? How do their motives vary by profession? Are there
differences in perceptions between health professionals and key stakeholders? To what extent do
existing MJH theories explain South African perspectives, and how can we offer a locally informed
viewpoint on these theories? The overall aim is to provide insights into the MJH phenomena among
South African health professionals, with implications for other LMICs. This study is part of a broader
mixed methods doctoral study that examined MJH and its regulation among public sector medical
doctors, professional nurses, and rehabilitation therapists in the Gauteng (GP) and Mpumalanga (MP)

provinces.
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5.2. Methods

5.2.1. Theoretical framework
We developed a theoretical framework by integrating one framework and two theories to better explain

MJH among health professionals. We explored MJH among medical doctors, professional nurses, and
rehabilitation therapists, by combining key concepts and insights from Russo and colleagues'
framework on dual practice among medical doctors [29], the microeconomic theory of MJH [16, 18,

19], and Betts' organisational theory on moonlighting [89].

Russo and colleagues’ framework emphasises the influence of context and health system governance
on MJH prevalence among medical doctors [29]. By incorporating this framework, we analysed how

contextual factors shape the patterns of MJH behaviour among health professionals.

Microeconomic theory generally explains MJH in terms of a constraint on working hours in the primary
job and the desire for heterogeneous work, for example, to learn new skills, and gain credentials and
experience [16, 18, 19]. We applied this theory to explore how factors such as income disparities,
limited working hours in primary jobs, and the desire for heterogeneous work opportunities influence

health professionals’ decisions to pursue additional employment.

Betts’ organisational theory on moonlighting [89] posits that individual decisions to engage in
moonlighting are influenced by different organisational, occupational, environmental, and individual
factors. Organisational factors cover MJH policies, regulations on working hours, and incentives.
Occupational factors involve health professionals' category, speciality, and service demand.
Environmental factors encompass economic status, employment rates, wage disparities, working
conditions, and MJH opportunities. The individual factors encompass demographics, finances, work
attitudes [90], and ethics, including gender, age, dependents, and speciality [33, 151]. MJH provides
workers with outcomes such as additional income, and training, but could change their behaviours and
perceptions about their primary job [89]. Leveraging this theory, we explored how various factors

influence health professionals' decisions to participate in MJH in our context.

5.2.2. Study setting and design
This qualitative study is part of a broader mixed methods doctoral study that examined MJH and its

regulation among public sector medical doctors, professional nurses, and rehabilitation therapists in
Gauteng (GP) and Mpumalanga (MP) provinces. GP is South Africa's economic hub and is primarily
urban, whereas MP is mainly rural [123, 152]. This study employed key informant interviews (KIIs)
and in-depth interviews (IDIs) with public sector medical doctors, professional nurses and rehabilitation

therapists from GP and MP. Each component is discussed below.
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5.2.3. Key informant interviews
The objective of the key informant interviews (KIIs) was to examine the perceptions of key informants

(KIs) on MJH among public sector medical doctors, professional nurses, and rehabilitation therapists.

Participant selection

We compiled a list of KIs from across South Africa, with representation from the following groups:
national and provincial government; hospital management; health professions councils; professional
associations; civil society, and health workforce researchers. A purposive sample of 33 KlIs was chosen
from this list to ensure diverse perspectives on MJH. Additionally, we used a snowballing strategy, in
which we requested Kls to propose other potential Kls for interviews, and this strategy yielded three

additional KIs.

Data collection tool

We designed a semi-structured interview schedule (see Annexure 12) informed by the theoretical
framework. The questions focused on the KI knowledge or experience of MJH among health
professionals and their perceptions on the factors that influence MJH among the three health
professional groups. The interview schedule underwent a pilot phase involving four participants who
shared similar characteristics with the Kls to assess question relevance, clarity, and duration.
Subsequent modifications were made to refine the interview schedule based on pilot feedback. The

information from the pilot interviews was excluded from the analysis.

5.2.4. In-depth interviews
The objective of the in-depth interviews (IDIs) was to examine MJH among the three health professional

groups.

Participant selection

In each of the study provinces, we used purposive sampling to select eight medical doctors (generalists
and specialists), 10 professional nurses (four years of training), and 12 rehabilitation therapists who had
previously participated in MJH or were doing so at the time of data collection. In the case of
rehabilitation therapists, we selected two from each of the subgroups of physiotherapists, occupational
therapists, speech therapists, audiologists, and dual speech therapists/audiologists. Additionally, we
adopted a snowballing strategy, in which we asked the health professionals who agreed to the interviews
to recommend other possible health professionals for interviews. This strategy resulted in 14

participants, bringing the total to 30.

Data collection tool

Informed by the theoretical framework, we developed a semi-structured interview schedule (see

Annexure 13). The questions focused on the health professionals’ experience with MJH and factors

57



contributing to their participation in MJH. The interview guides were piloted with six health
professionals representing various roles: a newly qualified medical specialist from a central hospital, a
medical practitioner from a central hospital, two professional nurses from a tertiary hospital, a
physiotherapist from a district hospital, an occupational therapist, and a dual speech
therapist/audiologist from a tertiary hospital. The aim was to assess the schedule's clarity, suitability,
and the time required for its completion. Subsequently, BM incorporated additional probes into the
study interviews based on insights gained from the pilot interviews. No further modifications were

deemed necessary. The information from the pilot interviews was excluded from the analysis.

5.2.5. Data collection
Each study participant was contacted by email and phone to request voluntary participation in the study.

Following written informed consent, the principal researcher (BM) conducted all interviews in English
using the relevant semi-structured schedules. Due to COVID-19 restrictions, all interviews, except one,
were conducted online using Zoom, Microsoft Teams or telephone between 14 August 2021 and 20
October 2021. BM also compiled detailed field notes after each interview. Each interview lasted an
average of 40 minutes, but this varied depending on the responses of the participants. All interviews

were voice recorded with consent and given an anonymous code to ensure confidentiality.

5.2.6. Data analysis
The qualitative data from the interviews were transcribed verbatim and the transcripts were checked

against the original recordings to confirm accuracy. The research team used thematic analysis [127],
supported by MAXQDA 2022. The three authors independently read and coded three different KII
transcripts and three different IDI transcripts. An initial meeting discussed the codes, possible sub-
themes, and themes. Following initial consensus on the initial codes and themes, BM analysed the
remaining data, using a combination of hand-coding and MAXQDA 2022, and compiled a memo for
discussion. Concurrently, LR mapped the results from a further six interviews. The three authors
convened at a second analytical workshop to discuss the results and analyse patterns in the data, and
the MJH narratives. BM wrote up the initial study findings, which were discussed as a team.
Subsequently, a meeting was held by the authors to make sense of the phenomenon of MJH in the South

African political and socio-economic context.

5.2.7. Trustworthiness and rigour
Lincoln and Guba’s criteria of rigour were used in this study [ 128]. Prolonged interactions with the data

during data cleaning and coding ensured credibility. The inter-coder agreement and validation of themes
during data analysis ensured the dependability of the study findings. The use of actual quotes from

participants to generate themes ensured confirmability.
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5.2.8. Ethical considerations
Ethical approval was granted by the Human Research Ethics Committee (Medical) of the University of

the Witwatersrand [M210262]. All participants gave written informed consent. Before each interview,
BM provided a detailed information sheet to each participant and outlined the study objectives,
emphasising voluntary participation, confidentiality, and anonymity. Consent for the interview and its
recording was confirmed. Participation in the study was voluntary. Given the sensitive nature of MJH,
BM adopted a non-judgmental, sympathetic approach to the interviews, putting health professionals at

ease. The electronic format of the interviews allowed for some distance, facilitating open conversation.

5.3. Results

5.3.1. Characteristics of study participants
In total, 63 participants were interviewed: 33 key informants (KIs) and 30 public sector health

professionals. One selected key informant (from a private hospital group) and two medical doctors were
unavailable, despite several attempts to find a suitable time for the interview. The KIs were from the
following groups: civil society (n=2), statutory bodies (n=2), academia and research (n=3), hospital
management (n=10), human resource management (n=2), professional associations (n=4), provincial
government (n=3), national government (n=3), private hospital groups (n=2) and nursing agencies
(n=2). The health professionals interviewed included medical doctors (n==8), professional nurses (n=10),

and 12 rehabilitation therapists (n=12) distributed evenly between the two provinces (Table 8).
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Table 8: Characteristics of the participants

Sector/ profession Male Female Total

Key informants=33

Civil society 2 2
Statutory body 1 1 3
Academia & research 2 1 3
Hospital management 5 5 10
Professional association 2 2 4
Provincial government 3 3
National government 3 3
Private hospital group 2 2
Nursing agency 2 2
Health Professionals =30

Medical doctor 4 4 8
Professional nurse 3 7 10
Rehabilitation therapist 5 7 12

5.3.2. Emerging themes

Four themes emerged from the data and are presented in Table 9. Although the themes overlap, each is

described separately for the sake of clarity. Within each theme, we present the findings from the key

informant interviews (KlIIs) and the individual in-depth interviews (IDIs) in an integrated manner.

Table 9: Themes and sub-themes.

Themes

Sub-themes

1. Financial motivation

Constrained economic context.

Salary augmentation

Financial coping strategy

Payment of debt

MJH enables a better lifestyle

Lower earnings than counterparts in private
practice

Perceived unfair salaries in the public
health sector

2. Non-financial motivation

MIJH helps to maintain or enhance skills
Exposure to different patient profiles
Job variety or fulfilment

Professional advancement

3. Conflicting contexts: well-resourced private
sector versus resource-constrained public sector

Lucrative market for medical specialists
High demand for professional nurses
Well-equipped environment

Quick payment system for nurses

Lack of functional equipment

Poor budgeting

4. Ineffective public health sector management

Lack of MJH supervision
Lack of accountability
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Theme 1: Financial motivation
Key informants (KIs) stated that the primary motivation for MJH in the private sector among health

professionals was financial, driven by the desire or necessity for increased income or financial stability.
This perspective was shared by the three categories of health professionals, all emphasising that
financial reasons were the main driving force for MJH.
“The main reason is financial. If I didn’t have financial issues, I don’t think I would. I work
long hours. I work until 8 pm every day. I'm only doing it for the financial responsibilities that
I have. Obviously, if the current salary it was paying was enough, I wouldn’t have opted for

working in private.” (IDI 10, medical specialist)

“The financial constraint that is my main reason because I needed some extra cash to do my

extra things. To take my child to school” (IDI 9, nurse)

“...to be completely honest, there was an element of trying to generate more income. I think at
the moment our salary doesn’t allow us to have all the essentials that we require” (IDI 16,

speech therapist and audiologist).

The key informant and health professional interviews highlighted the complicated intersection of MJH
as a financial coping strategy (e.g., debt repayment) and MJH as an enabler of a "better lifestyle” or the
fulfilment of personal aspirations. A medical doctor explained that the additional money from MJH was
required to pay off debts for cars, a home mortgage, and children's school fees. In most instances,
income supplementation was required to support members of both nuclear and extended families,
particularly where health professionals were the primary breadwinners, or to meet family members'
expectations.
“Yes, mostly it's [MJH] for the financial strains that you are having. You see once you are
working, people and also families, they automatically ask you [like] you have a pocket load of
money you, see? So, if you are in that environment then you need to make a plan because some
of us, we are quite grateful because we can actually make a plan with the skills that we are

having”. (IDI 4, physiotherapist)

However, MJH for additional finances went beyond survival. Some Kls noted that medical specialists
pursue MJH for "multiple revenue streams" to sustain “opulent lifestyles”. One KI reported that MJH

was driven by greed.

“It’s greed, it’s absolute greed. It's this constant cycle of having to compete and have the bigger
Volvo, and a bigger BMW, and a bigger whatever. For me, that is not what medicine is all

about” (KI 24, national government).
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The majority of KIs also highlighted the financial contextual and individual factors that influence MJH
among medical doctors, professional nurses, and rehabilitation therapists. Among the contextual factors
was a stagnant South African economy, exacerbated by the COVID-19 pandemic, the lack of salary
increases for civil servants, and an increase in the cost of living, which together led to MJH in the private
health sector. A civil society representative explained that:
“As public servants, we did not get an increment. I think this is our second year. Next week the
unions [civil society] will take our government to [the] Constitutional Court. The employer
[government] said he does not have money. That thing has contributed negatively to us because
the cost of living is going up. When you go to CPIX [consumer price index], things went up.

Petrol it’s going up.” (KI 1, civil society)

A KI, who is a founder of a private nursing agency, highlighted the poor state of the South African
economy. In their opinion, MJH offers health professionals the option of supplementing their income.
Other KIs noted that while the government pays a 'decent’ salary to health professionals, the inflated
cost of living, combined with living beyond one's means, contributes to the desire or demand for

additional income.

Some Kls highlighted that the failed public systems perpetuate MJH among health professionals and
others. A KI stated that employees with 2 to 3 children would not need to spend 30% to 40% of their
salaries ensuring their children receive a decent education. The KI highlighted disparities among
communities, particularly the Afrikaner community, stating they spend less for better quality education.
However, for top-quality education, expenses can reach around R8000 per month per child, compared
to R800 for a mediocre public-school education. The KI also mentioned that if public hospitals were
functioning properly, there would be no need to spend around R4000 to R5000 on private health
insurance. The KI emphasised the burden of failed public services, citing high taxes and excessive
expenses affecting affordability. They stressed that these issues across various government departments

compel health professionals to seek additional employment to manage escalating costs.

The IDIs revealed that some health professionals engage in MJH to fulfil various financial aspirations.
An occupational therapist emphasised that the financial benefits of MJH enabled them to open their
own private practices (private rooms), purchase houses, and acquire desirable possessions, thereby
achieving a lifestyle beyond their initial subsistence requirements. Other rehabilitation therapists also
emphasised that the fee-for-service payment structure in the private sector “ends up being more money
than your normal salary”, supporting ventures like opening their own private rooms, which employ
administrators and other health professionals, and enabling them to build homes for their families.

Meanwhile, a medical specialist highlighted the need for extra income to attain financial freedom,
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support extended family, and enhance lifestyle. A professional nurse echoed this sentiment, enjoying

the extra income for leisure, travel, and lifestyle improvements.

The health professionals interviewed also engaged in MJH due to perceptions that their skills and
contributions warranted higher compensation than what they were receiving in the public sector. The
latter in turn was influenced by intra- and inter-professional comparisons. In the case of medical
specialists, they either compared their earnings with their counterparts in private practice or based their
worth on what they were able to earn in the private health sector with MJH. A recently qualified junior
medical specialist explained his decision on MJH as follows:

“It was actually for financial reasons, you know. There is so much difference from what you

are getting paid as a junior consultant compared to the amount of money you can make in

private” (IDI 1, medical specialist).

The interviews also revealed perceptions of the unfairness in salary scales in the public sector. One of
the KIs highlighted the difference in the responsibilities of a senior nurse professional nurse and a
medical intern who is unable to practise independently, yet the latter earns more money than the former.
The KI thought that more appropriate and equitable remuneration of the senior professional nurses

would prevent moonlighting or MJH, with potential service delivery benefits.

A professional nurse with specialist training exclaimed that:
“We are underpaid for the amount of hours that we put in, we are severely underpaid, so you
cannot survive only on that salary that is overtaxed, so we have to do something at least to keep

up" (IDI 28, professional nurse).

An early-career occupational therapist explained the unfairness as follows:
“[ feel like the government is cheating us by the salary they give us in relation to the patients...
There’s a lot of patients ...sometimes you even sacrifice your lunch to actually see those patients
..., S0 [ feel like we deserve better, or you assess other countries like Europe, America, they
[rehabilitation therapists] earn more than medical professionals [doctors]. Like they are

prioritised, they are considered a specialist”. (IDI 24, occupational therapist)

Theme 2: Non-financial motivation
Several KIs highlighted the benefits of public sector employment such as a guaranteed salary, long-

term benefits, working in multi-disciplinary teams, and in the case of medical specialists, leading teams
and teaching medical students and trainee specialists. However, both sets of interviews revealed that
non-financial reasons for MJH in the private sector, such as exposure to different patient profiles and

maintaining or enhancing their professional competencies, play an important, albeit secondary role.
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According to the interviews, these non-financial incentives for MJH are a result of exposure or

experience gained in the private sector.

MJH offered a chance to advance professionally by gaining access to advanced equipment, acquiring
new skills, and staying updated in their respective clinical fields. One KI explained that:
“Specialists are being trained by public sector facilities. What then happens is that once they
have qualified you may find that some of the equipment that they need is not necessarily
available in the state sector but available in the private sector. So, as a professional, you want

to be always improving your skills.” (KI 25, professional association)

Another KI added that gaining access to this equipment, the “fools of trade ” in private hospitals
was “important for those in the training hospitals, like your academic hospitals because it's
easier to teach and share skills on something which you also participate in”. (KI 26, provincial

government)

Similarly, the health professionals interviewed highlighted the non-financial motivations for MJH,
specifically the desire for career advancement and exposure to diverse settings. Those professionals, in
rural or district hospitals, found their work monotonous and reported various constraints that made it
difficult to fully apply their expertise. A therapist explained the non-monetary value of MJH:
“In a way, it [MJH] gives you a chance to, like it takes away the boredom if you keep doing one
thing over and over and over. So, it gives you a break, sort of, to do something different, so
when you come back it feels like you are refreshed. So, the job doesn’t become boring because
it doesn'’t feel like you're always doing the one thing. It offers me a break away from my usual

routine” (IDI 2, physiotherapist).

The therapists also reported limited prospects for career growth in the public sector despite obtaining
further qualifications. Nurses, often confined to specific departments in the public sector, pursued MJH
to explore alternative practice settings, as illustrated by one working in a neonatal intensive care unit
(ICU) in her second job.
“The exposure to work in different hospitals because sometimes you find that you just need to
see how other facilities are functioning. At first, when I started to work there [name of private
hospital], I was working in a medical ward [in the public hospital]. They placed me in Neonatal
ICU and that is where I learned, and I gained a lot of experience with the ventilators. (IDI 9,

nurse).

The medical specialists interviewed aimed to maintain their clinical expertise, illustrated by the

following comment.
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“For me, you get to work more like a radiologist rather than a consultant because, in the public
sector, you are more like supervising people. Instead [in the private sector], you are doing the
hands-on job you know. So, that is also nice to be able to see yourself in the field and
encourages you to even study further and want to acquire more skills because the private sector

is very competitive, so you need to up your game.” (IDI 15, medical specialist).

Health professionals who worked outside the health sector or managed their private practices
highlighted the job diversity, managerial skills, and the sense of ownership that came with their
businesses or practices.
“Because it’s a different stream from my basic physiotherapy job, so it exposes one to like
financial management, running a business.... Dealing with accountants, dealing with leases and

rentals” (IDI 2, physiotherapist).

“You actually even learn the management skills because you are the manager. You are the

director, so you do everything. So, you gain such experience. (IDI 10, medical specialist).

Theme 3: Conflicting context: well-resourced private sector versus resource-constrained public sector

The interviews reported that the public and private health sectors differ in financial incentives, resource
availability, and patient care quality. The private sector offers lucrative opportunities and well-
resourced systems, while the public sector faces resource constraints and infrastructure challenges.
Motivations for MJH in the private sector include financial benefits and better working conditions,
contrasting with delayed payments and resource shortages in the public sector, driving health
professionals to seek additional work in the private sector. Additionally, concerns were expressed by
some KIs about the policy disjuncture in government approval of private hospital licenses, which has
increased the number of newly established private hospitals. This has inadvertently increased the

demand for skilled health professionals in the private health sector.

The allure of private hospitals stems from a lucrative earning potential, for medical specialists in
particular. Furthermore, medical specialists have the autonomy to practise independently, regulate
patient loads, manage schedules, and set prices, in many instances, beyond health insurer tariffs. Private
medical practices yield significant financial gains compared to government roles with fixed salaries,
where specialists earn substantially more due to the fee-for-service payment structure in the private

health sector. A KI underscored the stark disparity in specialist earnings between the two sectors.

“When you work in a private capacity you make money, you claim more. One person that |
asked, is the head of a [clinical] department and a [medical] specialist. He said that he makes

R26 000 to see one patient if this patient had an accident because he claims this money from
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the Road Accident Fund. If he sees four patients it is R100 000 whereas in government, you can

see twenty patients and still earn the same salary” (K1 6, HR manager)

Therapists in private hospitals valued the fee-for-service payment structure and the ability to apply for
prescribed minimum benefits (a set of healthcare services that health insurances are legally required to
cover under the South African Medical Schemes Act) for patients with health insurance requiring

rehabilitation services, making the work financially rewarding.

In contrast, the health professionals stated that their fixed public sector salaries do not reflect their
workload or performance, unlike in the private sector where earnings are tied to patient numbers and
efforts. This disparity motivates them to seek additional work in private settings. Two medical doctors
had the following to say:
“For those ones working in busy [public] hospitals, those ones are actually sweating for every
penny. Yes, it can be a bit frustrating that it doesn't reflect on your paycheque at the end of the
month. I'm seeing maybe about ten patients a week. Someone, there is seeing fifty patients a

week. We are all getting the same money.” (IDI 23, generalist)

“The salary is fixed regardless of how busy your call was.” (IDI 26, medical specialist)

Regarding nursing employment, KIs pointed to the changing practices of private hospitals. Historically,
nurse staffing was linked to bed capacity, but this practice has shifted, with private hospitals maintaining
a permanent nursing core that covers only about 50% of their beds. When demand increases, they turn
to nursing agencies for additional staff and the staff provided by nursing agencies tend to be public
sector nurses. That is because the significant nurse shortages in the country impact both the public and
private sectors. Furthermore, as highlighted by a KI, the shortage of skilled nurses has intensified due
to a two-year pause in specialist nurse training following delays in the approvals of the new nursing
curriculum.

“The current reality is that professional nurses are a scarce resource. So, you'll find out that if

we have contracted a service provider [a private nursing agency|, they register our very own

nurses on their database. They do not have an adequate pool. You'll find that we are recycling

our very own nurses” (KI 8, hospital manager).

The nurses commented on the ample staff-to-patient ratio in the private sector because they employ
agency personnel, thus preventing fatigue and burnout. In contrast, they stated that they face strenuous
working conditions in public hospitals such as one nurse having to manage multiple patients on
ventilators. Nurses also reported that the public sector's payroll system could involve delays in

compensation, whereas private nursing agencies offer quicker payment. Consequently, some nurses opt
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for additional shifts with nursing agencies, even though they might end up working in their own

hospitals.

The management inefficiencies in the public sector also contribute to MJH. The interviews revealed a
high demand for nurses to work overtime in the public sector due to staff shortages. However, nurses
and therapists highlighted that the reason driving them to the private sector is the delayed payment of
overtime, reportedly spanning "six to eight months" for nurses, and the lack of overtime compensation
for therapists, particularly in parts of Mpumalanga.
“...there is a lot of staff shortage in our department [theatre]; in nursing generally but [in] the
department that [ work in, there's almost always overtime that is available. Sometimes you are

called from home.” (IDI 30, professional nurse)

“The other thing of course, is that, in my opinion, one of the problems is that in many of these
disciplines like ICU nurses, government needs the workers that are doing overtime in the
private sector, to be lured [back] in the public sector. But the reason that these nurses don’t
want to work in the public sector is, because the payments come too late, and because of how
it’s taxed. Because, at the moment, if they do overtime, they see the money three or four months

later.” (KI 5, academia & research)

The health professionals interviewed noted the well-resourced and effective systems in the private
sector, facilitating swift access to medical records, diagnostics, and laboratory facilities. Additionally,
they highlighted the advanced and high-tech theatre equipment in private settings, allowing for a
broader range of procedures compared to government facilities. These resources enable them to offer
quality service to patients and contribute to improved patient outcomes.
“In private you never have issues with files that are lost [as is the case in the public sector]. If
you want a scan, you have it and you get it immediately. If you book theatre, it is always
available. You need an ICU bed post-op you know you are going to get it, so there are no

stumbling blocks when it comes to you providing the services” (IDI 1, medical specialist).

“We see much improvement because we 've got all the resources, we’'ve got our effort from all
of the members of the team, so it’s just, well the outcomes of our patients tend to be good, in a

private setting.” (IDI 20, physiotherapist)
Several Kls highlighted the resource constraints in public sector hospitals, notably the infrastructure,

and the lack of functional equipment to perform certain operations, impacting both patients and staff.

These resource constraints exacerbate MJH, highlighted by one hospital manager:
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“I don’t know whether you are familiar with Academic Hospital X. The hospital was built in
1972 if I remember correctly. The population has exploded, the staff establishment has
remained the same, so the infrastructure is dilapidated. It’s not a conducive environment, so
you can understand why people want to get experience outside the hospital. With budget
limitations, we can’t buy the equipment that the doctors really need. For example, for non-
invasive surgery, we’ve been requesting equipment which is very expensive for the past five
years and there’s never been a budget. So, you can’t blame them for wanting to do RWOPS
[MJH]” (KI 15, hospital manager).

Across the three professions, a constant thread that emerged from the interviews was the inadequate

resources for ensuring quality patient care in the public sector. A physiotherapist emphasised the impact

of resource scarcity on rehabilitation efforts:
“The one thing that we lack here is a lot of resources, so we don’t perform to the level that we
could perform because we don’t have the relevant resources to be able to apply our techniques.
if I maybe gave you an example of a spinal cord injured patient who needs to be rehabilitated
to the extent that they could be independent at home, you need the space, infrastructure, to be
able to do those exercises or therapy on to the patient. You need the different tools like weights,
mats, transfer boards, plinths — those — so that you could use them to work with the patient as

they improve their functionality” (IDI 2, physiotherapist).

Furthermore, a KI highlighted the persistent challenge of insufficient theatre time and space, resulting
in lengthy waiting lists for surgery and backlogs of up to 5-6 months per year. They emphasised the
lack of staff and infrastructure to meet patient needs, which leads to delays and affects overall
productivity. Similarly, a medical specialist expressed frustration with the inadequate provision of
essential resources in theatre, such as linen, porters, and water, hindering their ability to provide timely
care and conduct surgeries effectively. These obstacles significantly impact the delivery of healthcare
services, adding complexity to the work of healthcare professionals. A medical specialist stated that:
“The service delivery in government is horrible, you know if you had a particular drug, you
would be able to save this patient, but now in private the service delivery is excellent, the drugs
are there. The facility is there for you to actually be able to save the patient and in government,

it is not there, so service delivery is not there.” (IDI 26, medical specialist)

Theme 4: Ineffective public health sector management
The interviews underscored inefficiencies in public sector management, particularly in handling

absenteeism and performance issues. Key informants emphasised a lack of accountability, driven by

managers' reluctance to address problems for fear of losing skilled health professionals. These factors
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contribute to an environment where health professionals may engage in MJH without restrictions while
retaining their positions in the public sector. A human resource (HR) manager reported that:

“There is just poor management of absenteecism and performance. And what I have noticed is

that we do not have a lack of health professionals anymore. We do have a lot of health

professionals that are unemployed or who are seeking jobs in the public sector, but we are just

not managing the resources that we have. So, the perception that we have now is that in clinics

it is a known fact that the doctor is not here, or the doctor will be here for three hours, or the

doctor will be here at ten. And the doctor will leave at three, and it is not supposed to be like

that because they are appointed to work for eight hours, eight hours that is half past seven to

four o’clock. But you can rarely get a doctor at their workstation at half past seven. If they are

there, they are very few and they are frustrated.” (K1 6, HR manager)

A KI also underscored the challenges of managing MJH and the perceived disparities in how different
health professionals engage with remunerative work outside the public sector.
“No, I think the doctors, mainly because it's the doctors mainly that are said to be abusing the
RWOPS system to practice in their private settings and not in the public sector. So, the nurses
are more constricted in the time that they have to go, it will be sick leave or a week off or
holiday you know and annual leave that they will use it for that, but I'm not sure that we will
ever control [manage] this because people will do it because they can, you see and yeah, the

sad part is we keep on drawing from the same pool. (KI 3, statutory body)

Another KI noted a significant problem in the public sector: salaries were disbursed without confirming
service delivery.
“...of course, here with the public sector, their salaries are guaranteed. The salary is given,
even if they didn’t see a single patient, they will still receive it. We don't sit down and check
how many patients have you seen, and how many students you train. The assumption is that

you've done your work”. (KI 27, hospital manager)

Furthermore, another KI stated that:
“I mean, at the end of the day if we did do a proper performance management system, there is
a system, but there is not executed effectively so your problem remains that the person can come

and go and there's nobody really checking his performance generally.” (KI 3, statutory body)

Some KlIs reported facing compliance and enforcement challenges, particularly regarding absenteeism
among medical specialists. Some medical specialists often refuse to sign time registers that monitor
their working hours, while nurses, rehabilitation therapists and other personnel adhere to time registers.

A KI stated that:
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“...some of the doctors that were refusing to sign were senior doctors, your specialists. Then
you find that the person is threatening to resign to say, “No, are you policing us like children”
you know. It’s better I resign”. And you want to retain this person at all costs. It’s your senior
clinicians that you need, and they actually threaten to resign. Yes, you find that this is a
Urologist, and you rely on him, he knows his stuff you know. That’s why he can even threaten

you with resigning.” (KI 8 GP, nursing manager)

The health professionals and Kls cited that the absence of accountability and discipline of absent health
professionals was a prevailing issue, attributed to hospital managers' reluctance to act, particularly
against medical specialists, for fear of losing them. The reluctance to enforce measures stems from the
broader concern of retaining healthcare personnel, particularly in less desirable regions like
Mpumalanga. The delicate balance between enforcing rules and maintaining workforce morale
underscores the complexity of managing personnel within the health sector. An ethics officer stated that
even when hospital management reported absent medical practitioners to the province, the doctors were
not disciplined.

“But you see the problem is still actually that we are failing to hold people to account. We are

still holding people like they are eggs or something. We don’t want to ruffle their feathers.

Yeah, we are at their mercy.” (K1 7, hospital manager).

“...some they do report, there’s no consequence. Even if [ report it then what? They won’t do
this and this. So yes, that’s the challenging part. There are no consequences.” (K1 15, provincial

government).

5.3.3. Revision of the theoretical framework
In South Africa, health professionals have diverse employment choices, including working exclusively

in the public health sector, the private health sector, or both. Our study primarily focused on health
professionals in the public sector who also worked in the private sector. While we drew on Russo and
colleagues' dual practice framework, the microeconomic theory, and Betts' organisational theory on
moonlighting, none fully captured the complexities of MJH in our context. This study revealed several
factors influencing MJH participation, outlined in Figure 5, including finances, career development,
and the country-specific context. We revised the theoretical framework by incorporating additional
constructs to explain the financial, non-financial motivations, and context-specific factors revealed by
our findings. This adjustment aims to provide a thorough understanding of the dynamics of MJH, both

within South Africa and in similar contexts globally.
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Figure 5: Revised theoretical framework of MJH among health professionals in South Africa
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Financial aspirations
Financial aspirations (Figure 5) refer to the salary goals and desires of individual health professionals.

The goals range from aiming for a certain income level to seeking financial security or higher salaries
based on their additional demands (debt repayment, supporting families) and lifestyle aspirations
(improving standard of living). These financial aspirations guide career or workplace decisions and are
aligned with their personal or lifestyle preferences. Figure 5 illustrates how financial aspirations
motivate health professionals to participate in MJH. Achieving their financial goals through MJH

encourages continued engagement in this practice.

Comparative perceived value
In our context, the term comparative perceived value refers to the health professionals’ subjective

assessment of the adequacy of the public sector salaries that they receive. It encompasses their
perceptions of whether the salary they receive from the public sector adequately reflects the work they
perform, their qualifications or skills and their contribution to public sector hospitals. This perception
is influenced by various factors, including personal expectations, salary differences between private and
public sectors, salary differentials between health professionals in the public sector, cost of living, work
responsibilities and individual health professionals’ needs, demands or preferences. Once health
professionals reach this perceived level of financial fulfilment, they tend to increase their involvement

in MJH to sustain this sense of financial freedom or achievement.

Non-financial motivations
The experience of engaging in MJH shaped health professionals' views of their primary jobs, fostering

a greater appreciation for the benefits of MJH and prompting continued involvement in it. Moreover,
health professionals stated that their primary reasons for MJH participation were financial, while non-
financial motivations, mainly benefits, served as secondary drivers for most of them. We categorised
these non-financial motivations as career development, signifying that individual health professionals
seek opportunities for professional growth to enhance or acquire new skills and career advancement
which means moving up the career ladder. In Figure 5 the blue line highlights that career development

subsequently becomes a secondary driver of MJH.

Country-specific context
MIJH among health professionals in South Africa is influenced by multifaceted issues stemming from

the country's societal context, healthcare system disparities, and MJH management challenges. This
discussion will explore the specific context as depicted in Figure 5 across different levels: institutional

(hospital), sectoral (health), and national (South Africa).

72



Institutional level
At the institutional level, our findings revealed that managerial inefficiencies and a lack of

accountability are the main factors perpetuating MJH among health professionals. These include the
failure to address absenteeism and non-performance due to a fear of losing skilled professionals and
challenges in enforcing working hour rules, particularly with medical specialists. Additionally, the
reluctance to take disciplinary action against absent specialists further exacerbates the issue, as
managers prioritise retaining professionals over enforcing accountability measures. All these factors
create an environment where health professionals engage in MJH while retaining their public sector
positions since working hours are not regulated and absenteeism especially among medical specialists

is not reprimanded.

Sector level
In South Africa, multiple job holding is permitted under certain conditions. Current health professional

shortages in the public health sector, especially among medical specialists, create challenges for
managing MJH, as health professionals may prioritise the sector offering greater financial incentives.
Health professionals prioritising the private sector may limit access to specialist care in the public sector,
reducing their availability for public sector duties and exacerbating healthcare access challenges. The
allure of the private sector lies in enticing financial incentives, professional autonomy, and ample
resources, particularly attractive to medical specialists and other health professionals seeking higher
earnings and better working conditions. Conversely, dissatisfaction with the public sector arises from
resource limitations, delayed payments, and managerial inefficiencies, compelling professionals to seek
additional work in the private sector. Challenges such as strenuous working conditions and delayed
compensation exacerbate this trend, as health professionals prioritise better service delivery and

resource access in private settings.

National level
South African health professionals face economic challenges due to a stagnant economy and the

aftermath of COVID-19. Issues like stagnant salaries, rising living costs, and the high expenses of
quality education contribute to the demand for extra income. Challenges in the public health system,

such as high health insurance costs, further prompt professionals to seek additional employment.

5.4. Discussion

This study revealed that health professionals across three categories engaged in MJH to fulfil unmet
financial aspirations in the public sector. Although they remained in their public sector jobs, they sought
additional income in the private sector to support their families and improve their lifestyles, as they
found public sector salaries insufficient. Secondary drivers include exposure to diverse job experiences

and career growth opportunities. The allure of higher earnings and superior facilities in the private sector
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further fuels MJH. Meanwhile, managerial inefficiencies in the public sector contribute to this trend, as
professionals face no repercussions for engaging in MJH without restrictions while retaining public
sector positions with flexible working hours. The revised theoretical framework adds context-specific
constructs to the financial and non-financial factors, as well as the contextual influences, shaping MJH

among South African health professionals.

In our study setting, the three categories of health professionals reported financial constraints due to
insufficient government salaries. A systematic review found that while specific factors may vary by
country, financial incentives consistently emerge as critical factors influencing doctors' workplace
choices [38]. Hoogland and colleagues [41] also found that low public sector salaries frequently
motivate medical doctors to participate in MJH, especially in LMICs. Similarly, doctors in Iran turn to
MIJH due to salary disparities between public and private sectors [153]. Among nurses, low salaries are
a key reason for their involvement in MJH [10]. Although comparable studies for therapists were not
available, a systematic review of MJH across various sectors revealed that financial incentives were the
main drivers of MJH [24]. Our findings suggest financial constraints arise not only from immediate
needs like debt repayment and family support but also from lifestyle aspirations such as home ownership
and private rooms. Thus, the perception of MJH mainly as a coping mechanism for absent or low public
sector remuneration [ 154], does not fully capture the financial motivations in our context, differing from
other LMICs. Here, financial aspirations such as financial security and lifestyle improvements also

drive MJH engagement.

Historically, the medical profession was viewed as a vocation focused on altruism and service.
However, various socioeconomic issues, such as incentives, working conditions, and opportunities for
professional progress, are increasingly influencing current healthcare job choices [155]. Campion and
colleagues [24], proposed two overarching narratives regarding MJH: one involves lower-skilled
workers constrained by limited hours, necessitating a second job, while the other concerns higher-
skilled individuals attracted by opportunities for career advancement and personal fulfilment. However,
our study also revealed an exception to this narrative in our setting, where all three professional groups,
despite being highly skilled, resorted to MJH primarily due to financial pressures, lifestyle aspirations

and career growth.

Furthermore, wage disparities between the private and public sectors influenced medical doctors'
decision to engage in MJH, while distinctions between various health professional groups influenced
the choices of nurses and therapists. In a South African study focusing on medical specialists, wage
differentials of up to six times were observed in the private sector compared to the public sector. Salaries
served as a significant financial incentive for working in or migrating to the private sector [35].

Globally, specialists are often motivated to participate in MJH due to payment discrepancies between
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the private and public sectors, exacerbated by lower tariffs and income ceilings in the public sector [32].
Similarly, income has been identified as a key factor influencing physicians' behaviour and their
decision to engage in MJH across countries of various income levels [156]. Salary increases resulting
from OSD left nurses [43] and therapists dissatisfied with the revised government salary scales,
potentially contributing to their ongoing salary dissatisfaction. This suggests that dissatisfaction with
public sector salaries among doctors and nurses persists regardless of a country's economic status,

highlighting huge salary gaps between sectors [141].

Our research revealed that while non-financial motivations were a secondary driver for MJH, emerged
as a beneficial outcome of MJH experiences in the private sector, thereby further encouraging
participation. This finding aligns with a South African study, which noted that medical specialists' views
on public and private employment could be influenced by experiences in their private jobs, impacting
their commitment to the public sector [35]. Additionally, our research supports Bett's organisational
theory of moonlighting, which suggests that while MJH offers increased pay, training, and other
benefits, it may also shape health professionals' perspectives and behaviours regarding their primary
jobs [89]. Furthermore, our quantitative survey among the three health professional categories identified
non-financial reasons as the second most important factor driving MJH participation, demonstrating
their significant role beyond financial motivations [157]. Similarly, professional development was a
key driver of MJH among medical doctors [24, 156] and nurses [40] in different countries, though still

secondary to financial incentives.

The lack of resources, equipment, drugs, and outdated infrastructure, in the public sector, drove health
professionals especially medical specialists to the private sector, while the availability of resources,
drugs, and equipment attracted health professionals to the private sector. Koussa and colleagues [156],
found that the lack of resources, shortages of staff, poor facility infrastructure and poor working
environment were important push factors in the public sector, while the availability of up-to-date
resources and a positive work environment were motivating factors that were pulling medical doctors

to work in both in the public and private sector [156].

Figure 5, which illustrates the revision to our theoretical framework, explains why health professionals
remain in the resource-constrained public sector rather than migrating to the private sector. The lack of
control of working hours and absenteeism creates an environment where professionals can retain their
public sector positions while engaging in MJH, benefiting from both a guaranteed government salary
and lucrative earnings in the private sector. The reluctance of some medical specialists to sign time
registers may indicate a desire for autonomy over their schedules as reported in other studies [8].
Additionally, research from Vietnam suggests that multiple job holding medical doctors, earn

considerably more than those not engaging in MJH [33]. This finding suggests that health professionals
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in our study may seek to leverage the security of a public sector job while also capitalising on the

potential for increased earnings in the private sector, reinforcing the allure of MJH in our context.

Several key steps can be taken to address the challenges associated with MJH in South African
healthcare. One such step is the implementation of existing performance management systems to ensure
that health professionals are fulfilling their public sector duties, thereby enhancing service delivery to
patients. Strong supervision and accountability measures are essential to ensure compliance with
stipulated working hours. Hospital managers must receive adequate training in managing health
professionals, particularly medical specialists. A Finnish study on public sector general practitioner
retention, focusing on organisational justice, found that training leaders to be more just positively
affected subordinates' attitudes and behaviour [158]. Timely disbursement of overtime payments is
essential not only for attracting and retaining nurses but also for reducing the financial pressure to seek
additional income in the private sector. Moreover, expediting the process of curriculum changes and
approvals will allow for a more efficient response to the shortage of nurse specialists, ultimately
strengthening the workforce in the public sector. Investment in nurse training is critical to alleviate
current shortages and build a more sustainable, well-trained workforce, which is essential for
maintaining quality care. Finally, enhancing the functioning of the public health system is vital. By
improving service delivery, the public sector can better meet the needs of patients and health

professionals, reducing the dependence on the private sector.

Study limitations arise from the potentially controversial nature of MJH, which may lead respondents
to present their motivations or involvement in a way that appears more acceptable or socially desirable.
Additionally, online interviews mandated by the COVID-19 pandemic restricted the observation of vital
non-verbal cues in qualitative research. To mitigate bias, a non-judgmental approach, emphasising
confidentiality, was maintained during interviews. Despite these restrictions, efforts were made to
cultivate an open and transparent dialogue, enhancing the depth of the collected data. The qualitative
approach provided a detailed exploration of motivations and challenges in managing MJH,
incorporating diverse perspectives from stakeholders and health professionals for a holistic view. The
study unveiled key factors in MJH within the South African health system, offering insights for
policymakers and healthcare leaders addressing these challenges. While our findings are specific to the
South African context, the reasons for MJH will likely exhibit similarities in other settings, particularly
in LMICs, where financial aspirations, non-financial motivations, and country-specific context factors
influence health professionals' decisions. This implies that while additional theoretical insights may
emerge in diverse contexts, the revised framework holds the potential for relevance and application in

other LMICs.
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5.5. Conclusion

This study reveals the complex interplay of financial aspirations, career development motives,
contextual factors, and management deficiencies contributing to MJH among South African health
professionals. Implementing effective performance management systems and providing managerial
training are crucial steps to enhance the management of health professionals in the public sector. These
findings offer valuable insights for policymakers aiming to address MJH in South Africa's healthcare

system and similar settings in other LMICs.
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Abstract

Introduction

Regulating multiple job holding (MJH) among health professionals is challenging for
many health systems. The effectiveness of different MJH policy reforms depends on the
behavioural responses of different groups of health professionals but little is known about
their preferences and likely reactions.

Aim
Investigate the preferences of public sector medical doctors, professional nurses, and
rehabilitation therapists for different MJH regulations in two South African provinces,

Materials and methods

We developed a novel discrete choice experiment (DCE) to evaluate the preferences of
health professionals for jobs with varying MJH policy interventions. The DCE attributes
included restrictive regulations (banning MJH) versus reward-oriented policies (increased
public sector salaries, expanded overtime, improved clinical practice environment, and
better hospital management). We produced an unlabelled DCE using an efficient design
and administered it to a representative sample of health professionals. Generalized mul-
tinomial logit models were used for analysis. We also investigated group heterogeneity,
calculated marginal willingness to pay and estimated uptake for different policies.

Results

1387 participants completed the DCE. The doctors, nurses and rehabilitation therapists

were strongly opposed to banning MJH, requiring salary increases of 45.7%, 20.0% and
42 8%, respectively, to accept an MJH ban. Increased public sector salaries significantly
increased public sector retention. However, non-financial interventions were also influen-
tial. Doctors, nurses, and rehabilitation therapists were willing to forgo 579%, 54.8%, and
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38.9% of their salaries, respectively, for an improved clinical practice environment. Compe-
tent hospital management was also important. There was some preference heterogeneity.
Nurses had significantly different preferences for certain attributes compared to the other
two groups, and professionals currently engaged in MJH were significantly more opposed
to banning MJH.

Conclusion

This study provides new information on health professional preferences for different MJH
regulations. It confirms the impertance of non-financial policy interventions in addressing
MJH and the need to tailor MJH policy design.

Introduction

Multiple job holding (MJH) or dual practice, where individuals engage in more than one paid
job simultaneously, has received increasing attention from labour market analysts, policymak-
ers and researchers [1-4]. Variations in MJH across different labour markets are driven by
differences in job opportunities, pay differentials, regulatory regimes and individual worker
preferences [5,6].

Many public sector health professionals have a second job in the private sector [5]. This
phenomenon has been reported in a range of different countries, at least for doctors [6,7] and
nurses [8]. Theoretically, MJH by public health professionals could have contradictory effects
on the performance of public healthcare systems [7,9]. On the one hand, MJH might increase
the retention of skilled health professionals in the public sector, at a lower cost, which would
enhance access, quality, efficiency and equity [10-13]. On the other hand, MJH professionals
may decrease time and effort in their public jobs, suffer fatigue and burnout, divert profitable
patients to their private practices, or appropriate public resources for private use, which would
all compromise public system access, quality, efficiency and equity [6,14,15]. However, there
is very little empirical evidence on the balance of those potential impacts in different settings,
nor on the contextual factors that may promote more positive outcomes [16,17].

Different countries have adopted diverse strategies to regulate MJH among health pro-
fessionals [17-19]. A few countries rely mainly on professional bodies and peers to regulate
unprofessional and unethical practice [9]. Restrictive MJH policies include banning MJH com-
pletely, limiting it to specific groups of professionals, specifying maximum hours of permitted
MJH, or restricting private practice earnings from MJH [18]. Other countries have focused on
reward-oriented MJH policies which include raising public sector salaries, using non-financial
incentives to encourage retention, offering more lucrative contracts to health professionals
who agree to work exclusively in the public sector, or encouraging the development of private
practices within public facilities [9,18].

Some researchers have developed theoretical economic models to explore the dynamics of
MJH and predict the likely impact of different policy interventions [12,20-23]. There are also
some narrative descriptions of individual country experiences with MJH regulation [18,24].
However, there are few rigorous empirical evaluations of the impact of MJH policies in the
health sector, probably due to the methodological difficulties of designing such studies [17].
Indeed, the Cochrane systematic review of interventions to manage the MJH of health profes-
sionals found not a single eligible study to include in the review [25].

The likely impact of different MJH policies is determined by the behavioural responses
of health professionals to policy changes. Surprisingly, this is an underexplored area in the
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health MJH literature [26], even though the methodology is less of an obstacle. The model of
Gonzalez and Macho-Stadler [21] makes theoretical assumptions about the probable motiva-
tions and responses of health professionals to MJH regulation but empirical studies are rare.
For example, Jumpa ef al's [27] qualitative interviews with 20 Peruvian doctors included some
discussion about their attitudes to MJH regulation. Our study attempts to address this knowl-
edge gap by using a discrete choice experiment (DCE) to investigate the preferences of South
African health professionals for different MJH regulatory policies.

The South African healthcare system continues to grapple with poor health outcomes, per-
sistent health inequalities, and weak public sector management [28,29]. South Africa (SA) has
amixed healthcare system with a well-developed private sector. The private sector accounts
for approximately 50% of national health expenditure, and employs over 60% of health profes-
sionals, even though it only services the most affluent 17% of the population able to afford
private health insurance [30]. In SA, the Public Service Amendment Act and regulations make
legal provisions for MJH, known as remunerative wotk outside of the public sector (RWOPS)
[31-33]. The RWOPS policy was introduced to encourage the retention of health profession-
als in the public sector. It allows public sector employees to engage in additional paid work in
the private sector provided that they have written permission from the relevant authority and
that such work is performed outside of their public sector working hours [34]. There has been
no formal evaluation of the impact of the RWOPS policy although one government investi-
gation found evidence of abuse by doctors and weak monitoring [35]. There is also limited
academic literature on RWOPS in SA [36].

DCEs are a quantitative methodology for evaluating the relative importance of different
product characteristics on consumer choices [37]. In health, DCEs have mainly been used to
assess patient preferences for different models of healthcare delivery [38,39] or health workers’
valuation of different job characteristics affecting their job choices [40-42]. This paper adds
to the small number of studies that have used DCEs to investigate aspects of MJH. Scott et al
[43], included a baseline job characteristics DCE in their panel study with Australian medical
specialists. One of the job attributes was the percentage of time spent in the private sector,
which they then used to analyse the general preference for private sector work and its asso-
ciation with risk aversion. More recently, Pestana ef al [44] did a standard job characteristics
DCE with doctors in Portugal but compared the preferences of doctors working exclusively in
the public sector with those engaged in MJH.

QOur application is more novel. We developed a new DCE to investigate the preferences of
South African public health professionals for different MJH policy interventions. We evaluate
the trade-offs between restrictive regulations such as banning MJH, and reward-oriented poli-
cies such as an increase in public sector salaries or introducing other non-financial incentives
to improve public sector retention. The study was done with public sector medical doctors,
professional nurses, and rehabilitation therapists from two SA provinces. The inclusion of
rehabilitation therapists and the comparison between the three professional groups are also
novel in the literature. Information about the preferences and choices of health profession-
als will aid in predicting their likely behavioural responses to policy interventions which can
inform the design and implementation of more effective MJH regulation.

Materials and methods
Study participants

The study was conducted from July 2022 to October 2022 at 29 public hospitals in two South
African provinces, Gauteng (GP) and Mpumalanga (MP). The DCE was part of a cross-
sectional survey on MJH conducted with medical doctors (generalists and medical specialists),
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professional nurses, and rehabilitation therapists (occupational therapists, physiotherapists,
speech therapists and/or audiologists) in the study hospitals in 2022. The initial calculated
sample comprised 552 doctors and 502 nurses, evenly distributed between the two prov-
inces, along with 237 rehabilitation therapists in Gauteng and 152 rehabilitation therapists in
Mpumalanga.

Sampling methodology

We recruited public sector doctors, nurses, and rehabilitation therapists from 56 hospitals
in Gauteng and Mpumalanga using a multi- stage sampling approach. A stratified sample of
11 hospitals per province was selected randomly from four categories (strata) of hospitals
(district, regional, tertiary and central) through a proportional-to-size strategy [45]. GP’s
sample included five district, two regional, two tertiary, and two central hospitals, while
MP’s sample included six district, three regional, and two tertiary hospitals, as it has no
central hospitals [46].

Within selected hospitals, six clinical disciplines anaesthesia, orthopaedics, paediatrics,
obstetrics and gynaecology, internal medicine, and surgery were targeted. Wards within these
disciplines were randomly chosen, and all doctors and nurses in the selected wards were
invited to participate until target numbers were met. Rehabilitation therapists were recruited
from 22 hospitals due to their smaller population size. Additional hospitals, four in MP and
three in GP were included to meet sample size requirements for rehabilitation therapists [46].

DCE design

‘We followed the recommended standards for conducting a DCE study [47-49]. We used an
unlabelled design with two alternatives plus an opt-out in each choice set. Respondents were
asked to select between two public sector jobs (Job 1 and Job 2) containing various combi-
nations of incentives and restrictions of MJH practice. The opt-out allowed respondents to
refuse both of the choices offered to better reflect real-world labour market choices [49,50].

Several steps were involved in selecting the attributes and levels to be included in the
design experiment. First, a literature review on MJH and MJH regulation was undertaken.
In-depth interviews were then conducted with key stakeholders across South Africa to gather
their perspectives on the effectiveness of current MJH policies and identify potential regula-
tory mechanisms or enhancements to address MJH. In-depth interviews were also conducted
with doctors, nurses and rehabilitation therapists who have engaged in MJH, focusing on their
motivations for participating in MJH, their views on the current regulatory mechanisms for
MJH, and possible new incentives and restrictions related to MJH. Based on the qualitative
findings, we designed a DCE to evaluate the preferences of health professionals for different
MJH regulations versus different financial and non-financial incentives intended to make
public sector jobs more attractive and thereby decrease MJH.

The final list of attributes and levels is shown in Table 1. Current RWOPS regulations in
SA allow MJH after normal hours with restrictions. The DCE evaluated more restrictive (ban-
ning MJH) and more permissive (extended MJH hours and MJH permitted during normal
hours) regulatory regimes. Salary supplementation is the main reason in the literature for
MJH participation among health professionals [11,14-16], and a salary increase would be the
main financial incentive to compensate health professionals for accepting MJH restrictions.
This was included as a percentage change in current salary levels to allow comparison between
the different professional groups, with four levels to be able to evaluate nonlinear effects. This
attribute was also used to calculate willingness-to-pay estimates in terms of salary compensa-
tion for the other attributes. Four different employment contracts were included in the DCE
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Table 1. DCE attributes and levels,

Attribute Attribute levels
Employment +  Part-time (5/8) post with no paid overtime
contract » Full-time post with no paid overtime

+ Full-time post with 8 hours/week paid overtime
» Full-time post with 16 hours/week paid overtime

Current salary + No salary increase
+  25% salary increase
+ 50% salary increase
+ 75% salary increase

Clinical practice + Shortages of staff, drugs, equipment, and infrastructure results in the provision
environment of sub-optimal health care to patients
+ Availability of staff, drugs, equipment, and infrastructure results in the provi-
sion of good quality health care to patients

Conditions for « RWOPS (MJH) prohibited
RWOPS (MJH) «  Approved RWOPS allowed, but only after working hours and limited to 8 hours
per week

+ Approved RWOPS allowed, but only after working hours and limited to 16
hours per week
+ Approved RWOPS allowed during working hours but limited to 8 hours per

week
Hospital + Sub-optimal management, unable to manage RWOPS in the hospital
management + Competent management, able to manage RWOPS in the hospital

hitps://doi.org/10.1371/journal.pone.0320854.1001

design because they have financial impacts that may influence MJH and because more flexible
arrangements could be useful in the management of MJH. A part-time post would allow more
time in the second job and might better reflect the hours currently worked by professionals
engaging in MJH. Increased overtime in the primary job would be an alternative form of
income supplementation to MJH. Two non-financial interventions that may influence MJH
were also included, with two levels each. The clinical practice environment with adequate
resources and staffing to enable quality care has been shown to be important in job selection
between private and public sectors [11]. The final attribute focused on improved hospital
management, particularly in relation to the management of MJH (RWOPS).

The final DCE design yielded 256 (4° x 2?) potential combinations. We first used dcreate in
Stata [38] to generate an orthogonal experimental design with zero priors. This was used in
the pilot study in two unsampled public hospitals to further refine the attributes and levels and
to obtain priors to be used in producing the final design [50]. The final experimental design
was generated using an efficient design strategy in Ngene with 16 choice sets. To minimise
task fatigue the design was split into two blocks [51]. We also repeated one choice set to assess
internal consistency and verify that participants actively participated in the task [51]. Thus,
each participant answered nine choice sets in the survey. Each block was presented in two
versions, with the order of choice tasks reversed in the second version to account for ordering
effects. The four versions of the tool were assigned to participants randomly.

Data collection

Consenting study participants completed the self-administered questionnaire anonymously
on tablets using REDCap (Research Electronic Data Capture) [52]. The DCE tool contained
an introductory section explaining the task, attributes and levels (Supplemental File 1), and a
practice question. An example of the DCE choice task presented to respondents is shown in
Fig 1. The questionnaire also included questions on socio-demographics and engagement in
MJH during the preceding 12 months.
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Question 1: Which of these two public health sector jobs would you choose?

Job Characteristics Neither
1. Empl F i
mployment ull-iimeposlw;mﬁhoumpold 5/8 post with no paid ove
2. Current salary 75% salary increase No salary increase
Availability of staff, drugs, equipment and Availability of staff, drugs, equipment and
3. 3| Chwlonl pema ton infrastructure results in the provision of infrastructure results in the provision of
environment good quality health care to patients good quality health care to patients
4. Conditions for Approved RWOPS allowed during working
RWOPS RWOPS prohibited hours but limited to 8 hours per week
5. Hospital Comp g . able to g Sub-optimal management, unable to
management RWOPS in the hospital manage RWOPS in the hospital
=%
Which Id ® J
c}ohwz; you O Job 1 O Job 2 Neither

Fig 1. DCE question example,
himps:i/du.or1 0137 foumal puhe 0320854.9001

Data analysis

Data was analysed in Stala 17, We used Stata’s svy commands Lo account for the complex
cluster sampling design, as explained previously [46]. Separate DCE analyses were conducted
for the three professional groups, The results were weighted to reflect the population distribu-
tion of the study health professionals for different hospital lypes within the two provinces, Ten
participants who did not make trade-coffs were excluded from the DCL analysis. We compared
the condilional logit model (clogit}, mixed logil (MIXL) and generalised mullinomial logil
maodels (G-MNL). For the MIXL and G-MNL-1l models, we used the Stata mixlogit 53] and
gmnl |54] ado commands, respectively with appropriate weighting, The G- MNL medel had
the best fit. The G-MNL model accommoedates both preference and scale heterogeneity [55].
Accounting for scale heterogeneity is important in comparing groups which may differ in the
variance of their error terms [55]. The DCE results presented here are from the uncorrelated
G-MNL-IT model, using the responses which included the opt-out, with all parameters as ran-
dom estimated with 500 Halton draws, and gamimna equal to zero. We use the mean regression
coefficients and confidence intervals to defermine the relative importance of attribules, while
the standard deviations of the coefficients in the G-MNL models reflect preference heteroge-
neity within the sample. Categorical atiribules were entered as dummy variables for cach level,
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‘We compared the categorical and numerical treatment of the salary increase attribute. The
results presented are for the numerical analysis of a linear 10% salary increment in all models.
Because individual characteristics do not vary within choice sets, their impact on prefer-

ences is evaluated statistically by including interaction terms between individual and design
variables in the models [37]. Three different interaction models were used to assess the
influence of health professional group, MJH experience and socio-demographic factors on
attribute preferences. The socio-demographic characteristics evaluated were gender, marriage
status, having dependants, coming from an urban province and having a professional special-
isation, which were shown to be influential in our previous analyses [46]. We did not include
all possible interactions but developed more parsimonious final models that include effects of
the most statistical significance or policy importance. Although preliminary latent class analy-
sis showed consistent findings, it offered no additional insights on the outcomes of interest, so
we prioritised the G-MNL model for its parsimony and relevance.

We estimated the marginal willingness to pay (mWTP) for each attribute in WTP space
from the G-MNL model results. We did this using the Stata gmn! command [54], with the
mean of the salary variable constrained to one, a fixed parameter for the opt-out alternative
specific constant, and random coefficients for all other variables. The mWTP indicates the
percentage of salary participants were prepared to forgo for improvements in other attributes,
or the additional salary required to compensate them for attributes that decreased utility.
Finally, to aid in the interpretation of the policy relevance of the regression results, we mod-
elled the uptake of different hypothetical jobs with different combinations of attribute levels.
The likelihood of choosing different scenarios was predicted using the estimates obtained
from the G-MNL model [54]. Alternative scenarios were compared to the current status quo
as a baseline, and results are expressed as the change in uptake from the baseline [53].

Ethics

The Human Research Ethics Committee (Medical) of the University of the Witwatersrand in
Johannesburg provided ethical approval for this study [M210262]. Study permission was also
obtained from the relevant authorities in both provinces. All participants provided electronic
informed consent by selecting ‘yes’ before completing the survey.

Results
Demographic characteristics

The survey response rate was 83.9%. Table 2 displays the weighted demographic characteristics
of the 1387 participants, which comprised 484 doctors (34.9%), 565 nurses (40.7%), and 338
rehabilitation therapists (24.4%). Rehabilitation therapists were the youngest group on average
(32.4+8.7 years) while nurses were the oldest (43.7+10.4), with the doctors in between (39.9+9.7
years). Nurses (91.3%) and rehabilitation therapists (81.7%) were mostly female, but women
made up only 44.5% of the doctors. Among doctors, 44.3% were specialists, compared to 32.1%
of nurses. Rehabilitation therapists had the highest reported MJH participation at 38.9% (95%
Cl:31.1% - 47.3%) in the previous 12 months, followed by doctors at 33.8% (95% CI: 26.4% -
42.1%) and nurses at 8.9% (95% CI: 6.8% - 11.6%). The differences in the prevalence of MJH
among the three professional categories were statistically significant (X* = 133.4, p<0.001).

DCE results by professional group

G-MNL Regression. Table 3 shows the G-MNL DCE results with separate models for
each professional group (models 3.1, 3.2, and 3.3) as well as a pooled model (model 3.4)
including interaction terms to test for statistically significant differences in group preferences.
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Table 2. Study participant characteristics.

Characteristics Doctors Nurses Rehabilitation therapists
1 (%)/ mean +SD 1 (%)/ mean +SD 1 (%)/ mean +SD

n 484 565 338

Province

Gauteng 395 (81.6%) 443 (78.4%) 241 (71.2%)

Mpumalanga 89(18.4%) 122 (21.6%) 97 (28.8%)

Age 399+97 437 + 104 324 +£87

Gender

Male 264 (54.7%) 46 (8.2%) 56 (16.5%)

Temale 217 (44.5%) 516 (91.3%) 276 (81.7%)

Other 4(0.8%) 3(0.5%) 6 (1.8%)

Marital status

Single 153 (31.6%) 257 (45.5%) 200 (59.2%)

Married/Living together 301 {62.2%) 230 (40.7%) 129 (38.1%)

Divorced/Separated 22 (4.6%) 41 (7.3%) 5(1.5%)

Widowed 3 (1.6%) 37 (6.5%) 4(1.2%)

No. of dependents 42+38 51+34 24+27

Category

Generalist 269 (55.7%) 383 (67.9%) 338 (100.0%)

Specialist 215 (44.3%) 182 (32.1%) NA

MTJH (previous 12 months)

No 320 (66.2%) 515(91.1%) 207 (61.1%)

Yes 164 (33.8%) 50 (8.9%) 131 (38.9%)

MJH: multiple job helding, NA: Not applicable

https://doi.org/10.1371/journal.pone.0320854.t002

The G-MNL-1I model had a better model fit than the MIXL and clogit models (Supplemental
File 2). The signs of statistically significant attributes were in the expected direction. The
coefficients for the opt-out alternative-specific constants were negative and significant for
doctors and rehabilitation therapists signifying a preference for the offered jobs. The standard
deviations in the G-MNL models were statistically significant for many attributes indicating
significant preference heterogeneity even within the professional groups, and the significant
tau for most models confirmed the existence of some scale heterogeneity.

In the stratified analyses (models 3.1, 3.2, and 3.3), none of the groups preferred the more
permissive RWOPS regimes (16 hours per week after hours or 8 hours per week during work
houtrs) compared to the status quo of 8 hours per week after hours. However, there was a large
and statistically significant aversion to jobs that prohibited RWOPS in all three groups. The
interaction model (model 3.4) showed that this aversion was stronger among rehabilitation
therapists and doctors compared to nurses, although only statistically significant for rehabili-
tation therapists.

As an alternative to restricting MJH, the DCE included several attributes to make public
sector jobs more attractive. However, the option of moving to a part-time post with fewer
hours in the primary job was not appealing, the coefficient was negative for all three groups
although only statistically significant for nurses and rehabilitation therapists. The interaction
terms for this attribute in the pooled model indicate that nurses were significantly less enthu-
siastic about a part-time post than both doctors and rehabilitation therapists (model 3.4). In
terms of financial incentives, doctors and rehabilitation therapists strongly preferred jobs
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Table 3. DCE G-MNL results for the three health professional groups.

Model 3.1 Model 3.2 Model 3.3 Model 3.4
Doctors Nurses Rehabilitation therapists Pooled + Interactions
Mean (SE) $D (SE) Mean (S) 8D (SE) Mean (SE) SD (SE) Mean (SE) SD (SE)
Full-time post, no paid — — — — — — — —
overtime *
Part-time post, no paid -0.20 047 -1.30 s o111 -0.32 * 0.80 ki -0.83 #1052 i
overtime (0.14) (0.38) (0.33) (0.57) (0.15) (028) (0.14) (0.15)
Full-time post, 8hrs paid | 0.63 wF 10,17 0.08 -0.36 0.40 had -0.27 -0.09 0.18
overtime (0.13) (025) (0.26) (0.51) (0.13) (032) (0.11) (0.10)
Full-time post, 16hrs 078 w=E | 0.90 w2019 -1.36 i 043 R -0.54 -0.19 -0.68 R
paid overtime 0.17) (0.19) (0.25) (0.49) (0.15) (0.35) (0.13) (0.16)
Salary increase (10%) 030 #1019 0,97 W 0,74 w044 R 022 ##E 0,50 #1025 hiid
(0.02) (0.03) (0.18) (0.17) (0.03) (0.03) (0.03) (0.02)
Staff & resources 1.65 w1132 W | 506 W 2,69 s 1,72 s 11,01 sk | 257 w1133 i
available (0.15) (0.16) (0.94) (0.48) (0.16) (0.16) (0.15) (0.09)
Competent management | 0.46 w049 * 0.90 w116 e 0.47 #=HE 0,81 w=E 0,43 wE 0,68 R
(0.09) (020) (0.22) (0.38) (0.09) (019) (0.06) (0.11)
RWOPS: 8hrs/week after | — — — — — — — —
hrs*
RWOPS:16hrs/week 015 -0.70 * 0.06 -1.05 * 0.16 -0.17 -0.09 0.36
after hrs (0.12) (0.34) (0.22) (0.42) (0.12) (0.18) (0.13) (0.30)
RWOPS: 8hrs/week 0.03 -046 -0.51 0.32 -0.07 0.35 -0.24 0.16
during work (0.13) (071) (0.34) (0.62) (0.14) (031) (0.13) (0.72)
RWOPS prohibited -1.39 w|E 127 | FF | 142 ks -2.38  |FF 175 %1118 = -0,96 =% 11.09 b
(0.19) (017) (042) (0.59) (0.22) (022) (0.14) (013)
Doctorsx Part-time post 0.71 e
(0.19)
Therapistsx Part-time 0.57 wo
post (0.19)
Doctorsx 8hrs overtime 0.74 i
(0.16)
Therapistsx 8hrs 0.50 kad
overtime (0.18)
Doctorsx 16hrs overtime 1.01 e
(0.20)
Therapistsx 16hrs 0.65 ke
overtime (0.20)
Doctorsx 10% Salary -0.21 kiad
increase (0.03)
Therapistsx 10% Salary -0.06
increase (0.03)
Doctorsx Staff & -0.94 ki
resources (0.16)
Therapistsx Staff & -0.84 kiad
resources (0.16)
Doctorsx 16hrs RWOPS 0.29
after hrs (0.18)
Therapistsx 16hrs 0.25
RWOPS after hrs (0.18)
Doctorsx 8hrs RWOPS 0.28
during work (0.18)
Therapistsx 8hrs 0.22
RWOPS during work (0.18)

(Continued)
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Table 3. (Continued)

Model 3.1 Model 3.2 Model 3.3 Model 3.4
Doctors Nurses Rehabilitation therapists Pooled + Interactions
Mean (SE) SD (SE) Mean (S) SD (SE) Mean (SE) SD (SE) Mean (SE) SD (SE)
Doctorsx RWOPS -0.32
prehibited (0.19)
Therapistsx RWOPS -0.75 ke
prohibited (0.21)
Opt-out 119 275 w014 230 wE | 1,04 * 247 | 0.79 ke 249 R
(0.41) (0.26) (0.39) (0.31) (0.51) (0.39) (0.30) (0.32)
Tau -0.01 0.95 ke -0.25 e 0.17
(0.07) (015) (0.70) (0.14)
i 11616 13 536 8 136 33288
LL -2 866.90 -2 440.85 -177342 -7 13329
AIC 577581 4 923.70 3588.83 14 340.59
BIC 5930.37 508148 373592 14 651.86
pvalue <0.001 <0.001 <0.001 <0.001

#p<0.05 ¥p<0.01 #¥¥p<0.001, * Reference category, Therapists - rehabilitation therapists.

https://doi.org/10.1371/journal.pone.0320854.t003

with additional overtime but nurses did not. All three professional groups derived signifi-
cantly higher utility from jobs with higher salaries. The coefficient for a 10% salary increase
was highest for nurses, but only the difference with doctors was statistically significant in the
pooled model. Regarding non-financial incentives, a positive practice environment with avail-
able staff and resources was the most important attribute determining the job choices of the
three groups. The coefficients for this attribute were significantly larger than those fora 10%
salary increase. Although highly influential for all three groups in the separate models, the
interaction terms in the pooled model indicate that the practice environment was significantly
more valued by nurses than doctors and rehabilitation therapists (model 3.4). Competent
management able to manage RWOPS was also a statistically significant determinant of job
choices in all three professional groups (models 3.1, 3.2, and 3.3).

Marginal willingness to pay. Table 4 presents the basic DCE results by professional
group in terms of marginal willingness to pay (mWTP). A negative mWTP indicates
the amount of salary compensation respondents would require on average to accept an
unattractive job attribute, whereas a positive mW'TP represents the amount of salary that
respondents would be prepared to forgo to keep a positive attribute. According to the DCE
results, doctors would require a 45.7% salary increase to accept a job that prohibits MJH,
whereas rehabilitation therapists would need 42.8%, and nurses 20.0%. At the other extreme,
for ajob with adequate resources and staffing which enabled them to provide quality care to
patients, doctors, nurses, and rehabilitation therapists were willing to forgo 57.9%, 54.8%,
and 38.9% of their salaries respectively. Similarly, for competent hospital management able
to manage MJH, doctors, nurses, and rehabilitation therapists were ready to trade 13.7%,
7.7%, and 11.6% of their salaries, respectively. In terms of overtime opportunities, doctors
equated a job with 16 hours of overtime to a 23.7% increase in salary, while it was 6.7% for
rehabilitation therapists (Table 4).

Predicted job uptake. Table 5 uses the G-MNL DCE results to model the impact of
different combinations of attributes on job uptake by the different professional groups. This
allows us to evaluate the effectiveness of different compensatory interventions which could
be used to offset the impact of an MJH ban. The selected baseline job for comparison was a
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Table 4. Marginal willingness to pay (mW'TP), by professional group.

Doctors Nurses Rehabilitation therapists

mWTP 95% CI mwWTP 95% CI mWTP 95% CI
Part-time post 82 [117.9,1.5] 153 [-21.9,-8.7) 95 [-16.3,-2.7)
8 hrs/week paid OT 212 [12.7,29.8] -3.3 [-8.1, 1.5] 6.6 [0.3,12.9]
16 hrs/week paid OT 237 [13.1,34.3] 50 [-0.8,-0.2] 6.7 [0.0,13.3]
Staff & resources available 57.9 [48.7, 67.1] 548 [49.1, 60.5] 38.9 [33.7,44.1]
Competent management 13.7 [7.7,19.6] 7.7 [3.9,11.4] 11.6 [6.9,16.4]
RWOPS: 16 hrs/weel, after work 7.0 [-1.6, 15.6] -3.1 [-8.5,2.3] 3.6 [-2.0,9.2]
RWOPS: 8 hrs/week, during work 3.0 [-57.11.7] -4.1 [-9.8,1.5] -1.8 [-8.0,44]
RWOPS prohibited 457 [-56.3, -35.0] 20,0 [-26.0,-13.9] 2.8 [-51.0,-34.6)

mWTP expressed as % increase in salary, results from G-MNL model in WTP space, OT: overtime.

https://doi.org/10.1371/journal.pone.0320854.t004

Table 5. Modelling the impact of different financial and non-financial incentives to counteract a ban on MJH, by professional group.

Attributes Baseline Ban MJH MJH Ban + Financial Incentives MJH Ban + Non-Financial Incentives
Scenario 1 Scenario 2 Scenario 3 Scenario 4 Sce- Scenario Scenario 7 Scenario 8 Scenario 9

nario 5 6

Conditions for 8hrs/week Prohibited | Prohibited | Prohibited |Prohibited | Prohib- | Prohib- Prohibited | Prohibited | Prohibited

RWOPS (MJH) after hrs ited ited

Employment F/T post, F/T post, F/T post, F/T post, F/T post, 8 hr 16 hrs F/T post, F/T post, F/T post,

contract nopaid OT |nopaid OT |nopaid OT |nopaid OT |nopaidOT |OT/ OT/week | nopaid OT |nopaid OT |no paid OT
week

Salary increase 0% 0% 25% 50% 75% 0% 0% 0% 0% 0%

Clinical Inadequate |Inadequate |Inadequate |Inadequate |Inadequate |Inade- Inade- Adequate Inadequate | Adequate

environment quate quate

Hospital Sub- Sub- Sub- Sub- Sub- Sub- Sub- Sub- Competent | Competent

management optimal optimal optimal optimal optimal optimal optimal optimal

Professional Uptake Change in Uptake from Baseline Scenario (Percentage points)

Group (%)

Doctors 22.0% -11.0% -4.1% +5.2% +15.1% -5.5% -2.8% +8.0% -6.7% +13.7%

Nurses 28.8% -6.8% +15.6% +32.1% +41.2% -6.1% -6.7% +35.3% +1.6% +40.5%

Rehab 22.7% -14.0% -4.3% +9.9% +24.6% -11.1% -10.4% +3.9% -9.5% +10.4%

therapists

Results from the G-MNL model stratified by professienal group.

OT: overtime, Hrs: hours, MJTH: multiple job holding.

https://doi.org/10.1371/journal.pone.0320854.1005

full-time post without overtime and no salary increase, with an inadequate clinical practice
environment and sub-optimal hospital management but allowing 8 hours of RWOPS after
normal hours. The model estimated the uptake of such a job to be 22.0% for doctors, 28.8%
for nurses and 22.7% for rehabilitation therapists.
If MJH were prohibited this would decrease job uptake by 11.0, 6.8 and 14.0 percent-

age points for doctors, nurses and rehabilitation therapists, respectively (Scenario 1). The
remaining scenarios evaluate the financial and non-financial incentives required to coun-
teract the impact of a ban on MJH. In terms of financial incentives, a salary increase of at
least 509 (Scenario 3) would be required before the decrease in job uptake is reversed for all
three groups. Allowing overtime in the primary job would moderate the impact of a ban but
not compensate completely in any of the groups (Scenarios 4 and 5). The model indicates
that non-financial incentives could persuade health professionals to stay in public posts that
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banned MJH. A positive practice environment that supports quality care would counteract
the impact of a ban for doctors, nurses and rehabilitation therapists with increased uptake
of 8.0, 35.3 and 3.9 percentage points above baseline respectively (Scenario 7). Competent
hospital management would not be sufficient alone (Scenario 8) but would make an effective
package when combined with an improved practice environment for doctors, nurses and
rehabilitation therapists improving uptake by 13.7, 40.5 and 10.4 percentage points respec-
tively (Scenario 9).

DCE results by multiple job holding status

Table 6 compares the G-MNL DCE results for health professionals who did not engage in
MJH in the previous 12 months with those who did, in separate models for each group (mod-
els 6.1 and 6.2) as well as a pooled model including interactions between MJH practice and
the DCE attributes (model 6.3). The significance and relative importance of the DCE attri-
butes were comparable to the results in Table 3 and similar between the MJH and non-MJH
professionals. However, professionals who engaged in MJH were more strongly opposed to
jobs which prohibited RWOPS than those who did not engage in MJH, which was confirmed

Table 6. DCE G-MNL results for professionals engaged and not engaged in MJH.

Model 6.1 Model 6.2 Model 6.3

Non-MJH MJH Pooled + Interactions

Mean (SE) SD (SE) Mean (SE) SD (SE) Mean (SE) SD (SE)
Full-time post, no paid overtime * — — — — — —
Part-time post, no paid overtime -0.51(0.13) | #% | 0.66(0.27) # -0.27 (0.17) -0.75(0.20) |#FF | -0.38(0.08) |¥¥F | -0.51(0.15) |¥¥
Full-time post, 8hrs paid overtime | 0.40 (0.11) | % | 0.08 (0.08) 044(0.17) |# | -0.19(033) 0.35(0.07) |#% | 0.17(015)
Full-time post, 16hrs paid overtime |0.41(0.14) | *# |075(024) |* |049(019) |* |-073(027) [* |037(000) |#= |-072(014) |
Salary increase (10%) 0.52(008) [#+ |033(005) |*%F [035(003) |* |022(003) |#¢ 043 (002) |¥F |027(002) |
Staff & resources available 257(035 | ®F | 165(026) | [158(020) |¥ | 123(020) | | 216(011) |#F | 1.35(000) |
Competent managerment 0.61(0.12) | #% | 059(020) % |032(012) | |070(022) % |051(0.06) | |057(0122) |
RWOPS: 8hrs/week after hrs* — — — — — —
RWOPS:16hrs/week after hrs 0.09 (0.10) -0.46 (0.26) 017 (016) 0.82(026) |** | 0.10(0.08) 0.37 (0.24)
RWOPS: 8hrsfweek during work | -0.20(0.14) 012(019) 002(015) 020 (0.31) -0.09(0,09) -0.09(0.25)
RWOPS prohibited 1121(022) [# | 131(027) | # |-202(026) | |-1.28(0.07) |#F | 1.00(0.11) |#F | 1.06(012) |
MJH x 10% Salary increase -0.10(0.03) |¥¥
MJH x Staff & resources -0.72(0.15) | %%
MJH x Competent management -0.27(0.11) |*
MJH x 16 hrs RWOPS after hrs 0.06 (0.16)
MJH x 8 hrs RWOPS during work 0.08 (0.16)
MJH x RWOPS prohibited -0.88{0,19) | ¥¥¥
Opt-out 0.43 (0.29) 238(027) |%% |145(046) |+ [277(043) |# | 0.65(025) | 2.50(0.23) |
Tau -0.56(0.15) | 0.09 (0.10) 0.20 (0.12)
7 25632 7 656 332388
LL -5213.26 -1973.61 -7 210.55
AIC 10468.52 3989.22 1444511
BIC 10639.70 4 13503 14702.26
pvalue <0.00f <0.001 <0.001

#p<0.05 ¥¥p< .01 ¥¥¥p<0.001, * Reference category, MJH: engaged in multiple job holding, Non-MJH: not engaged in multiple job holding

https://doi.org/10.1371/journal. pone.0320854.t006
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to be statistically significant in model 6.3. Interestingly, the non-MJH professionals placed a
significantly higher value on a 10% salary increase, a better clinical practice environment and
more competent management than those currently engaged in MJH (model 6.3)

DCE results for different socio-demographic groups

‘We ran a pooled G-MNL model with socio-demographic interactions to evaluate their impact
on attribute preferences (Supplemental File 3). There were no significant differences between
male and female doctors, nurses, and rehabilitation therapists in avoiding jobs that prohib-
ited MJH. Married nurses did not differ from single nurses in their preference for jobs that
prohibited MJH. Furthermore, generalist doctors valued salary increases more than special-
ists, whereas nurses from Gauteng province (GP) valued salary increases more than those in
Mpumalanga province (MP). All sub-groups preferred a supportive clinical environment, but
this preference was significantly stronger among female doctors, female rehabilitation thera-
pists, and nurses from GP.

Discussion

‘We presented the results of a novel DCE evaluating the preferences of South African public
sector medical doctors, professional nurses and rehabilitation therapists for different MJH
regulatory interventions. We found that all three groups were significantly opposed to a ban
on MJH (Table 3). They would refuse jobs that did not permit MJH or require a substantial
increase in salary to accept them. Interestingly, none of the groups were clearly in favour of
doubling the hours of permitted MJH or allowing MJH during working hours.

All three professional groups valued salary increases highly, and improved basic remuner-
ation would significantly increase the uptake of public sector jobs. Doctors and rehabilitation
therapists were prepared to trade higher salaries for increased overtime allowances, but nurses
were not. None of the groups were in favour of part-time posts, even though it might be a
more accurate representation of the current split between primary and secondary jobs and
would allow more official time in their second private jobs. Improving the clinical practice
environment, with adequate staffing and resources to ensure quality patient care, would be
a powerful non-financial incentive to increase public sector retention. All three professional
groups were prepared to forgo a large proportion of their salaries for such improvements.
More competent hospital management was slightly less important but still a significant deter-
minant of job choices.

There is some support from the DCE that a ban on MJH could be offset by improvements
in other job characteristics. The respondents accepted posts that did not permit MJH if there
was adequate compensation. A significantly increased salary or a well-resourced clinical
environment were sufficient alone to overcome the health professional’s aversion to an MJH
ban, but additional overtime or better hospital management would need to be combined with
other financial or non-financial incentives. The ranking of attributes was similar between
the three professional groups but there were some statistically significant differences in the
magnitude of their preferences. The coefficients for doctors and rehabilitation therapists
were mostly comparable to each other. However, the nurses were significantly less enthusi-
astic about part-time posts and overtime and valued the salary increase and clinical practice
environment more highly, than the other two groups. The preferences of health professionals
who had engaged in MJH in the previous year were also qualitatively similar to those that
had not (Table 6). However, MJH professionals were significantly more opposed to a MJH
ban and valued the salary increase and clinical practice environment less than the non-MJH

professionals.
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This research makes an important contribution to the small literature on the opinions of
health professionals about MJH regulation. It is the first study to use a DCE to directly quan-
tify the trade-offs between different MJH policy interventions in the health sector. It is also
innovative in comparing doctors, nurses and rehabilitation therapists, and achieved a good
response rate of 83.9% which limits selection bias. Other methodological strengths were that
we used a rigorous G-MNL model for the DCE analysis and statistically tested differences in
preferences between groups through interaction models.

The study also has several limitations. DCEs are often criticised for measuting stated rather
than revealed preferences, although there is some recent evidence of their external validity in
predicting real choices [56]. Due to both statistical and cognitive constraints, DCEs are always
limited in the number of attributes or levels that can be included. We focused on policy inter-
ventions relevant to the SA context, as identified by key informants and health professionals
in the qualitative interviews. The study was based in only two provinces and may not be gen-
eralisable to the entire country, although Gauteng and Mpumalanga were chosen because they
are fairly representative of urban and rural provinces respectively.

The likely effectiveness of different MJH regulations will vary from one context to another.
Many authors have proposed that MJH interventions in low- and middle-income countries
For example, Garcia-Prado & Gonzalez [9] suggest that reward-oriented MJH policies are
more appropriate in HICs, while restrictive policies are recommended for LMICs.

Health policymakers and managers frustrated with the absenteeism of public sector
employees engaged in MJH, may be supportive of an outright ban of MJH [58], and this has
been tried in a few countries [18]. The theoretical models provide inconclusive advice. Brekke
and Sergard [23] found that an MJH ban may be efficient under certain conditions, while
Gonzalez & Macho-Stadler [21] conclude that banning MJH is never desirable, even if a ban
could be enforced. However, the empirical country case studies suggest that an MJH ban
has limited impact because it is difficult to enforce, particularly in LMICs but even in HICs
with stronger regulatory capacity [18]. The risk is that a complete MJH ban might lead to an
exodus of skilled health professionals from the public sector to the private sector, undermin-
ing the objective of such an intervention which would be to increase access and quality of care
for public patients. The respondents in our DCE were opposed to an MJH ban, and the model
predicts a significant impact on job uptake. However, the size of the shift was perhaps not as
large as might have been expected from the threats of professional groups opposed to a ban
[59]. There may be sufficient advantages for staying in a public post in South Africa (SA) even
if MJH is banned, or it could be that health professionals are not completely convinced that
aban would be enforced. The fact that compliance with current RWOPS regulations in SA is
low with seemingly few consequences [35,58], may support the latter reasoning.

Pay differentials between the public and private health sectors are a key driver of MJH
and increased public sector salaries might make MJH less necessary for health professionals.
Unsurprisingly, increased salary levels strongly influenced job choices in our DCE. We also
found that doctors, nurses and rehabilitation therapists would require salary increases of
45.7%, 20.0% and 42.8% respectively, to accept a post that did notallow MJH. In Gruen et afs
[60] survey of MJH doctors in Bangladesh, 100% of primary care doctors and 54% of doc-
tors in secondary and tertiary care said they would give up MJH completely if they were paid
higher government salaries. However, the amount of the increase required was not specified.
Similarly, in Do and Do’s [61] survey of MJH doctors in Vietnam, 65% of doctors said they
would give up their private practices under specific conditions. Approximately 29% of those
willing to leave private practice desired a higher basic pay, and the proposed increase was 2.7
times their current pay. Unfortunately, fiscal constraints mean that increasing public sector
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remuneration is seldom affordable, particularly in LMICs where pay differentials between the
public and private sectors are large and government revenue is low [9,18]. Even in HICs that
have been able to increase public sector salaries, the evidence is mixed. Seether [Unpublished
work] used a discrete choice model to analyse the revealed preferences of Norwegian doctors
and found that a 10% increase in public sector salary levels resulted in a statistically signifi-
cant but small shift in time allocation away from private practices towards public sector work.
However, Mossialos ef @ [24] report that a raise in public doctor salaries had little impact on
MJH in Greece. SA has also already experimented with similar reforms. The so-called Qccu-
pational Specific Dispensation (OSD) policy was an increase in public sector salaries, imple-
mented for different categories of health professionals from 2007 to 2009, to improve public
sector retention. Unfortunately, the policy was not formally evaluated, and the effects on
retention and MJH are equivocal [62,63]. Furthermore, the national economic and fiscal cli-
mate has been much less favourable in recent years [64], which makes any significant increase
in government salaries extremely unlikely in the near future.

Although economic motivations are generally the most important, it is widely accepted
that other non-financial considerations play a role in the decision of health professionals
to engage in MJH [5]. A second job in the private sector may provide job complementarity,
diversity, autonomy, the learning of new skills or career development [5,7,8,43]. Our previous
descriptive analysis, confirms those motivations for MJH in this sample of health profession-
als [46]. Institutional factors are also relevant [5,9]. For example, Hoogland ef 4! [¢] found
that poor working conditions, inadequate facilities and shortages of drugs and equipment in
the public sector, were noted as reasons for MJH by doctors in approximately one-third of the
157 countries included in their review, with similar levels of complaints from both LMICs and
HICs. However, despite this recognition, non-financial interventions have received much less
attention in the literature on possible MJH policies [17,18,21]. Non-financial attributes were
as important as financial attributes in this DCE. Improved public sector working conditions
and facility management would be effective interventions in increasing public sector reten-
tion, even if MJH was banned. However, it must also be recognised that these are not simple
problems to address in SA. Declining public health budgets and the deterioration of public
health facilities and services have been noted for years [28,29], as has the poor monitoring and
regulation of MJH by public health managers [35,65,66].

Lastly, our conclusions about the preferences of MJH and non-MJH professionals were
comparable to those of Pestana ef af [44]. They also found that the two groups had similar
preferences and that professionals working exclusively in the public sector were significantly
more concerned about the clinical practice environment. This would support the arguments for
targeting non-financial interventions to increase public sector retention and decrease MJH.

Conclusions

Qur DCE study provides new insights into the preferences of different groups of health pro-
fessionals for different MJH regulatory interventions and confirms the importance of non-
financial considerations in MJH decision-making. Such information is useful in the design
and tailoring of MJH regulation, particularly in LMICs. However, significantly improved
government finances, management and regulatory capacity will be required for the successful
implementation of any MJH interventions.
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Abstract

Multiple job holding (MJH) or dual practice is common among public sector health professionals in
countries with mixed health systems. MJH regulations, which range from legal permission to outright
prohibition, are designed to balance the potential benefits and challenges of MJH. Several context-
specific factors influence compliance with such regulations. In South Africa, MJH is governed by the
Remunerative Work Outside of the Public Sector (RWOPS) policy, though its implementation and
compliance remain contentious. This study applied Sutinen and Kuperan’s socio-economic theory of
regulatory compliance to explore the implementation and compliance with the RWOPs policy among
public sector health professionals. We conducted key informant interviews with 33 stakeholders across
South Africa and in-depth interviews with 30 medical doctors, professional nurses and rehabilitation
therapists from Gauteng and Mpumalanga public hospitals. Thematic analysis was used to code the
data. The RWOPS policy, intended as a retention strategy in the public health sector, suffered from
ambiguity, procedural inefficiencies, and inconsistent enforcement, undermining its perceived
legitimacy and effectiveness. Delays in approval, confusion about what constitutes RWOPS, doubts
about policy legitimacy, the unruly behaviour of certain senior medical specialists, and oversight and
management failures contributed to widespread reported non-compliance, such as engaging in MJH
during working hours or neglecting hospital duties. In some hospitals, stricter and visible management
practices enhanced compliance and served as a deterrent to unauthorised MJH, but the RWOPS policy’s
administrative shortcomings reduced its overall effectiveness. The findings highlight the need for clarity
on RWOPS policy provisions, improved procedural efficiency, and consistent enforcement to enhance

compliance with MJH regulations.

Keywords

Dual practice, multiple job holding, health workforce, regulation, RWOPS, South Africa
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7.1. Introduction

Multiple job holding (MJH) or dual practice is common among health professionals in the public sectors
of low- and middle-income countries (LMICs) [24, 91]. Regulation is one of the main strategies that
aim to balance the potential individual and system benefits and disadvantages of MJH [39, 154]. MJH
regulatory approaches range from explicit legal permission to outright bans [12], but these are complex
and context-specific [39, 154]. The varied impact is determined by the differing compliance of health
professionals with MJH regulations [39]. This is because compliance with laws and regulations is
multifaceted, influenced by the content of the regulations, perceptions of risks, enforcement,

government legitimacy, social norms, institutional support, and communication [116, 159-161].

A 2007 cross-national policy and regulatory review of health sector responses found that the
implementation of MJH regulations was marred by a combination of factors, including powerful and
vested interests of health professionals, especially doctors, reluctance by managers to enforce
regulations, difficulties of altering working conditions in the public sector, and the extra costs associated
with monitoring MJH restrictions [12]. A 2024 systematic review on employee moonlighting, while not
primarily focused on the health sector, identified various knowledge gaps, including MJH policies and
regulations and emphasised the need for in-depth qualitative research to enhance the explanation and

interpretation of MJH [162].

South Africa, with its mixed public-private healthcare system, has a high prevalence of MJH among
medical doctors, professional nurses, and rehabilitation therapists [157]. The Public Service Act makes
explicit provisions for remunerative work outside the public service (RWOPS) which enables MJH for
all public servants, provided that certain conditions are met [163]. The evolution of the RWOPS policy
has been complex, influencing its compliance and implementation, with key changes made by the
Department of Public Service and Administration (DPSA), which is the custodian of public sector

policies in South Africa(Table 10).
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Table 10: Evolution of RWOPS Policy in South Africa: 1994 to 2024

1994-1999

1994:

1997:

1999:

The Public Service Act was amended and signed by the newly elected
democratic president, with Section 30 making provisions for RWOPS for public
servants, including health professionals.

Section 30 was amended to prescribe a 30-day response time by the Executive
Authority following an individual's application for RWOPS approval
The Public Service Regulations (PSR) introduced a Code of Conduct, which
requires public servants to obtain approval for any remunerative work outside
their official duties (RWOPS). This regulation aimed to ensure that outside work
did not conflict with official responsibilities.

2000-2009

2004: A Public Service Commission investigation in two Gauteng hospitals found that

nurses and doctors were engaging in MJH without permission.

2010-2019

2016:

2016:

2018:

The 2016 PSR mandates employees to prioritise the public interest, prevent
conflicts of interest, and not undertake business with the state. Employees must
obtain consent before performing outside employment, cannot utilise public
resources for it, and must declare any such activity. The Minister establishes the
procedure for requesting approval, and employees must declare any outside
employment.

The Directive on Other Remunerative Work Outside the Employee's
Employment, issued under Section 30 of the Public Service Act, 1994, outlines
the scope, statutory framework, application process, roles of the supervisor,
ethics officer, HR, and the applicant, procedures for addressing non-compliance,
implementation date, and monitoring and reporting of RWOPS activities.

The Directive on financial interest disclosure was issued, requiring senior
management and departmental heads to disclose their financial interests
annually. This was introduced to prevent conflicts of interest and ensure
transparency, specifically to avoid business dealings with organs of state.

2020-2024

2020:

2021:

2024:

Guide on managing RWOPS in the public service outlining legal requirements,
application procedures, and employee responsibilities

The Directive on financial disclosure was expanded to include employees on
salary level 9, which includes heads of departments (HODs). The directive also
introduced procedures for using the eDisclosure system to submit financial
interest disclosures and apply for RWOPS.

The 2024 Directive on Other Remunerative Work Outside the Employee's
Employment builds on the 2016 directive, outlining implementation procedures,
introducing an electronic application system, and allowing temporary approval
certificates if no response is received within 30 days of submission to the
Executive Authority.

Sources: [65, 67, 149, 163-167]

In 1994 a key milestone was the amendment of the Public Service Act, with explicit provisions for

RWOPS in Section 30 [163] (Table 10). In the three decades since, the DPSA has revised the directives

or policy guidelines to encourage regulatory compliance [65, 67, 164-166]. The updated RWOPS

directives have clarified the legal requirements, application procedures, and responsibilities of public

service employees while stressing ethical conduct and accountability [149]. The DPSA directives also

provide for more effective monitoring and enforcement systems [67]. Importantly, the RWOPS
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directives aim to ensure that employees prioritise their core responsibilities, comply with the Code of
Conduct, prevent potential conflicts of interest or disruptions to their duties, and close loopholes in the

alleged abuse of government resources [67, 149].

Notwithstanding the increasingly detailed RWOPS directives, the implementation of the policy and
compliance with regulations has been mired in controversy. A 2004 Public Service Commission (PSC)
investigation in Gauteng found medical doctors, nurses, and allied health professionals (such as
rehabilitation therapists) engaging in RWOPS without approval, with some doctors using government
resources for their private practices [168]. Anecdotal evidence suggests non-compliance with the
RWOPS policy by medical doctors who were working in their private practices during scheduled public
health sector working hours and neglecting their public sector responsibilities [169]. The non-
compliance was exacerbated by poor management of implementation and insufficient or absent
monitoring [69, 111, 112, 170]. A 2015 qualitative study which explored MJH and retention of medical
specialists in Cape Town noted ongoing non-compliance with some specialists engaging in MJH
without official permission [94]. In 2019, the Presidential Health Compact which brought together
numerous stakeholders in the public and private sectors in South Africa, highlighted poor
implementation of the RWOPS policy and recommended the need for policy revision and mechanisms
to ensure regulatory compliance [70]. Similarly, a 2020 study in the Free State province documented
abuse of RWOPS and improper use of public sector equipment, non-compliance with the RWOPS
policy restrictions on working hours, and poor monitoring of public sector health professionals. This

non-compliance adversely affected health service delivery [115].

However, empirical evidence on RWOPS policy implementation and compliance in public health sector
hospitals remains limited. In this study, we have applied Sutinen and Kuperan’s socio-economic theory
of regulatory compliance [116] to explore the perspectives of stakeholders on the implementation of the
RWOPS policy as a regulatory mechanism for MJH in South Africa. The study is important as
stakeholders play a critical role in policy implementation success or failure and its intended outcomes,
and their opinions shape compliance. Furthermore, an in-depth qualitative study on stakeholder
perspectives has the potential to shape possible revisions to improve the enforcement of the RWOPS
policy. This study is part of a larger doctoral study that examines the extent, forms and factors that
influence MJH and its regulation among public sector medical doctors, professional nurses and

rehabilitation therapists in the Gauteng and Mpumalanga provinces of South Africa.
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7.2. Methods

7.2.1. Conceptual framework
Sutinen and Kuperan’s [116] socio-economic theory combines the deterrence model of regulatory

compliance, with theories from psychology and sociology to explain the motivations that influence an
individual’s decisions to comply with a law or set of regulations. We used this framework to explore

the implementation and compliance with the RWOPS policy in South Africa (Figure 6).

Health professionals decide whether or not they will comply with the current RWOPS regulations. Non-
compliance can take several forms. Firstly, health professionals may work in a second job without
applying for RWOPS permission. Secondly, they may have applied for RWOPS, but it was refused or
has not yet been approved, but they continue with MJH regardless. Lastly, they may have obtained
RWOPS approval but fail to comply with the specified conditions, such as engaging in MJH after hours,

exceeding the permissible weekly hours, or working in jobs different from those approved.

Compliance with
RWOPS Regulations

Deterrence Gains from Non- Moral
(Expected Penalty) Compliance Obligation
| [
I I
Enforcement Personal Legitimacy
(Detection & Sanctions) Values
[
[ |
Social Process Outcomes
Influence - Efficiency - Effectiveness
- Fairness - Fairness

Figure 6: Socio-economic theory of compliance applied to RWOPS

Source: From Sutinen and Kuperan [116] page 183

The neo-classical deterrence model explains compliance as a basic economic calculus about the relative
benefits and costs. The personal gains from non-compliance are certainly higher than those from
complying with the RWOPS restrictions — for example, more hours can be worked in the second job,
more patients are available during office hours than after hours, and practice overhead costs are more
cost-effective when working longer hours than permitted. The deterrence part of this calculation relates
to the certainty and severity of sanctions if health professionals are found to be non-compliant.
Sanctions for not complying with RWOPS rules may include losing RWOPS approval [65, 67],

disciplinary action, repayment of money or benefits received, [65, 67] and dismissal. Economic theory
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would require that the expected non-compliance penalty should balance the additional gains from non-

compliance versus compliance, although the cost of enforcement is also an important consideration.

However, the central insight of the Sutinen and Kuperan model is that there is also a moral dimension
to decision-making about regulatory compliance [116]. A moral obligation to comply with policy
stipulations is derived from personal values about doing what is perceived to be the right thing. In this
case, that might include following the formal prescripts for public sector employees, fulfilling the
obligations of their primary jobs that they have been paid for, and not neglecting public patients who
depend on their care. However, moral behaviour is not only about individual moral development but is
strongly influenced by broader social and environmental norms and practices. Moral considerations
should be important for health professionals who are held to higher professional and ethical standards
of behaviour, reinforced through societal expectations, professional socialisation, peer scrutiny and the

oversight of professional bodies.

The final element of the model emphasises that individuals comply with authorities and rules that they
perceive to be legitimate. Four regulatory characteristics enhance legitimacy (Figure 6). Procedural
efficiency is about regulatory authorities responding promptly, while procedural justice has to do with
treating people fairly and equally. Legitimacy is also promoted by outcome effectiveness when the
regulations achieve demonstrably valuable policy objectives and outcome fairness when the benefits of
the regulations and compliance are shared fairly among those involved. For RWOPS, the key procedural
concerns may relate to processes for the approval, monitoring and enforcement of the regulations. In
terms of outcomes, the main purpose of allowing RWOPS is to retain critical health professionals,
particularly senior staff, in the public sector, which would be of benefit to all public sector staff and
patients. However, if that is not achieved, health professionals may well question the value of the policy

and complying with it.

7.2.2. Study setting and design
Gauteng is South Africa's main economic area and is mostly urban, while Mpumalanga is mostly rural

[123, 152]. This was a qualitative study, that used 30 key informant interviews (KlIs) and 33 in-depth
interviews (IDIs) with public sector medical doctors, professional nurses, and rehabilitation therapists

from GP and MP. The details are explained below.

7.2.3. Key informant interviews
The key informant interviews (KIIs) aimed to examine the perceptions of stakeholders on the

implementation of the RWOPS policy as a regulatory tool for MJH in Gauteng and Mpumalanga. We
created a list of key informants nationwide, encompassing individuals from the following categories:

national and provincial government representatives; hospital administrators; health professions council
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members; professional associations delegates; civil society representatives; and researchers in the health
workforce domain. A purposive selection of 30 key informants (KIs) was made from this list to ensure
a wide range of perspectives on MJH. Furthermore, we employed a snowballing technique by asking
KIs to recommend additional potential interviewees, resulting in the identification of three more Kls.
We developed a semi-structured interview schedule based on the conceptual framework. The questions
focused inter alia on the KI’s knowledge or experience of MJH among health professionals, their
perceptions on the RWOPS policy as a regulatory tool for MJH, clarity of the RWOPS legislation, its
implementation or enforcement, whether there has been any review of the RWOPS policy in the
province (or hospital), the evaluation and monitoring of the policy, and possible strategies to strengthen
or improve RWOPS as a regulatory mechanism. The interview schedule was piloted with four
participants similar to the Kls to assess question relevance, clarity, and duration. Adjustments were

made based on feedback, and pilot data were excluded from the analysis.

7.2.4. In-depth interviews
The in-depth interviews (IDIs) aimed to examine MJH among medical doctors, professional nurses and

rehabilitation therapists, and to obtain their perceptions on the RWOPS policy and its implementation
in public hospitals. We conducted purposive sampling in the study provinces to recruit the study
participants, who had prior or current involvement in MJH. Among rehabilitation therapists, we selected
two from each subgroup: physiotherapists, occupational therapists, speech therapists and/or
audiologists. Additionally, we implemented a snowballing strategy where interviewed health
professionals recommended other potential participants. This approach added 14 more participants,

bringing the total in-depth interviews to 30.

The semi-structured interview schedule was developed based on the conceptual framework. The
questions covered the types of MJH, reasons for participation, RWOPS policy and its implementation
in public hospitals. A pilot study was conducted with six health professionals, each representing a
different professional group, to ensure the clarity, relevance, and duration of the interview guide.
Following the pilot phase, additional probes on the types, reasons and RWOPs policy questions were
incorporated into the main study interviews by BM, informed by insights gained from the pilot
interviews. No further adjustments were deemed necessary, and data from the pilot interviews were

excluded from the final analysis.

7.2.5. Data collection tool
Study participants were contacted via email and phone and asked to participate voluntarily in the

research. Once written informed consent was obtained, the principal researcher (BM) conducted all
interviews using the relevant semi-structured schedules in English. Due to COVID-19 restrictions, most

interviews, excluding one, were conducted online using platforms like Zoom, Microsoft Teams, or
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telephone, spanning from August 2021 to October 2021. Following each interview, BM compiled
detailed field notes. The duration of interviews averaged around 40 minutes, varying based on
participants' responses. All interviews were voice-recorded with consent and assigned a code to ensure

confidentiality.

7.2.6. Data analysis
The interview data were transcribed verbatim and cross-checked with the original recordings for

accuracy. The research team applied thematic analysis [127] with the support of MAXQDA 2022. The
three authors independently read and coded three different KII transcripts and three different IDI
transcripts. An initial meeting was held to review the codes, potential sub-themes, and themes. After
reaching a consensus on the initial codes and themes, BM proceeded to analyse the remaining data,
using both manual coding and MAXQDA 2022, and prepared a memo for further discussion.
Meanwhile, LR mapped the results from an additional six interviews. The three authors reconvened for
a second analytical workshop to review the findings, identify patterns, and discuss the MJH narratives.
Subsequently, five meetings were held by the authors to discuss the study findings and interpret the
participant responses on RWOPS regulation in light of the conceptual framework on regulatory

compliance and the South African context.

7.2.7. Trustworthiness and rigour
This study used Lincoln and Guba’s criteria for ensuring rigour [128]. Credibility and trustworthiness

were established through data immersion, independent, inductive coding of transcripts, and inter-coder
agreement. The use of semi-structured interview schedules and one interviewer enhanced the
consistency of questions, while minimising bias. The workshop discussions by the co-authors,
reflections on and comparisons with the conceptual framework, and validation of themes during data
analysis ensured the dependability of the study findings. The use of actual quotes from participants to

generate themes ensured confirmability.

7.2.8. Ethical considerations
Ethical approval was granted by the Human Research Ethics Committee (Medical) of the University of

the Witwatersrand [M210262]. All participants gave informed consent. Before each interview, BM
provided a detailed information sheet to each participant and outlined the study objectives, emphasising
voluntary participation, confidentiality, and anonymity. BM confirmed consent for the interview and
its recording. Given the sensitive nature of MJH and compliance with the RWOPS policy, BM adopted
a non-judgmental, and professional approach to the interviews. The electronic format of the interviews

necessitated by the COVID-19 pandemic allowed for physical distance and facilitated open discussions.
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7.3. Results

7.3.1. Socio-economic characteristics of study participants
We conducted interviews with 33 key informants and 30 health professionals. Their basic characteristics

are presented in Table 11.

Table 11: Characteristics of study participants

Gender Province
Sector/ profession Total

Male Female Gauteng Mpumalanga Western Cape
Key informants=33
Civil society (trade union) 2 2 2
Statutory body 2 1 1 2
Academia & research 3 2 1 2 1
Hospital management 10 5 5 6 4
Human resource 2 2 1 1
Professional association 4 2 2 3 1
Provincial government 3 3 1 2
National government 3 3 3
Private hospital group 2 2
Nursing agency 2 2 1 1
Total 33 20 13 21 10 2
Health Professionals =30
Medical doctor 8 4 4 4 4
Professional nurse 10 3 7 5 5
Rehabilitation therapist 12 5 7 6 6
Total 30 12 18 15 15

7.3.2. Emerging themes
Five inter-related themes emerged from the key informant and health professional interviews: (1) the

ambiguity about the RWOPS policy; (2) the dissonance in RWOPS governance and management; (3)
informal or dubious MJH arrangements by health professionals to hide or obscure non-compliance (4)

the dilemma of managing health professionals; and (5) that ethical practices enable compliance.

Table 12 shows the themes and sub-themes, and their alignment to the selected conceptual framework.
Although the themes overlap, each is described separately for the sake of clarity. Within each theme,
we present the findings from the key informants and in-depth interviews with health professionals in an

integrated manner.
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Table 12: Emerging themes and sub-themes

Theme

Sub-themes

Link to conceptual
framework

Ambiguity about the |= Perceived value of RWOPS policy — retention of |»  Deterrence -gains
RWOPS policy skilled professionals = Moral obligation and
= RWOPS is a complex trade-off between social influence
advantages and disadvantages. = Legitimacy
=  Proverbial bread buttered on both sides — full-|=  Process
time employment perks alongside private work. |®=  Outcomes
=  Cumbersome or unclear policy
= Perceptions of unfairness — approval delays,
restrictions on private practice hours.
= Intrusive requirements — financial disclosure
Dissonance in RWOPS |= Manual, laborious, and confusing application|® Enforcement-
governance and processes detection and
management = Limited HR officer knowledge of the policy sanctions

Perceived conflicts of interest in approvals
Delayed or lengthy approval processes
Management failure to implement progressive
discipline

Disjuncture and differences in implementation
across departments, provinces
Disconnect between RWOPS
implementation

goals  vs

Informal or dubious
MJH arrangements to
hide or obscure non-
compliance

Informal arrangements to cover supervision or
teaching duties

Leaving junior doctors unsupervised causes
frustration among team members

Completion of public sector work as justification
for leaving early

Lack of adherence to working hours

Taking shortcuts resulting in compromised
public sector patient care

Unauthorised use of government resources

= [llegal gains

Dilemma of managing
health professionals

Flexibility of medical work

Power imbalances in management of doctors
Clinical heads also participate in RWOPS
Differences in managing doctors, nurses and
rehabilitation therapists

Vested or conflicts of interest

Lack of effective management or supervision

=  Moral obligation and
social influence

=  Enforcement-
detection and
sanctions

Ethical practices and
strict management
ensure compliance

Commitment to ethical practices and prioritising
public sector patient care

Moral obligation to uphold public
responsibilities

Health professionals with integrity adhere to
established rules and standards

Effective management facilitates compliance

sector

=  Moral obligation and
social influence

Theme 1: Ambiguity about the RWOPS policy
This theme captures the diverse, ambiguous and at times contradictory perspectives expressed by the

key informants and health professionals on the RWOPS policy.

Many key informants highlighted the original goal of RWOPS as a health workforce retention strategy,

especially focused on medical specialists. A senior government official explained that:
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When it [RWOPS] was introduced, it was meant to retain professionals in the public
sector. During that time (1990s), quite a number of professionals were pulled to the private
sector mainly for revenue. And the revenue was mainly driven by the fact that most
professionals, they've just completed, they've established their families, and they needed
to meet the needs of their families. And then, of course, in our |black] culture, the family
is also extended family [KI 25, executive provincial government manager].

Some key informants indicated that it makes a ‘lot of sense’ to keep the health professionals in the
public sector and allow these professionals in a regulated or controlled manner to work in the private
sector. Similarly, the health professionals interviewed expressed appreciation for the RWOPS policy in
ensuring accountability, preventing compromised public service delivery, and providing opportunities
for additional income, thus helping to retain professionals in the public sector. They were also of the
opinion that RWOPS makes provision for transparent private work.

1 think it is good because it keeps people accountable for their jobs. I know [and] you know
there's a reputation that in government people can just get away with murder, so I'm glad
that there is some sort of accountability that's needed for not taking advantage of the
system. I think the process can always be streamlined. I mean, it takes long to get
permission and everything, but I think it works well” (IDI 6 speech therapist).

However, the interviews revealed the ambiguity about the RWOPS policy, the contradictory
perspectives of study participants, and the complex trade-offs between policy advantages and
disadvantages. At one extreme, an executive manager in the national Department of Health was of the
opinion that RWOPS should be banned, because it resulted in ‘absolute theft’ of public resources.
Hospital managers thought that the potential advantage of attracting and retaining health professionals
with scarce skills in under-served or rural settings is offset by the disadvantage of their non-compliance.

We are always begging practitioners to come [to public hospitals]. If we lose qualified
staff to private, then unfortunately our patients are going to suffer, you know. So, somehow,
we are on the back foot. So, we're turning a blind eye [to non-compliance] purely on the
basis that we do not want to ruffle any feathers. We do not want to ruffle those people
[health professionals] who are supposed to adhere to this particular [RWOPS] policy (K1
7, hospital manager, GP).

These hospital managers also found the policy cumbersome due to monitoring and enforcement
requirements, with some suggesting it might be more effective if RWOPS were abolished. They
indicated that health professionals would then need to decide whether they work for the public or private

health sector exclusively.
An executive manager in the private health sector questioned the wisdom of the RWOPS policy.

Although intended as a retention strategy, the key informant was of the opinion that the policy allows

health professionals to have their proverbial ‘bread buttered on both sides’. The key informant pointed

108



out that these health professionals are in full-time employment, with generous and long-term benefits,

yet they used government time to engage in MJH and compromise patient care in the public sector.

Both key informants and health professionals highlighted that there was insufficient information or lack
of clarity on certain aspects of the RWOPS policy, such as the types of work that qualify as RWOPS.
A trade unionist highlighted this confusion:

1t’s quite tricky with regards to the RWOPS. According to my understanding, it [RWOPS]
covers everything that you do not only pertaining to your profession. So, like if you have a
side business, any earning that you are getting from outside the public sector, in a way,
you must get permission. RWOPS is any remuneration outside public service. So, what
happens is everyone has a side hustle. Some people sell Avon [beauty products] within the
perimeter of the hospital. It’s an extra earning but it’s not regarded as an offence even if
it’s done outside the RWOPS guidelines without a person getting permission (KI 2, trade
unionist).

Paradoxically, some health professionals viewed the RWOPS policy as unfair, citing approval delays
and the limits placed on hours worked in the private sector as constraining their ability to earn even
more money.

I have RWOPS [approval], [ have the certificate, but so [ feel like it expects you to spend
less time in private and more time in the public sector, yet the remuneration is not the same
and in the public sector you get way less that what you’re going to get in two hours in
private (IDI 26, medical specialist)

Some health professionals objected to the financial disclosure requirements, viewing them as irrelevant
and intrusive, which undermines the policy's legitimacy. They felt the policy was overstepping its
intended goals. One medical specialist explained that owning a business, such as a shop managed by
employees, did not interfere with their public sector duties. However, declaring such business
ownership could create the false impression of being overcommitted. Another medical practitioner

remarked:

They want to see how much you make and monitor your funds and stuff, even though SARS
is there for that. They are overextending themselves... No, it’s not their jurisdiction. (IDI
23, medical practitioner)

Theme 2: Dissonance in RWOPS governance and management
This theme highlights the misalignment between RWOPS governance and management, where

ineffective governance, management weaknesses, and porous systems contribute to non-compliance.

The interviews revealed that the DPSA issues directives, which are adopted by provinces and distributed

to hospitals. Each hospital then develops its own guidelines, leading to variations in the approval
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process. For instance, in Gauteng, applications are approved locally, while in Mpumalanga, they are

approved provincially, as shown in Table 13.

Table 13: Provincial differences in RWOPS implementation and approval procedures

guidelines

Procedure Gauteng Mpumalanga
Provincial adoption of the | The Head of Department (HOD) The HOD adopted the 2016 DPSA
RWOPS policy adopted the 2020 DPSA RWOPS RWOPS directives

Hospital adoption of the
RWOPS policy

Use the 2020 provincial guide to create
terms of reference that specify the
RWOPS committee's roles,
responsibilities, and operational
guidelines.

Use the RWOPS policy issued by the
provincial internal audit office to
determine the roles and functions of the
RWOPS committee

Application forms

Use the form issued by the DPSA
Online and manual application process

Use the form issued by the DPSA
Manual application process

Financial disclosure

Senior health professionals and HODs complete the form on the eDisclosure

system

Application process

Initiated by the applicant, it goes to the
supervisor, HR, and the RWOPS ethics
committee.

Initiated by the applicant, goes to the
supervisor, the RWOPS ethics
committee/HR, the CEO, HR and the
provincial ethics officer.

Final RWOPS approval

Final approval by the hospital CEO

Final approval by the MEC

Feedback

Feedback sent to HR to capture on PERSAL

Applicant receives outcome

The Kls agreed that the RWOPS policy outlined clear requirements for both applicants and managers.

However, many health professionals, particularly in Mpumalanga, found the application process poorly

explained, leading to confusion about their obligations and the required documentation. For instance, a

medical specialist’s application was declined because he had not submitted a financial disclosure,

required as acting HOD. A medical practitioner had the following to say about the application process:

It wasn’t easy, a lot of people don’t know the RWOPS policy. They don’t even know what
the form looks like. I had to print out the form on Google and show them. Management
didn’t know what it looked like, HR didn’t know. It was so exhausting, none of the doctors
had done this before. We didn’t even know where the form goes. The form I downloaded
was the old version because there is a new version of the form. After a week, they found
the form, and I completed it. I asked my clinical manager to sign it. There were sections
on the form I did not understand, and I didn’t even know who to ask. The hospital doesn’t
have a committee, so the CEO eventually completed it for me and sent it to the province.

(IDI 14 medical practitioner)

This lack of clarity, coupled with insufficient knowledge of the policy by hospital managers and staff

in Mpumalanga, caused frustration and delays. HR personnel’s limited understanding of the application

process and follow-up procedures further compounded these delays.

Interviewees highlighted that provincial differences in RWOPS application processes led to varying

delays and inefficiencies. In Mpumalanga (MP), health professionals criticised the paper-based system
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requiring multiple signatures, while Gauteng's online system was more efficient. However, health
professionals in Gauteng district hospitals experienced similar delays to MP. Health professionals from
both provinces also criticised the annual RWOPS reapplications, with delays further compounded by
RWOPS committees failing to delegate tasks, particularly during members' absences.

They will tell you that the chairperson of the committee is not around. When the
chairperson is around the secretary is not around. Then they did meet then they decided,
and it went to Nelspruit [provincial office] (IDI 7, speech and audiologist)

The interviewees noted that applicants were supposed to receive a response within 30 days of submitting
their application to the ethics officers. If no response is given within this period, the application is
considered automatically approved, a process known as deemed approval. However, many hospitals,
particularly in Mpumalanga, failed to meet the 30-day deadline, with approvals often taking four to 12
months. Interviewees highlighted the lengthy process in Mpumalanga due to the centralised approval

system.

A Mpumalanga health professional had this to say about the application process:

It was horrible, it took close to 18 months for me to get the certificate. I had to apply three
times, and they [Provincial office] said they didn’t know where the form was. They said
they had lost the form, another time the gentleman who was supposed to sign the form was
on leave. It was quite frustrating. (IDI 26 medical specialist)

National government Kls indicated that delays led to deemed approvals, where applications were
automatically approved after 30 days without review. This raised concerns about inadequate assessment
and the potential for approving individuals whose schedules did not accommodate additional jobs.

So, we are avoiding those deemed approvals because it’s problematic in the sense that it's
not thoroughly assessed. There might be a conflict of interest because now a person will
continue doing their work because it is deemed approved and then you will find that there
is a conflict of interest and then now, they the department will come at a later stage to say
that we are declining your application. So, we encourage departments to stick to the 30
days to avoid those. (KI 30, national government)

Health professionals noted that an RWOPS certificate was essential for claiming payments from the
Government Employees Medical Scheme (GEMS) and registering with the Board of Healthcare
Funders (BHF) to establish a private practice, as these institutions required it as proof of compliance
with RWOPS regulations. Delays in approval beyond the 30-day period prevented them from obtaining
a practice number or claiming from medical aids, even when all application requirements were met
because health professionals did not receive a proper RWOPS certificate for deemed approvals.

We receive quite a lot of complaints being lodged with us because doctors on the ground
are experiencing difficulties with either getting the PCNS [practice code number
application] or even getting a response to their application to do RWOPS. The policy states
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that if you have not had a response within 30 days you then are to assume that that
application has been approved. What then happens is that they then go ahead and apply
for the private practice number with the BHF. And they find themselves having difficulties
because the other side would say but show us the permission that you ve been given. So, |
think there is some disconnect, particularly in terms of the registration, particularly with
the approvals. (KI 25, professional association)

Interviewees noted a general reluctance to enforce penalties for RWOPS policy non-compliance, with
some managers fearing the loss of medical doctors, leading to limited action and few reported cases of
non-adherence.

People are not really that keen on working in Mpumalanga, so you don t want to rub them
the wrong way. Unofficially, there might be one set of rules for the doctors and one set for
the other employees. But you would find that maybe if somebody had been caught out, the
person was perhaps just rapped over the knuckles instead of the full might of the law being
taken against the person. And then perhaps if the person stops it and closes his practice
and does not continue with it, we let bygones be bygones. But if the person ignores the
warning, then we will definitely take the next step. (KI 12, hospital management)

However, study participants reported that in government “no one was held accountable for anything”,
a health professional reported that:

In government, people hardly get fired. I mean after a few or more chances then you are
becoming unethical. (IDI 4, physiotherapist)

Some Kls revealed that recent policy revisions and the collaboration between the DPSA and the BHF
had enhanced compliance with RWOPS regulations. These changes made it mandatory for health
professionals to obtain RWOPS permission before opening private practices, whereas, in the past, many
had engaged in RWOPS without formal approval. These revisions indicated a more structured approach
to RWOPS policy enforcement, which had led to improved compliance. However, despite more doctors
and rehabilitation therapists applying for RWOPS approval following collaboration with the BHF, most
nurses in Mpumalanga were reportedly not doing so. Furthermore, some nurses indicated that they felt
intimidated by nursing managers, who they perceived viewed RWOPS negatively, discouraging
compliance. They feared that any mistakes, whether due to staff shortages, workload, or other factors,
would be unfairly blamed on their private sector work, undermining the legitimacy of the RWOPS
policy and its enforcement. One Mpumalanga nurse stated that:

They [nursing managers| always threaten us “If somebody is working in the private hospital, they must
sign this RWOPS so that we will know in case something happens...we will know because other people
don’t rest”. That is their problem, the way they are presenting it to us because you cannot sign a thing
that is a threat. So, no way, how will I sign such a thing because I know that they are putting me in a

trap.” (IDI, 9 professional nurse)
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This issue was further complicated by a few nursing agencies that did not require an RWOPS certificate,

allowing nurses to work in the private sector without the necessary permission.

Apparent gaps in the RWOPS policy allowed health professionals to exploit loopholes. RWOPS policy
revisions did not restrict activities like locum work or non-patient care roles, such as private businesses,
allowing these practices to continue unchecked. Unlike private practices, individuals who locum do not
need a practice number, enabling them to work without explicit permission. Private businesses go
unnoticed unless the health professional is required to disclose finances, in which case a registered
business in their name may be identified. Additionally, health professionals in internships, community
service, and specialist training were reportedly engaging in RWOPS despite legal restrictions.

I know they say interns are not supposed to do locums, but I started [MIH] during the
second year of internship. (IDI 14, medical officer)

When I was doing my community service, I was also doing locums...Although I was not
allowed to do them. (IDI 24, occupational therapist)

KIs and health professionals also noted that applicants could obtain permission for one job but take on
a range of different jobs without explicit approval for each, particularly when working for others or
engaging in informal businesses. This led to instances where professionals bypassed the RWOPS
process despite engaging in activities that technically required it.

... if ’'m working for the government, I have a private practice and I also do locum, I would
have been approved to do that other job [private practice]. So, nobody cares, it's up to you.
(KI 29, statutory body)

A few Kls highlighted a paradoxical effect of the RWOPS policy on retaining health professionals
within the public sector, supporting workforce retention by providing additional income and enhancing
job satisfaction, but sometimes inadvertently driving health professionals toward full-time private
practice. For example, one KI noted that RWOPS allowed the public sector to retain highly skilled
professionals, ensuring continued service delivery to underserved populations:

The advantage is that in a number of instances the state has been able to keep highly skilled
people to provide service to the indigent as opposed to most of them going to the northern
suburbs. (K1 26 professional association)

Additionally, several health professionals admitted that RWOPS had influenced their decision to remain
in public service. For instance, one occupational therapist credited RWOPS for making public sector
work financially viable:

I can work for the government just because I have an RWOPS certificate, now I can
manage my business because I'm working for the government, so it’s just a way, if it wasn’t
there, I think I would have left public a long time ago. (IDI 24 occupational therapist)
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The policy's perceived inflexibility, such as fixed working hours and restrictions on attending private
sector duties during the day, created frustrations that some viewed as pushing health professionals
towards the private sector. A medical practitioner voiced their dissatisfaction with the rigid structure,
explaining their decision to transition to sessional work, a form of MJH, where the primary job is in the
private sector and the additional job is in the public sector, to gain flexibility and focus on private
practice:

1 feel like I should leave the one in the public because that is fixed you know. It is not that
flexible, you cannot control the hours...I'm actually in that process that soon I'll be
leaving, and I will be working for the government as a sessional, that’s my next target. So
that I can be more in private and just locum for the government as a sessional. (IDI 23
medical practitioner)

Some health professionals felt that the RWOPS policy did not account for the unpredictable nature of
patient care, which posed challenges for some health professionals. A medical specialist was of the
opinion that by allowing specialists to open private practices but restricting them to specific hours, the
policy failed to consider that medical needs are not confined to neat timeframes, unlike other businesses.
This policy restriction created frustrations for health professionals, who felt that these conflicted with
the realities of their work. As a result, some specialists were inadvertently incentivised to leave the
public sector entirely, preferring the flexibility of private practice over the constraints imposed by the

RWOPS policy.

Yes, because they 're not practical, for example, if someone has a private practice and you
say they must go see their private patients at 4 pm, what has been happening from 8 am
until 4 pm? They [specialists] are going and looking after those patients, so in a way, they
are pushing specialists to go to private. But at the end of the day, then those specialists
will feel like you know what there is no need for me to be in public I might as well just do
private full-time. I feel like that’s what the RWOPS are doing, they are pushing more
specialists to go to private and leave the government sector. (IDI 26 medical specialist)

Theme 3: Informal or dubious MJH arrangements to hide or obscure non-compliance
This theme captures how health professionals twist the RWOPS rules to hide partial or complete non-

compliance.

Non-compliance with RWOPS regulations appeared widespread among medical specialists, particularly
regarding restrictions on RWOPS hours. Many relied on informal systems to manage schedules and
support each other in balancing public and private duties. Colleagues often covered shifts or adjusted
workdays to facilitate MJH during official hours, despite the prohibition on private work during
scheduled government hours. Heads of departments were also reported to engage in MJH during official
hours through such arrangements, further normalising non-compliance. A few health professionals
noted that some medical practitioners (generalists) in district hospitals occasionally sold their

government call duties to others to accommodate private sector work, illustrating how these informal
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arrangements prioritised workload management and financial benefits over adherence to official
working hours. These informal systems among colleagues perpetuated non-compliance, enabling health
professionals to bypass RWOPS regulations.

To be honest it works on what you call... it’s an arrangement between us as colleagues
because you know on certain days when someone has to come if you know you are... let’s
say you have a list that is starting a bit early you would discuss it with the other colleagues
to cover perhaps the junior guys on a specific day. I'd say that’s how it works... because
remember at any given point in time there has to be someone covering the registrars
[specialists in training], be it at the clinic or theatre. We have an informal arrangement
among us. (IDI 1 GP, medical specialist)

Some specialists and nurses reported that, in cases where medical specialists faced emergencies in the
private sector, they would ask a colleague to cover for them in the public sector to avoid litigation risks
if the private sector patient’s condition became complicated. This behaviour reflects how the perceived

rewards and risks in the private sector drive non-compliance in the public health sector.

Most health professionals expressed a strong sense of duty to prioritise public sector patients, ensuring
that those who could not afford private care received treatment. However, once their public sector
responsibilities were fulfilled, they also acknowledged leaving early for private sector work, revealing
a tendency to overlook strict adherence to working hours. This practice highlights a broader pattern of
non-compliance with contractual obligations.

Well in most cases I start with my government patients, they are my priority. Because [
know they don’t have much, they can’t afford the most expensive or the latest drug or
whatever, so I would never say I rush or I quickly go, like see them and then go see my
private patients. It does not take away the authenticity of seeing them. For example, I come
in very early like 07:30, I start my round I see my patients, I do everything that needs to
be done, and by 11:00 I am done. (IDI 14, medical practitioner)

The medical practitioner appears motivated by a moral obligation to care for public sector patients.
However, their commitment is primarily focused on patient care with less consideration for the ethical
expectation to adhere to the work hours they are paid for, highlighting a limited moral obligation to

contractual responsibilities and adherence to the RWOPS policy.

Although health professionals tried to prevent their public sector duties from being impacted by private
practice, negative outcomes were reportedly common. In smaller departments, informal arrangements
often failed, leaving junior doctors and registrars unsupervised when specialists engaged in MJH. A
medical specialist expressed frustration with the lack of support in such departments, though
professional connections provided some level of assistance. Another medical specialist reported that:

If the Registrar [specialist in training] is having a complicated case. It's either he or she
needs to see how he finishes the case because he got no help or if it's something simple like
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probably in our situation then there... it's either you go and look for another consultant
from another station to come and assist you. If all those things fail that means you probably
have to rebook the patient. For the patient to come on another day when you know for sure
that the consultant will be on site. So that means the patient will have to pay money again
for transport. (IDI 15, medical specialists)

Fatigue and divided attention from managing multiple jobs often compromised care for public sector

patients, with some taking shortcuts or prioritising private patients. A professional nurse echoed this

from their experience:

Because if you are too exhausted, you do not give your all to the patient. You can only
focus, maybe, on those things that need to be done. But you forget the other aspect... You
know, give time to a patient to understand why they are here and how it affects them, that
is the problem that you are having... This other aspect- holistic care - you do not get there

(IDI 29, nurse)

Several KIs noted a phenomenon in public hospitals where most medical doctors, especially specialists,

frequently deviated from their designated working hours, often leaving work early or arriving late. In

teaching hospitals, KIs reported that junior professionals often followed specialists when they left work

early. In many instances, nurses and rehabilitation therapists were unable to implement certain patient

care activities that required the guidance of medical doctors. This behaviour was exacerbated by

inadequate managerial oversight, leading to understaffed and overloaded clinics.

Early departures or late arrivals because of MJH were also reported among rehabilitation therapists,

who often used their lunch breaks to see private patients. Despite this non-compliance with government

working hours, they reported prioritising patient care.

1 get to work late that is the only way that I see it’s compromising my job. Yes, but not the
services because I've told myself that | shouldn’t jeopardise the job that I have for
something else also it’s much better to have both. (IDI 3 MP, occupational therapist)

for private work, including borrowing or stealing public sector equipment.

Some will do their private work during their service sector in a public hospital. So, if
someone like you’d be having a hearing aid, and you want to fix it. Someone will come
into the public space, and they will fix it but it’s not for a patient in the public space. It’s
not necessarily you are taking time but you're using public resources for free as opposed
to your private things, where you are supposed to provide those resources. So,
unfortunately... everyone wants to safeguard their resources and when that happens it
becomes a bit unfair. (K1 9 professional association)

1 think the other is the abuse of resources, where doctors will snitch [steal] things and take
them to their practices. (KI 23, national department)

Some Kls reported that health professionals used public resources, such as equipment and materials,
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Theme 4: Dilemma of managing health professionals
This theme focuses on the challenges of managing health professionals in general and powerful doctors

in particular.

The study participants emphasised that hospitals faced serious challenges in enforcing and monitoring
MJH compliance among health professionals. They reported that inadequate enforcement mechanisms
and a lack of monitoring by immediate supervisors enabled widespread non-compliance. Line managers
frequently disregarded instances of doctors leaving early or nurses missing shifts to work in the private
sector, reflecting a significant failure in deterrence and oversight mechanisms. A KI stated that:

It [RWOPS] is a good system; however, it is poorly managed by the management team.
So, because the management team are not managing the applicants of this process then
the applicant takes advantage and they disappear during working hours to go and perform
other remunerative work outside the public service, outside the hours that they have
applied for (KI 6, human resources)

Many Kls echoed this sentiment, highlighting that strict monitoring was a significant challenge in
ensuring MJH compliance. Clinical heads of medical departments, responsible for overseeing MJH
adherence, often participated in MJH themselves, creating conflicts of interest that undermined
enforcement. Rehabilitation therapists reported that some managers, also involved in MJH themselves,
facilitated early departures for private sector duties, further weakening deterrence. Additionally,
specialists were reported to recruit medical practitioners to work in their private practices, contributing
to the erosion of effective monitoring and compliance with MJH regulations. A hospital manager stated:

...why the RWOPS [MIH] policy is not adhered to is the issue of supervision...It's because
the person who is supposed to supervise the doctors does the RWOPS himself. So, the
specialist who is supposed to manage or supervise the doctors is out there in a private
practice or a private hospital. (KI 7, hospital manager).

Some KlIs and medical specialists noted that when their HODs or senior medical specialists engaged in
RWOPS and left work early, it created a dilemma for subordinates. In these cases, junior staff faced
challenges in reporting non-compliance, particularly when the HODs or senior medical specialists were
often more qualified than their line managers. This power dynamics made it difficult for line managers
to reprimand senior staff, leaving subordinates unsure of how to address the issue. Additionally, some
medical specialists reported that when hospital managers were aware of non-compliance but took no
action, it led to a sense of powerlessness, undermining the authority and legitimacy of the enforcement

structures.

Other KIs also reported that managers did not use the systems in place, such as time registers, to monitor

health professionals.
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The RWOPS policy is clear, and it gives directions, but the challenge is the implementation
by people who have the authority to implement it. Because it clearly states that if a person
has applied for RWOPS and has indicated from what time to what time, as the person
leaves the hospital, there should be a register or a record, where this person indicates that
they are leaving from this time to this time. Then, records need to be kept. So, like I'm
saying, people who are supposed to monitor are the ones who are failing the system.” (K1
16, hospital management).

The interviewees raised concerns about the enforcement and monitoring of RWOPS due to the
complexities of supervising activities outside the hospital, particularly in ensuring that health
professionals did not exceed the hours approved for private sector work. The complexity and variability
of medical work, where doctors moved around the hospital for various tasks including academic duties
sometimes outside the hospital, or had different daily schedules depending on their on-call or overtime
responsibilities, made it difficult to monitor their whereabouts. In contrast, nurses, who stayed in
specific wards, and rehabilitation therapists, who had more defined hours and duties, were easier to
track. Additionally, the inadequate hospital security system hindered efforts to monitor when health
professionals left the hospital premises, even if they could be persuaded to accept such close monitoring.

In terms of monitoring, if you look at the medical manager, he has so many responsibilities,
and the people who have RWOPS are senior consultants. It’s not the junior one. It’s
consultants and he cannot keep an eye on a consultant from 7:00 to 16:00, to know where
he is. Once the person is done in theatre, goes to his office, or goes out of the gate, unless
they improve the security system at the gates, to have where fingerprint maybe, when a
person is going out and coming in.” (KI 13, hospital management)

Theme 5: Ethical practices and strict management enable compliance
This theme centres on the importance of ethical conduct and strict management for compliance.

Some health professionals mostly participated in MJH during weekends, with a few expressing concerns
that private sector work compromised public healthcare. To address this, they avoided private sector
duties during public sector hours and scheduled their private work outside of public sector
responsibilities. In many cases, they applied for RWOPS to ensure compliance with the policy. These
actions reflected their commitment to maintaining high standards of care in the public sector while
striving to adhere to the policy.

I don’t like compromising my public sector for my private work. So, I am very strict about
that and that is the reason why I do not also take locums where you have to go in the
afternoon like at 13:00 until 17:00. Cause I feel like that just messes your day, while you
are still busy you want to go and rush and go to the other side. Meantime you haven’t done
what you are required to do. So, I am very sensitive about that. (IDI 15, medical specialist)

A medical specialist reported avoiding fixed private sector schedules to remain available for public

sector emergencies.
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You know most of the doctors have a slate that on this day, they're operating in the private
sector. I refused that, let me explain why I refused it because I feel that it just puts pressure,
remember 1 told you that whenever they call me in the public hospital, I have to be there.
So, 1 just refused because I thought it would put pressure. (IDI 8 medical specialist)

A rehabilitation therapist reported actively separating their public sector responsibilities from MJH
activities, ensuring that private work did not interfere with their primary job.

When I started the business, I realised that my main focus is my primary job and that’s to
be an audiologist. As a rule, just for myself, during that time of work hours, I don’t
entertain any side business or messages or take orders. Just so that my mind is completely
focused and I either respond to messages after work or then at the weekends.” (IDI 16,
speech/audiologist)

A medical specialist noted that some health professionals, motivated by a moral obligation to their
public sector duties, continued to provide care even when others prioritised private sector commitments.
Despite the lack of extra compensation, they stayed committed to ensuring public sector patient care
was not compromised.

The problem with the current RWOPS document is those who with integrity, those with
humanity who are honest. They suffer the consequences. Others leave work by 10:00 am.
And you can’t go and report but those who are like us will end up being at work until
sometimes ...like seven pm. Nobody will be remunerated but because of the conscious you
are thinking I can’t just leave this patient. (IDI 26, medical specialists)

The KlIs emphasised that MJH should not compromise health professionals' public sector
responsibilities. Many health professionals reported implementing personal strategies to safeguard their
well-being and ensure effective public sector performance. For instance, some scheduled dedicated rest
days or adjusted their shifts for full recovery after intensive private work. They engaged in self-care
activities such as extended periods of rest, walks, and other personal routines to destress and recharge.
By prioritising rest, they sought to prevent fatigue from compromising the quality of care provided to
public sector patients.

It [MJH] gets tiring so much that I've decided that on Sundays I don't work... I just stay
in bed. I wake up to go make food to bath come back and sleep the whole day just to make
sure I've rested and I'm ready for Monday. (ID1 3 MP, occupational therapist)

One health professional shared that they had closed their private practice and shifted to a second job
unrelated to patient care. They explained that managing a private practice had been draining, as they
were constantly chasing higher patient volumes to maximise income. In contrast, their new private job
allowed them to work less while earning the same amount, thereby avoiding fatigue and maintaining

their public sector performance.
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A KI mentioned that most managers avoided disciplining medical specialists. However, one hospital
manager strictly enforced the policy, with deterrents including disciplinary actions or the option to
comply or leave. The manager revealed that a biometric clocking system was in place, enabling the
hospital to detect health professionals' working hours and identify those not adhering to RWOPS hour
restrictions. Despite occasional staff departures due to their unwillingness to comply, the manager
valued dedicated staff over non-compliant individuals, reinforcing adherence to the policy and
enhancing the legitimacy of both the policy and the authorities enforcing it.

The solution is to monitor the deviation from the contract and implement disciplinary
processes. We have had instances where we lost five specialists at once from
Anaesthesiology. They just left us because we were stopping their way of doing RWOPS,
they were performing RWOPS during working hours. We were still at the stage of asking
them to stop it or you leave, and they chose to leave. Our take is that we rather know that
we don’t have them than have half. We do get those [specialists] who are willing to do as
per the policy requirement, and those have stayed. Another, advantage that we have is that
we have a biometric attendance system. So, for those that we suspect that they may not be
complying, we do check on them and deal with them. (KI 27, hospital management)

Most Kls and some clinical HODs emphasised the importance of the physical presence of managers,
active oversight, and accountability to ensure that staff performed their duties, highlighting the role of
deterrence in encouraging compliance.

People need to be monitored. Once you manage people physically and they see you, people
will learn to account. When you don’t do that and you do passive management, those are
the consequences of [not adhering to rules]. Even in my station, my people know that when
they are in mammography, they are expected to deliver because I am always there. They
cannot cut corners because I am there 95% of the time. If I'm not there, they don’t know
when I’ll show up. They need to do things the right way and know they'll be called if
something is not as expected. (IDI 15, medical specialist)

Staff under stricter management, such as rehabilitation therapists and nurses faced higher deterrence
against non-compliance. Nurses on 12-hour shifts felt the impact of strict management, which served
as a deterrent against engaging in private-sector work during public-sector hours. Rehabilitation
therapists, who had previously benefited from lenient supervisors, found that strict managers enforced

full workday accountability, leaving no room for early departures.

7.4. Discussion

This is one of the first studies to use Sutinen and Kuperan’s socio-economic theory of regulatory
compliance to explore the implementation of the RWOPS policy and its compliance among public
sector health professionals. The DPSA has established RWOPS Directives and guidelines to uphold
ethical standards and strengthen governance. Despite these efforts, this study revealed numerous

implementation and enforcement gaps, undermining policy compliance. The study found ambiguity in
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the RWOPS policy due to procedural inefficiencies and inconsistent enforcement, weakening its
legitimacy and effectiveness. Oversight failures, delays, and unclear guidelines contributed to non-
compliance, worsened by senior specialists setting poor examples. While strict management improved

compliance in some cases, weak enforcement undermined the policy’s legitimacy.

Our study found that approval delays, inconsistent implementation and intrusive financial requirements,
undermined the perceived legitimacy of the RWOPS policy among health professionals. Research
emphasises the obligation to comply with an authority is not solely based on its power to impose rewards
or sanctions, but also on the perception that the authority is entitled to be obeyed because of its
legitimacy [171]. Furthermore, individuals are more likely to comply with regulations when they
perceive the authority’s procedures as fair, highlighting the importance of clear and consistent policy
enforcement to maintain compliance [172]. This supports our conceptual framework, which posits that
health professionals comply with rules they perceive as legitimate. However, Sutinen and Kuperan
suggest that when personal moral values conflict with policy objectives, education on policy goals
influences beliefs and principles, promoting behaviour that aligns with social expectations [116].
Individuals who recognise an authority's legitimacy are more likely to comply, even when it conflicts
with personal interests [172]. Previous studies suggest that improving implementation requires leaders
to ensure open communication and consider staff views [173, 174]. Although clear guidelines,
consistent implementation, education and open communication can improve health professionals'

perceptions of the policy and its legitimacy, weak oversight may undermine these efforts.

Health professionals prioritising ethics were more likely to comply with the RWOPS policy, supporting
the idea that personal values and professional norms influence moral behaviour. Similarly, a UK
qualitative study on MJH among 60 government doctors found that they adopted informal principles to
prevent misuse of the National Health Service and manage conflicts of interest. Their motivations were
both ethical and practical, aiming to maintain their reputation, avoid unpaid debts, and ensure peace of
mind. In that context, private healthcare was profitable, and they felt it was possible to balance private
work with government duties while avoiding non-compliant behaviour [175]. Our study highlights that
a hierarchical structure, where managers hesitate to confront senior colleagues, weakens accountability
and enforcement. Conversely, strict management practices and visible oversight fostered legitimacy and
compliance. According to previous studies, a fair approach to implementing the RWOPS policy does
not require the absence of strict enforcement but emphasises fostering compliance through fairness and
legitimacy. This strategy benefits health professionals, management, and the public health sector by
promoting adherence while maintaining positive relationships [176]. Similarly, Sutinen and Kuperan
emphasise the importance of perceived legitimacy in enforcement, suggesting that a differentiated
approach, applying stricter measures to repeat offenders while offering leniency for minor violations

can enhance compliance [116]. For RWOPS, prioritising fair and transparent implementation processes,
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rather than mere rule enforcement, is crucial for gaining the legitimacy and support of health
professionals [172]. Moreover, addressing repeat offenders appropriately is key to strengthening the

legitimacy of both the policy and the authorities responsible for its enforcement.

This study highlights the difficulty of enforcing RWOPS hour restrictions, as medical specialists used
informal arrangements to exploit oversight loopholes, fostering a culture of non-compliance that
influenced junior doctors and undermined professional ethics. These informal practices stem from the
policy’s perceived restrictive conditions, with non-compliance evolving into an accepted norm within
the professional environment. As a result, there is a shift away from the positive social norms described
in our conceptual framework that typically promote compliance, with non-compliance with policy
restrictions becoming part of the established professional culture. Inadequate enforcement and lack of
consequences further entrench this culture, reducing adherence and potentially compromising patient
care. A key concern is that if health professionals view working hour rules as illegitimate, they are
unlikely to see RWOPS restrictions as legitimate either. Our findings underscore the need to cultivate
robust ethical practices, particularly among medical specialists, whose adherence to policy restrictions
can reinforce professional ethics and positively influence junior staff. Wardhandi et al’s systematic
review [177] examining the determinants influencing the implementation of quality management
systems in hospitals reported that organisational culture, technical competency, and the influential role
of medical doctors are key to implementing quality management systems in healthcare. It also
highlighted the complexities hospital managers face in navigating a culture where doctors wield
significant power in healthcare organisations [177]. This aligns with Mintzberg’s view [178] that rigid,
rule-bound approaches often fail in professional environments where autonomy and discretion are
essential. Consequently, hospital managers must balance enforcing regulations with some flexibility, as
overly rigid rules may be perceived as impractical or unfair. This perception could lead professionals to
prioritise their own judgement over strict compliance, potentially undermining both ethical practice and

policy objectives.

Our study found inconsistent implementation of the MJH policy across provinces and weak monitoring,
attributed to ambiguity about the policy provisions, inadequate hospital security, and the complex task
of overseeing health professionals. Similarly, Havers et a/'s qualitative study [179] examining how
clinicians in Australian hospitals perceived and implemented a national policy found that clinicians
perceived the policy as difficult to implement due to inadequate resources, insufficient training, and
unclear communication about policy requirements. Clinicians highlighted challenges in managing
workloads and laborious implementation tasks without sufficient personnel, support, or financing, and
called for more support and clearer roles for successful implementation. Furthermore, research
highlights that overseeing medical professionals presents inherent challenges that can impede policy

implementation (9), yet weak leadership structures may further exacerbate these difficulties.
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Havers et al’s qualitative study [180] exploring factors influencing government-directed policies in
hospital settings emphasised that successful policy implementation requires a strong commitment from
hospital leaders. Senior leaders must champion the policy, align it with hospital goals, and ensure
adequate resources, fostering a culture of accountability. Thus, strengthening HOD oversight could
improve enforcement by clarifying responsibilities and ensuring greater consistency across
departments. Similarly, Dieleman et a/l’s review [181] of case studies examining the implementation of
health workforce policies in various LMICs reported that HRH policies and plans succeed when leaders
show strong commitment, use evidence-based approaches, and address genuine workforce needs.
Adequate resource allocation, effective planning, leadership, and rigorous monitoring are also vital for
their success [181]. This suggests that targeted efforts to enhance leadership involvement could help
bridge the gap between policy design and implementation. Wardhandi et al’s systematic review [177]
reported that while most leadership and quality theories emphasised top management, the review
revealed that quality leadership emerged from various sources, including top management, middle
management, and senior health professionals [177]. Thus, strengthening the role of senior medical
specialists and HODs in championing RWOPS and overseeing RWOPS could reinforce accountability
mechanisms and improve compliance. Furthermore, Havers et a/ [180] emphasised that engaging staff
at all levels fosters policy understanding and compliance. Structured mechanisms, such as workshops
or feedback sessions, allow managers and health professionals to discuss challenges and provide input
on RWOPS enforcement. Ongoing dialogue between policymakers, managers, and employees was seen
as essential for ownership and adherence, with clear communication channels like formal briefings

ensuring staff contributions inform policy adjustments.

Additionally, improving hospital security systems could support better monitoring of staff movements,
addressing one of the key practical challenges in policy enforcement. Agyepong and Nagai’s qualitative
study [182] that examined gaps between health financing and its implementation in Ghana found that
despite frontline workers understanding policy requirements without written guidelines,
implementation suffers without the necessary resources or tools [182]. Similarly, Havers et a/ [180]
underscored the importance of sufficient human and material resources for policy implementation in
hospital settings. However, merely acknowledging resource constraints was not sufficient, ensuring that
staff responsible for implementation receive adequate training and have sufficient time to implement

policies was found to be equally critical.

The sample of health professionals from Gauteng and Mpumalanga public hospitals may not be fully
representative of other provinces, particularly considering the varied implementation and enforcement
of the RWOPS policy across the two study provinces. Additionally, the controversial nature of the
policy may have led to social desirability bias, with interviewees potentially tailoring their responses

on compliance or enforcement to align with perceived expectations. The study ensured a diverse range
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of health professionals from both urban and rural areas. Efforts were made to create a comfortable
environment for participants to reduce social desirability bias, including assuring confidentiality.
Despite these limitations, the study has several strengths. It is one of the first to apply Sutinen and
Kuperan’s socio-economic theory of regulatory compliance to explore MJH policy implementation and
its compliance among public sector health professionals. By combining key informant interviews with
stakeholders from across South Africa and including three categories of health professionals from both
a mainly urban province and a predominantly rural province, the study offers rich, diverse insights into
the policy’s implementation, contributing to the broader discourse on MJH regulation in South Africa

and similar settings.

Our study recommends key strategies to improve RWOPS compliance. First, it emphasises the need for
a bottom-up approach to raise policy awareness and engage health professionals and department heads
in monitoring compliance, which is essential for fostering perceived legitimacy. This could involve
clarifying policy ambiguity and holding consultations with medical specialists and health professionals,
increasing their involvement and buy-in, which supports the social norm of collective responsibility in
policy adherence. Second, the policy should expand beyond defining RWOPS activities; managers must
ensure the availability of the necessary tools, resources, staffing, skills, and infrastructure for effective
implementation[183], such as biometric clocking systems, which can improve monitoring and serve as
a deterrent for non-compliance. Additionally, hospital managers should prioritise fair and transparent
implementation processes for RWOPS, which would enhance the legitimacy of the policy and the
authorities enforcing it. Finally, moral suasion, supported by education and engagement, can strengthen
social norms, reduce resistance, and promote the policy's legitimacy, reinforcing ethical behaviour and

compliance within the hospital setting [116].

7.5. Conclusion

Our study provides new insights into the implementation and compliance with the RWOPS policy
among public sector health professionals. We found that inadequate enforcement, managerial
inefficiencies, and a lack of perceived legitimacy undermine RWOPS compliance, making non-
compliance more appealing. The disconnect between the policy’s goals and health professionals’ values
highlights the need to enhance policy awareness, address ambiguity, and revise hospital guidelines to
meet local needs. Additionally, ensuring the availability of the necessary tools, resources, staffing, skills,
and infrastructure for effective implementation is critical. Fostering a culture of compliance, with senior
health professionals leading by example, will enhance the policy’s legitimacy and effectiveness,

ultimately improving patient care and service delivery.
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CHAPTER 8: PERSPECTIVES ON REMUNERATIVE WORK OUTSIDE THE PUBLIC

SERVICE
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Background. The remunerative work outside of the public service (RWOPS) policy enables public sector health professionals to engage
in multiple job holding (MJH) in South Africa (SA) under specified conditions, but remains controversial. Empirical evidence on health
professionals’ perspectives on the RWOPS policy stipulations is lacking,

Objective, To examine the perspectives of public sector medical doctors (MDs), professional nurses (PNs) and rehabilitation therapists
(RTs) on the RWOPS policy.

Methods. In 2022, public sector MDs, PNs and RTs were surveyed in 14 Gauteng and 15 Mpumalanga province public sector hospitals.
In addition to demographic and employment data, the self-administered questionnaire collected information on whether the health
professionals had obtained permission for additional jobs, their opinions on RWOPS approval requirements and restrictions and the
likelihood that they would leave the public sector if RWOPS was denied, Data analysis was performed using Stata 17, The factors influencing
health professionals’ perspectives on different aspects of the RWOPS policy were analysed using penalised logistic reg

Results. A total of 1 397 health professionals completed the survey, for a response rate of 84.3%, Most MDs (61.1%) and RTs (60.5%)
supported datory RWOPS approval, compared with 41.5% of PNs. Overall, 52.6% of MDs, PNs and RTs engaged in M[H alsa agreed
with mandatory approval. Among those who engaged in MJH, the majority of MDs {84.7%) and RTs (87.4%) had RWOPS permission,
compared with only 19.2% of PNs, MDs (odds ratio (OR) 9.9, p<0.001) and RTs (OR 30.9, p<(1.001) were significantly maore likely to obtain
RWOPS approval than PNs, MDs (OR 2.2, p<0.001), RTs (OR 1.5, p=0.027), males (OR 1.4, p=0.039) and RWOPS participants (OR 2.8,
#=0.030) were more likely to consider leaving if RWOPS was denied.

Conclusion. Our findings highlight significant variation in obtaining MJH permission among health professionals. The diverse perspectives

underscore the need for targeted communication and stakeholder engagement to clarify policy and improve compliance.

Keywords: RWOPS, multiple job holding, dual practice, regulation, health workforce
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Human resources for health challenges, including multiple job holding
{MJH) by health professionals, workforce shortages, maldistribution
of the workforce and skills mismatches, threaten the achievement of
universal health coverage.! MJH, also known as dual practice, refers
to the simultaneous employment of health professionals in the public
and private health sectors, regardless of regulatory provision and/or
authorisation,’!

MIH is shaped by health labour markets, country context and
institutional arrangements, with evidence suggesting an increasing
prevalence in industrialised countries.”' In sub-Saharan Africa, low
public sector salaries and a disconnect between effort and pay or
promaotion contribute to healthcare workers” decisions to engage in
MJH." Regulation is an important policy lever to balance the possible
benefits of MJH with any potential adverse consequences to the health
system.”” However, there are variations in the regulatory approaches
of governments to MJH, including full prohibition, allowing MJH
with specified restrictions, or the provision of incentives to work
exclusively in the public sector,'”

In South Africa (SA), the Public Service Act of 19947 makes
provision for remunerative work outside of the public service
(RWOPS), defined as any business activity conducted or service

provided by an employee outside of their official duties, for which
they receive payment.” Hence, MJH is permitted for all public sector
employees, including those in the health sector, provided that they
obtain permission from the relevant authority, service delivery is
not adversely affected and RWOPS is conducted outside scheduled
working hours, "

The motivation for the introduction of limited private practice
that preceded RWOPS was to increase the retention of public
sector medical specialists by allowing them to supplement their
government salaries. However, RWOPS has proved a contentious
issue in the health system.” ' Following & complaint by nurses
about absent doctors in 2004, the SA Public Service Commission
conductedan enquiryinto RWOPSin Gauteng Province, Thisreport
documented that most doctors and nurses engaged in RWOPS
without approval.™ A 2012 letter in the South African Medical
Journal highlighted both the medical profession’s non-compliance
with, and relative silence on, the potential abuse of the RWOPS
policy."™™ The letter unleashed a storm that underscored the
wide-ranging perspectives and divided opinions on RWOPS,
including the purported benefits," ' the negative consequences
for junior doctors, patients and professional ethics!'""" and the
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poor management and monitoring that contribute 1o RWOPS
abuse, ™" The intense RWOPS debates between 2012 and
2017 were followed by updated government directives™ and
guidelines'"™™ to support the appropriate management and
monitering of RWOPS in the public sector. Additionally, the SA
Medical Association recommended compliance with the RWOPS
policy,®! concerned about the abuse due to poor oversight. The
association called for stricter management and enforcement by
the National Department of Health, RWOPS was also flagged in
the 2019 Presidential Health Compact, which underscored the
need for policy revision and mechanisms to ‘deter the incumbents'
from MJH.""" Nonetheless, a 2022 newspaper article suggests that
RWOPS contestations and abuse remain an enduring problem

In contrast to medical doctors, the debate on RWOPS among
nurses and rehabilitation therapists has been largely absent. The
Democratic Nursing Organisation of SA views nursing agencies, the
main vehicle for MJH among nurses, as labour brokers that should
be banned.*" A search of the journal archives of the physiotherapy,
occupational therapy and speech and hearing therapy professional
associations yielded no results on RWOPS.

Notwithstanding the fractured discourse, empirical studies on
health professionals and the RWOPS guidelines are lacking. Hence,
this study aimed to examine the factors that influence the perspectives
of medical doctors, professional nurses and rehabilitation therapists
in public hospitals on RWOPS policy and guidelines, thus giving
voice to frontline healthcare providers while contributing to the
policy discourse on MIH in SA, The research is part of a doctoral
study that examines MJH among public sector medical doctors,
professional nurses and rehabilitation therapists in Gauteng and
Mpumalanga provinces of SA.

Methods

In 2022, a cross-sectional study was conducted in 14 hospitals in
Gauteng and 15 hospitals in Mpumalanga provinces.™ The Human
Research Ethics Committee (Medical) of the University of the
Witwatersrand in Johannesburg provided ethics approval for the study
(ref. no. M210262), and the relevant provincial healtheare authorities
also provided study permission. The study population comprised
full-time medical doctors, professional nurses and rehabilitation
therapists working in public sector hospitals in the two provinces.
Details of the sampling approach have been described elsewhere.™

Following informed consent, the study participants completed a
seli-administered questionnaire (SAQ) that collected demographic
and employment information, and prevalence, forms and reasons for
MJH. The last section of the SAQ focused on RWOPS, examining
whether: approval should be required; RWOPS should be restricted
to after-hours; there should be limits on RWOPS hours; and
respondents would leave the public sector if RWOPS was denied.
RWOPS compliance was assessed by asking MTH participants if they
had obtained permission from the relevant authority, with an option
to provide reasons for lack of MJH permission.

We utilised Stata 17 (StataCorp, USA) and the syy commands to
adjust for the cluster sampling design. We computed the frequency of
responses and compared them across the different health professional
categories, We coded the open-ended responses into categories,
and compared their frequencies. Bivariate logistic regression was
used to determine which variables influence health professionals’
perspectives on RWOPS., We employed Firths penalised logistic
regression method™ to overcome the challenges of ordinary logistic
regression when faced with very low or high proportions for
certain professional groups. Unlike ordinary logistic regression,
Firths method uses a penalised maximum likelihood approach to

ensure finite and reliable parameter estimates in the presence of
such data separation.” We used pooled models with appropriate
weighting to compare the three health professional groups. The first
maodel identified factors associated with perspectives on RWOPS
requir ts, the second d factors influencing whether health
professionals had obtained permission for MJH and the third
evaluated factors influencing whether they would leave the public
sector if RWOPS was denied.

Results

Sociodemographic characteristics

We obtained a response rate of 84.3%, with 1 397 health professionals
completing the survey. The characteristics of the research participants
are depicted in Table 1. On average, medical doctors (MDs) were aged
399 (standard deviation (SD) 9.7) years, professional nurses (PNs)
were 43.7 (SD 10.4) years and rehabilitation therapists (RTs) were
32.3 (5D 8.7) years, !

Perspectives on RWOPS

Table 2 presents the results on the perspectives of respondents on
RWOPS. Mast MDs (61.1%) and RTs (60.5%) agreed that approval
should be required before engaging in RWOPS, compared with 41.5%
of PNs. Overall, 54.0% of those involved in MJH agreed with this
statement, compared with 52.6% of those who had not engaged in
M]JH. The majority of MDs (74.4%), PNs (79.1%) and RT5 (79.8%)
agreed that RWOPS should only be allowed after working hours, with
little difference between the MJH and non-MJH groups. However,
46.4% of MDs, 41.7% of PNs and 37.5% of RTs agreed that the total
number of permissible RWOPS hours should be restricted. Less than
a third (31.8%) of those engaged in MJH supported restrictions on
permissible RWOPS hours, compared with 45.8% of those in the
non-MJH group,

Finally, 46.0% (95% confidence interval (CI) 37.0 - 55.3) of MDs,
21.9% (18.7 - 25.5) of PNs and 32.4% (285 - 36.6) of RTs stated
that they would leave the public sector if RWOPS was denied. The
figure was significantly higher for health professionals engaged in
MJH (56.5%, 49.6 - 63.4) compared with those who were not (25.1,
21.9-284).

Compliance with RWOPS permission requirements
Fig. 1 shows the proportion of health professionals with an additional
job who reported obtaining permission to engage in RWOPS, A total
of 84.7% (75.0 - 91.1} of MDs, 87.4% (79.3 - 92.6) of RTs and only
19.2% (9.1 - 35.9) of PNs had permission for their additional jobs.
Table 3 depicts the primary reasons for not obtaining RWOPS
permission from those health professionals who completed the
optional question. Among MDs, the primary reasons were that they
did not need permission for work done after-hours (28.9%), and
did not require RWOPS permission for the type of additional jobs
{13.7%). PNs indicated that they anticipated management refusal upon
application (25.3%), or believed that they did not need permission
for their after-hours work (20.2%). Among RTs, 28.2% reported that
they were still awaiting approval due to a lengthy process, while 23.5%
indicated thar they had never applied for RWOPS,

Factors influencing health professionals’ perspectives on
RWOPs regulation

Table 4 shows the results of the logistic regression analysis evaluating
the factors associated with health professionals’ perspectives on
RWOPS., Model | covers the perspectives on requiring approval
before RWOPS. MDs had 1.83 (1,39 - 2.42) and RTs 2.54 (1.87 - 3.46)
higher odds of agreeing that approval should be obtained compared
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with PNs. Interestingly, medical specialists had 1.37 (1.04 - 1.80)
times the odds of agreeing with approval compared with generalists,
and clinical heads of department (HODs) had 1.85 (1.34 - 2.56)
greater odds compared with those not in management. Having
an additional job reduced the likelihood of supporting approval
requirements (0.63 (0.48 - 0.83) compared with those withour an
additional job.

Model 2 presents the factors influencing health professionals’
compliance with the RWOPS policy requirement of obtaining
permission before engaging in MJH. MDs had 9.84 {4.19 - 23.09)
and RTs had 30153 (12.24 - 76.13) higher odds of obtaining approval
for additional jobs compared with PNs. Medical specialists had 2.23
(1.09 - 4.55) times higher odds of having approval compared with
generalists, while being a clinical HOD did not influence compliance
significantly. Additionally, MDs and RTs who supported mandatory
approval had 2.75 (1.52 - 4.97) times greater odds of having approval
compared with PNs.

Finally, model 3 depicts the factors 'ml'luenciug health professionals’
opinions on whether they would leave the public sector if RWOPS
were denied. MDs were 221 (1.62 - 3.02) and RTs were 1.49
(1.05 - 2.12) times more likely to say that they would leave the
public sector if RWOPS were not permitted compared with PNs.
Male respondents were 1.36 (1.02 - 1.82) times more likely to leave
compared with females, In contrast, married professionals (odds

Table 1. Characteristics of study participants (N=1 397)*

ratio {OR) 0.78, 0.59 - 0.97) and clinical HODs (OR (.51, 0.34 - 0.74)
reported a significantly lower chance of leaving if RWOPS was denied,
Respondents with current additional jobs had 2.83 (2.13 - 3.75)
higher odds of leaving if RWOPS was denied. Conversely, those
who supported requiring approval for MJH had lower odds (0.63
(0.49 - 0.81)) of leaving if RWOPS was not permitted, compared with
those who did not think approval was necessary.

Discussion

This is one of the first empirical studies to examine and compare
the perspectives of public sector MDs, PNs and RTs in SA on the
RWOPS policy.

In contrast to PNs, the majority of MDs and RTs supported
mandatory RWOPS approval, as legally prescribed. Similarly, most
MDs and RTs who engaged in MJH had RWOPS permission, while
barely one-fifth of PNs had the necessary permission. Those health
professionals who engaged in MJH were less likely to support approval
requirements compared with those without an additional job. The
study findings illustrate the stark differences in reported compliance
with the RWOPS policy requiring permission before engaging in
MJH. MDs were nearly 10 times more likely and RTs 31 times more
likely to obtain RWOPS approval than PNs. Additionally, MDs and
RTs who supported mandatory RWOPS approval were almost three
times more likely to have approval compared with PNs,

Characteristi MDs, 1 (%) PNs, 7 (%)" RTs, 1 ()"
Total sample 486 (34.8) 571(40.9) 340 (24.3)
Age, years, mean (50)) 39.9(9.7) 43.7 (10.4) 323 (47)
Gender

Male 265 (54.5) 47 (8.2) 57 (16.8)

Fernale 217 (44.7) 522 (91.3) 277 (81.5)

Other 4(0.8) 3(0.5) 6(1.8)
Marital status

Single 154.(31.7) 262 (45.9) 202 (59.4)

Married/living together 302 (62.1) 231 (40.4) 129 (37.9)

Divorced/separated 22 (45) 41 (7.2) 5(1.5)

Widowed 8(L7) 37 (6.5) 4(1.2)
Province

Gauteng 396 (81.5) 445 (77.9) 242 (71.2)

Mpumalanga 90 (18.5) 126/(22.1) 98 (28.8)
Years of practice, mean (SD) 14.7 {9.0) 10.61(9.1) 9.1 {7.9)

Speciality’

No 270 (55.6) 388 (68.0) n/a

Yes 216 (44.4) 183 (32.0) nila
Clinical head of department

No 426 (87.7) 505 (88.4) 278 (81.8)

Yes 60 (12.3) 66 (11.6) 62 (18.2)
Haspital category

District 102 (21.0) 7 (25.7) 103 (30.3)

Regional 140 (28.8) 155 (27.1) 79 (23.2)

Tertiary 79(16.3) 82 (14.4) 46 (13.5)

Central 165 (33.9) 187 (32.8) 112 {33.0)
Multiple job holding

Na 322 (66.3) 522 (91.4) 208 (61.3)

Yes 164 (33.7) 49 (8.6) 132/(38.7)

MD = pedical ducter; PR = professional mirse: 1T = rehabilitation theeapist SD = standasd deviation; nde = nolapplicable.

“Unless atherwise inidicwed
"Chaly MEs and PR3 can undertake registered spoclalist training.
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These differences across the three groups could reflect variations
in professional autonomy that influence MJH forms and reporting
structures among the three groups. The same survey found that the
most common form of MJH among MDs and RTs was private practice,
while PNs engaged in MJH through nursing agencies.™ MDs and
most RTs have more flexible work arrangements compared with PNs,
who function within team structures and have less autonomy. " PNs
may avoid seeking RWOPS approval due to fears of recrimination
or scrutiny, which aligns with cited concerns about managers
controlling their extended working hours. Although a minority
of study participants furnished reasons for not seeking RWOPS
approval, the belief that permission was not required for RWOPS
after hours or for certain types of work was common across all three
professions. Furthermore, the PN perspectives also suggest distrust
in the RWOPS approval process andf/or managerial objectivity,
We could not find similar SA studies with which to compare our
findings, while variations in context and MJH regulatory approaches
limit comparisons with health professional perspectives in other

countries.” Nonetheless, a 2002 qualitative study in Bangladesh™
and a 2007 qualitative study in Peru™ found that individual health
pmfcssinn-.lis supported more stringent MJH regulations to protect
the profession or to ensure quality patient care,

Our study found that the expressed likelihood of leaving the public
sector service if RWOPS were denied was higher among MDs, RS,
males and those already engaged in RWOPS, compared with PNs
(Table 4). In contrast, MDs and RTs who supported the requisite
approval had lower odds of leaving if RWOPS were denied than
PNs. These perspectives could relate to the differences in financial
incentives among the three professions, as the prevalence of MJH
was much higher among MDs and RTs, compared with PNs.""! As the
respondents self-reported the information, we do not know whether
the threat of leaving the public sector will materialise. A 2010 study
among SA nurses found that intention to leave the public sector
was higher among those engaged in MJH compared with those
who did not engage in MJH.*!| Nonetheless, the threat of leaving
the public sector if RWOPS is denied poses a risk to the retention

Table 2. Respondents’ perspectives on RWOPS, by professional group and MJH status

P ional group, n (%) M]H status, n (%)

RWOPS perspective MD, 486 (34.8) PN, 571 (40.9)  RT, 340 (24.3) Nao, 1052(75.3)  Yes, 345 (24.7)
Should require prior approval for RWOPS

Neo 189 (38.9) 334 (585) 134(395) 498 (47.4) 15% (46.1)

Yes 297 (61.1) 237 (415) 206 (60.5) 553 (52.6) 186 (53.9)
RWOPS should only be allowed after hours

No 125 (25.6) 119 (209) 69 (20.2) 232 (21.2) 90 (26.1)

Yes 361 (74.4) 452 (79.1) 271{79.8) 820 (78.8) 255 (73.9)
RWOPS hours should be restricted

No 260 (53.6) 333 (583) 213 (62.5) 570 (54.2) 235 (68.2)

Yes 225 (464) 238 (417) 127 (37.5) 482 (45.8) 110 (31.8)
Would leave public sector job if RWOPS denied

No 262 (54.0) 446 (78.1) 230 (67.6) T8 (74.9) 150 (43.5)

Yes 224 (46.0) 1251(21.9) 110 (324) 264 (25.1) 195 (56.5)

MIH < multiple job holding (additianal job in the preceding 12 monthi); RWOPS < remunerative work agtside of the public servics; MDD < medical docior; PN = professional nurse,

BT = rehabilitation thesapist.

84.7

20 —

MD

874
19.2 I
PN RT

Health professional

Fig. 1. Health professionals engaged tn multiple job holding with remunerative work outside of the public service (RWOPS) approval. Error bars show 95%
confidence interval. (MD = medical doctor; PN = professional nurse; RT = rehabilitation therapist.)
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Table 3. Listed reasons for doing RWOPS withoul permissi ked

MDs n (%) PNs 7 (%) RTs n (%)
1. Permission is not required for 7 (28.9) 1. RWOPS will be declined 10 (25.3) 1. Long approval process, 4(28.2)
RWOPS after hours awaiting approval
2. RWOPS not required for type  3(13.7) 2, Permission is not required for  8(20.2) 2, Never applied for RWOPS 4{22.5)
of work RWOPS after hours
3, RWOPS will be declined 3f1zm 3. Concerns about managers 7{1839) 3. RWOPS is not required for 3(16.7)
controlling extended working type of work
hours
4. Never applied for RWOPS 3118 4, Long approval process, 3(72) 4. Permission is not required for 2 (12.8)
awaiting approval RWOPS after hours
5. RWOPS was declined 2(6.2) 5. RWOPS is not required for the 2(59) 5. RWOPS will be declined 1 (9.6)
type of work
6. Long approval process, 2 {6.0) 6. Never applied for RWOPS 2(5.0) 6, Concerns about managers 1(5.2)
awaiting approval contralling extended
working hours
Other 5(21.4) Other 9{17.5) 7. Unfamiliarity with the 1 (4.0)
RWOPS policy
“Tatal 25 {100.0) 41 (100.0) 16 (100,0)
RWOPS = renuserntive wack outside of the public service.
Table 4. Logistic reg lysis of health professionals” attitudes toward RWOPS
Model 1: Model 2: Model 3:
RWOPS app ¥ Had obtained approval Would leave if RWOPS b 1
Variable OR 95%Cl pvalue OR 95% CI pvalue OR 95% CI  p-value
Profession
BN ref. ref. ref. ref. ref. ref. ref. ref. ref.
MD 1.83 1.39- 242 <0.001**" 9584 419-2309 <0.001** 221 1.62-3.02 <0001
BT 2 187-346 <0.001*** 3053 12.24-76.13 <0.001*** 149 105-212 0.027°
Gender
Female rel. ref, ref. = = = ref. rel. rel.
Male 0.96 073-1.26 0.769 0.99 053-186 0977 1.36 1.02-1.82  0.039"
Marital status
Single" - - - - - - ref. ref, ref.
Married - - - - - - 0.75 459 - 0.97 0.030*
Speciality
No ref. ref. ref. ref. ref. ref, ref. ref. ref.
Yes 1.37 104- 180 0.024° 23 109-455  0.028 127 093-173 0.129
Clinical HOD
No ref, tef, ref, ref. ref, ref. ref. ref. ref.
Yes 1.B5 1.34-256 0.014° L | 031-1.62 (UEEES 0.51 034-074 O0OL*
Province
Mpumalanga ref. ref. ref. - - ref. ref. ref.
Gauteng .94 076~ 1.17 0.568 .96 0.76-1.25 (021
Additional job
Na ref. ref, ref, - - - ref. ref. ref.
- 0.63 0.48- 083 0.001** - - - 283 213-375 <0001%*~
Is approval necessary?
No s ref. ref, ref. ref. ref, ref.
Yes = - - 273 152-497 oo a3 049 - 081 <0001
n 1397 - - 321 - - 1397 =
¥ 63.8 - - 637 < - 137.9 « -
p-value <0001 - - <0.001 = - <0.001 -

BWOPS = renmunerative work owside of the public service OR = odds catio: €1 = confidence Interval; PN = professional norse: MD = medical doctor: KT = rehabilitation therapist:
ref. = reference category; HOD = head of departmznt.

“pelli5.
“*p=liil,
0],

“Singhe, divorcedisepar ated and widowsd combitsed.
Farth pemalised logistic rewression, Model 2 only fir these cogaged in MIH
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of health professionals in the public sector, which has numerous
health workforce challenges. Although the question was not phrased
as an outright RWOPS ban, a systematic review of MJH regulatory
approaches in different countries reported that banning MJH often
led to senior skilled MDs migrating to the private sector.”! Similarly,
in SA, public sector medical specialists in Gauteng resigned after
threats to ban MJH, while those in Free State Province contested
attempts to introduce a ban.)""! Moreover, an SA study™ found that
MDs often did RWOPS without permission, making a ban unlikely
to resolve the issue.

Our study found that the majority of MDs, PNs and RTs were
against the restriction of RWOPS hours, but indicated a preference
for MJH after hours (Table 2). This is encouraging, as a systematic
review reported that public sector doctors generally preferred
schedules that allowed more time in the private sector.*! Nonetheless,
the support among the majority of RWOPS participants for RWOPS
after working hours suggests consideration of patient welfare, ethical
conduct and social responsibility.

Study limitations

OQur study is limited by its cross-sectional nature and self-reported
information from MDs, PNs and RTs, which may have introduced
social desirability bias, with health professionals potentially
overstating their compliance with written approval or support for the
policy. However, the SAQ) was designed to minimise this potential
bias. Additionally, conducting the study in only two provinces limits
the generalisability of the findings to the rest of the country. However,
a major methodological strength of the study is the high response
rate of 84.3%. The study is novel as it is one of the few comparative
studies on health professionals’ perspectives on the RWOPS policy,
their reported compliance with approval guidelines, their views on
the likelihood of leaving the public sector if denied RWOPS and the
factors influencing these views.

We have advanced the discourse on the regulation of MJH
in SA, with implications for revision andfor refinement of the
RWOPS policy and its management in hospitals. Both the 2019
Presidential Health Compact'™ and the 2030 Health Workforce
Strategy™ underscore the need for an RWOPS policy review. Our
study findings suggest high levels of reported compliance among
MDs and RTs, but very low compliance among PNs, who remain
the mainstay of the SA health system. This requires policy and
management intervention. Further research is needed on whether
the RWOPS approval records for MDs and RTs align with reported
approval, and whether health professionals adhere to the approved
working hours. Although restrictions of RWOPS hours could be
an arca for policy adjustment, evidence suggests that consistent
monitoring of the existing policy could deter opportunistic
behaviour among health professionals.!™ Additionally, our study
found that clinical HODs are supportive of the RWOPS policy,
and could assist hospital management to monitor and enforce the
policy provisions.

All three professions highlighted the long approval process,
suggesting the need for streamlined procedures or systems that
enhance compliance. The apparent misconceptions about RWOPS
approval for all forms of MJH require targeted information and
communication campaigns to clarify the RWOPS policy guidelines
to all health professionals. Clear, consistent communication
using existing Department of Public Service and Administration
guidelines™ and directives” is essential for motivating staff,
managing resistance and building trust.™ User-friendly guidelines
should be developed by employers and professional associations, and
creative strategies employed to reach all health professionals.

Conclusion

Our study has generated new knowledge on the RWOPS policy and
the views of medical doctors, professional nurses and rehabilitation
therapists, The study has also contributed to the global discourse on
MJH and its regulation. The diverse perspectives on RWOPS among
health professionals suggest the need for stakeholder engagement and
targeted information and communication regarding policy content
and compliance. Simultaneously, RWOPS approval systems and
improved monitoring should be addressed by the provincial health
authorities.
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CHAPTER 9: DISCUSSION AND RECOMMENDATIONS

9.1. Introduction

Multiple job holding (MJH) has not featured prominently in the global HRH discourse to date, despite
its significant impact on the performance of health systems [2]. In South Africa, debates on MJH by the
Presidency [70] and in the health sector [4, 69, 112] highlighted the knowledge gaps on the RWOPS
policy as a regulatory mechanism, as well as the extent of and factors influencing MJH. My PhD study
began to address these knowledge gaps by investigating the experiences, extent (prevalence),
contributory factors, and regulation of MJH among public sector medical doctors, professional nurses,

and rehabilitation therapists in the Gauteng and Mpumalanga provinces of South Africa.

In this concluding chapter, I have integrated and discussed the key findings of the thesis (chapters 4 to
8). In Section 9.2, I have summarised the study findings, followed by an integrated discussion. In
Section 9.3, I discuss the recommendations arising from the PhD study. Section 9.4 highlights the

scholarly contributions of the PhD study. Section 9.5 provides recommendations for future research.

9.2. Key findings and cross-cutting discussion

The key findings of the PhD study are summarised in Table 14, which presents four key themes: the
extent and forms of MJH; motivations and factors influencing MJH; health professionals’ preferences
for MJH regulatory options and RWOPS implementation and compliance. The cross-cutting discussion
will focus on the findings for each objective, organising them around the four key themes and bringing
together the results from the separate papers to form an integrated narrative of the PhD project. Although
it overlaps with the discussions in individual papers, this section integrates key findings across the
thesis. This section also outlines key implications and recommendations, which are explored further in

Section 9.5.
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Table 14: Summary of the key PhD findings

1. Extent (prevalence) and forms of MJH

e MIJH prevalence differed significantly across the three professions: 38.7% among
rehabilitation therapists; 33.7% among medical doctors; and 8.6% among professional
nurses.

e MIJH prevalence among medical specialists was 52.2%, compared to 18.9% among
generalists (medical practitioners/officers).

e MIJH prevalence was highest among orthopaedic surgeons (77.4%), followed by surgeons
(63.5%) and anaesthesiologists (59.0%).

e MIJH prevalence was 53.0% among physiotherapists, 32.0% among speech
therapists/audiologists and 29.5% among occupational therapists.

e The prevalence of MJH or overtime work in the public sector was 92.9% among medical
doctors, 59.4% among nurses, and 54.8% among rehabilitation therapists.

e Doctors and rehabilitation therapists typically engaged in MJH through independent private
practice, whereas nurses worked through agencies.

2. Motivations and factors influencing MJH

e Financial motivation was the primary driver of MJH, encompassing income
supplementation, financial stability, debt repayment, and aspirations for a better lifestyle.

e Secondary drivers of MJH included job variety, career development and professional
fulfilment.

e Poor management, insufficient accountability, and inadequate resources in the public sector
reinforced MJH participation.

e Medical specialists (OR 4.3), doctors living in Gauteng, married nurses (OR 2.4), and male
rehabilitation therapists (OR 2.4) were statistically more likely to engage in MJH.

3. Health professionals’ preferences for MJH regulatory options

e Doctors, nurses, and rehabilitation therapists were strongly opposed to banning MJH,
requiring salary increases of 45.7%, 20.0%, and 42.8%, respectively, to accept a ban.

e Non-financial incentives were also influential, with doctors, nurses, and rehabilitation
therapists willing to forgo 57.9%, 54.8%, and 38.9% of their salaries, respectively, for an
improved clinical practice environment.

e Banning MJH could be mitigated by salary increases or a well-equipped clinical
environment.

e Better working conditions and hospital management could improve retention, even if MJH
is prohibited. However, overtime or improved hospital management alone would need to be
paired with other incentives to effectively support retention.

e Health professionals involved in MJH were more resistant to a ban and placed lower
importance on salary increases and clinical conditions than those not engaged in MJH.

4. RWOPS implementation and compliance

The RWOPS policy faced challenges due to ambiguity about the policy, inconsistent
implementation, weak oversight, and lack of accountability.
These challenges hindered effective management and contributed to inconsistent
compliance, which varied between the two study provinces.
Doctors (84.7%) and rehabilitation therapists (87.4%) were more likely to obtain RWOPS
approval, compared to professional nurses (19.2%).
Health professionals generally supported the requirement for mandatory RWOPS approval,
but this differed by category and engagement in MJH:
o The majority of doctors (74.4%), nurses (79.1%), and rehabilitation therapists
(79.8%) also agreed that RWOPS should only be allowed after working hours.
o 46.4% of doctors, 41.7% of nurses, and 37.5% of rehabilitation therapists
supported restricting the total number of permissible RWOPS hours.
o 31.8% of health professionals engaged in MJH supported restrictions on RWOPS
hours, compared to 45.8% of those in the non-MJH group.
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9.2.1. The extent and forms of MJH
The findings of this study highlight key differences in the extent and nature of MJH engagement among

medical doctors, professional nurses, and rehabilitation therapists, shaped by the health labour market
(see conceptual framework in Chapter 3), variations in autonomy, work schedules, and hospital

management.

The PhD findings (Chapter 4) highlight significant variation in the prevalence of MJH across three
categories of health professionals. Medical doctors (33.7%) and rehabilitation therapists (38.7%) had
comparable levels of MJH, whereas nurses (8.6%) showed a notably lower prevalence. Although the
majority of medical doctors, professional nurses, and rehabilitation therapists, did not engage in MJH,
the prevalence among medical specialists (52.2%) and physiotherapists (53.0%) is particularly
concerning given the reported inadequate oversight in public hospitals (Chapters 5 & 7). The high
prevalence of MJH among medical specialists and rehabilitation therapists may be explained by the
demand for medical specialists in the private sector, as well as the lucrative earning potential for medical
specialists and rehabilitation therapists as reported in the qualitative findings (Chapter 5). This aligns
with the literature suggesting that higher private-sector salaries increase the prevalence of MJH among
high-earners [12, 31, 34]. Although agency work allows nurses to increase their income, their
opportunities for MJH outside the public sector are more limited than medical doctors and rehabilitation
therapists. Furthermore, although nurses generally earn lower salaries, the salary differences between
the public and private sectors, including agency work, are less significant than those for medical doctors

and rehabilitation therapists [4].

Medical doctors and rehabilitation therapists engaged in MJH mainly as independent practitioners,
reflecting their autonomy compared to nurses who mainly worked through nursing agencies (Chapter
4). The autonomy of medical doctors together with their more flexible public sector schedules,
commuted overtime and heterogenous work responsibilities provide numerous opportunities for MJH.
This flexibility and the unofficial arrangements among colleagues (Chapter 7) allow them to structure
their time in ways that enable MJH. Existing literature supports this. Russo et al's scoping review [40]
reported that medical doctors have more flexibility in MJH than nurses, who are constrained by their
team-oriented roles and limited autonomy. As a result, nurses often take on additional jobs through
agency nursing or private nursing homes [40]. Rehabilitation therapists, despite having more structured
public sector schedules, still have greater opportunities for MJH than nurses due to weak oversight and
unofficial agreements among colleagues to circumvent RWOPS hour restrictions (Chapter 7). Nurses,
while restricted by 12-hour shifts in the public sector, often engage in MJH within similar shift
structures through agency work. However, this scheduling also provides full days off during a normal
week or when on night duty, allowing flexibility and autonomy for MJH. Companion et a/ [24] found

that the structure of an individual’s primary job can create opportunities for additional work, with
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irregular shifts, such as those worked by firefighters and police officers, offering time for secondary
employment. Thus, the reported low prevalence of MJH among nurses in this study is somewhat
surprising, especially given the high demand for their services in the private sector (as reported in
Chapter 5). However, this may be explained by their preference for working overtime through private
nursing agencies within their own hospitals, as highlighted in Chapter 5. Nurses opting to work

additional hours at their primary jobs has been reported in other settings [40].

The decision to take a second private job is influenced by whether health professionals also work
overtime in their primary jobs. The prevalence of MJH or overtime was highest among medical doctors,
followed by nurses and rehabilitation therapists. For medical doctors, commuted overtime is part of the
standard employment contract in South Africa to ensure adequate hospital coverage [148]. For nurses,
overtime is optional; they may work directly for public hospitals or through private nursing agencies
(Chapter 5). Overtime for rehabilitation therapists varies by province and professional category. For
instance, some physiotherapists may be required to work on weekends, and whether they are
compensated for this depends on the hospital. Therefore, medical doctors, nurses and rehabilitation
therapists (who receive overtime pay) have opportunities for additional work in both sectors. This higher
prevalence of MJH or overtime among the three professional groups underscores the demand for their
services in both private and public sectors, as detailed in Chapter 5. Nonetheless, the MJH or overtime
prevalence of 92.9% among medical doctors, 59.4% among nurses and 54.5% raises concern,
particularly given reports of non-adherence to regulations [94, 115] and fatigue associated with MJH,
as highlighted by the health professionals in Chapter 5. Furthermore, the International Council of Nurses
have underscored the negative impact of excessive working hours on the health and well-being of

nurses, which in turn influences their ability to provide safe patient care [184].

According to Betts’s organisational theory on moonlighting [89], the decision to engage in MJH is
influenced by individual choice and shaped by the employing organisation, which may either facilitate
or restrict MJH through regulations on working hours and human resource management. Furthermore,
aligning with Russo’s framework [29], this study found that the forms and prevalence of MJH were
influenced by the local market structure for medical doctor services, reflecting the demand for health
professionals in both the private and public sectors and health system governance, which regulates and
implements MJH. Moreover, weak management of MJH, especially within hospitals, contributed to its
prevalence, illustrating how governance and market demand shape the practice of MJH. Weak oversight,
seen among both doctors and some rehabilitation therapists (Chapter 7), provides flexibility that
facilitates MJH. The issue is not merely the high prevalence of MJH but that it may occur outside the
provisions of the RWOPS policy, raising concerns about compliance and regulation. The study
illustrates how ineffective management and porous systems in the public sector, combined with high

private sector salaries, contribute to the high prevalence of MJH. It shows that greater autonomy and
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income disparities incentivise specialists and some rehabilitation therapists to engage in various forms

of MJH in the private sector.

9.2.2. Motivations and factors influencing MJH among health professionals
This study found that the three categories of health professionals engaged in MJH primarily for financial

reasons, though non-financial motivations were also significant (Chapters 4 & 5). These findings are
consistent with similar patterns observed among medical doctors [7, 41] and nurses [40, 185]. The
financial and non-financial motivations for MJH were similar across the three categories of health
professionals, with some distinct differences across the groups. Financial motivations included income
supplementation, financial stability, debt repayment, and aspirations for an improved lifestyle (Chapters
4 & 5). Nurses, in particular, engaged in MJH to supplement public sector salaries, gain financial
stability, and enhance their lifestyles. This finding is consistent with a 2025 cross-sectional study [185]
on MJH among 924 Belgian nurses, which found that economic hardship was a key motivator
influencing engagement in MJH. Specifically, 34.6% pursued additional work to boost their income,
while 15.8% cited financial need as their main reason [185]. Similarly, Russo’s scoping review [40] of
MJH among nurses reported that nurses engaged in MJH to increase their low salaries and take
advantage of the flexibility offered by part-time additional jobs. Furthermore, in this study, nurses
appreciated the private nursing agency's quick payment system (Chapter 5), aligning with Rispel ef al’s
survey [28] among South African nurses, which found that the agency’s weekly pay was an important

reason for many nurses engaging in MJH.

Medical doctors and rehabilitation therapists engaged in MJH to supplement what they perceived as
inadequate public sector salaries and to meet various financial expectations (Chapters 4 & 5). While no
comparable studies on rehabilitation therapists could be found, similar patterns have been observed
among medical doctors in other settings. According to Hoogland’s review [41] of MJH among medical
doctors in 157 countries, low public sector salaries were the most common reason for MJH, reported in
65% of LMICs and 30% of HICs. Moghri’s scoping review [7] of MJH among medical practitioners
and specialists in Iran supports this, highlighting that the lower wages in the public sector compared to
the private sector, were the main drivers of MJH among practitioners and specialists. Despite
methodological and contextual differences, all these studies, including my own, underline that the
primary financial motivation for medical doctors is to supplement perceived low wages and secure the
desired financial rewards. Furthermore, in my study medical doctors’ and rehabilitation therapists’
preference for increased overtime hours (Chapter 6) aligns with the microeconomic labour theory,
which suggests that individuals seek additional jobs when constraints on hours in their primary job limit
income potential [16-19]. Furthermore, Bayat’s 2019 cross-sectional study [99] among 666 Iranian GPs
identified expected income as a contributing factor. In my PhD findings, financial aspirations or

expected income were key motivators for MJH, making the higher-paying private sector more appealing
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(Chapter 5). This aligns with the notion that when health professionals perceive their income as
insufficient to meet financial goals, they pursue additional employment, to supplement their earnings
[186]. Lastly, MJH for entrepreneurial purposes (turning hobbies into profit-making ventures) as
reported in other settings [24] aligns with the heterogeneous job explanation [16] where individuals
take additional jobs to acquire business skills or gain new experiences. However, entrepreneurial or
profit-driven motivations for MJH could pose challenges, especially if they overshadow the primary
goal of providing patient care [187]. This risk may undermine the RWOPS policy’s aim to ensure that
MJH does not compromise patient care or health professionals’ performance. Although the primary goal
of medicine is patient care, health professionals should be encouraged to balance their personal well-
being and aspirations with their professional responsibilities, without reducing their practice to a solely

profit-driven endeavour [188].

Non-financial reasons for MJH, such as job variety, career growth, and job fulfilment (Chapters 4 & 5),
were also significant among the three categories of health professionals. These non-financial incentives,
such as career growth (Chapter 4), align with non-financial motivations in microeconomic labour
theory, where individuals pursue additional jobs to acquire new skills and qualifications [16-19].
Similarly, a systematic review[24] of MJH across different industries and a cross-sectional study [91]
examining MJH motivations across 20 different sectors found that career development/career growth,
psychological fulfilment and personal interests were important non-financial incentives for MJH. The
latter study [91] also demonstrated that people engage in MJH for multiple reasons, rather than being
solely driven by financial struggles or career interests. Collectively, these findings highlight that
individuals’ decisions to engage in MJH reflect a rational response to available opportunities, balancing

both financial and non-financial incentives.

Aligning with Bett’s organisational theory on moonlighting [89], this study found that MJH provided
health professionals with additional work-related benefits. Through MJH, the primary job was no longer
the sole provider of work-related benefits; instead, health professionals combined advantages from both
jobs. MJH served a supplementary role by providing additional income to augment public sector salaries
and a complementary role by offering resources for quality care, entrepreneurial opportunities, exposure
to different sectors, and job fulfilment. In this study, these non-financial incentives, played a significant
role in influencing health professionals’ engagement in MJH (Chapter 4), demonstrating how
supplementary income and career development opportunities enriched their overall work experience.
Previous research has similarly shown that MJH enhances learning outcomes through the
complementarity of tasks and skills across jobs [91, 189]. In this study, all three professional groups
valued career pathing opportunities in the private sector (Chapter 4), and my qualitative findings
(Chapter 5) revealed that MJH improved their clinical and business skills. Consequently, the

combination of supplementary (extra income) and complementary (business skills) benefits can be seen
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as positive consequences of MJH (see conceptual framework, Chapter 3), which may play a crucial role
in health professionals' decisions to remain in the public sector while pursuing private sector
opportunities. Additionally, factors such as the inadequate regulation of working hours, RWOPS policy
provisions, and the demand for nurses and specialists contributed to health professionals seeking both

financial and non-financial benefits, reinforcing Bett’s theory on moonlighting [89].

Moreover, Bett’s organisational theory further highlights that as much as dissatisfaction with primary
job working conditions can push individuals to take up additional jobs, exposure to MJH also changes
their perceptions and attitudes about the primary job [89]. This exposure may lead to increased
dissatisfaction with the public sector due to the better resources, high earnings and functioning of the
private sector. In this study, poor working conditions and perceived low public sector wages drove
health professionals to the private sector. For most health professionals, private sector earnings offered
them several benefits, such as a break from the mundane public sector work, financial earnings beyond
subsistence requirements (Chapter 5), and, for some, private sector earnings and skills led them to
consider leaving the public sector and focusing solely on their private sector jobs (Chapter 7). Similarly,
Ashmore and Gilson’s qualitative study [94] found that MJH influenced how medical specialists in
South Africa assessed their job options, with its financial and non-financial benefits improving job
satisfaction for some, while the increased workload due to MJH led others to leave the public sector for

full-time private practice.

My PhD findings also revealed that, despite key informants reporting that medical doctors, especially
specialists, received reasonable salaries (Chapter 5), certain demographic factors (such as gender)
(Chapter 4) and situational factors (such as being a breadwinner) (Chapter 5) drove medical doctors to
engage in MJH to meet financial demands and aspirations. Campion et al [24] reported similar findings
in their systematic review, highlighting how demographic factors including gender and family
composition, as well as situational factors such as financial responsibilities, influence MJH, varying by
occupation and context. Similarly, a Norwegian study [34] of 12,399 public-sector doctors found that
cohabitation, having young children, speciality, and gender, alongside economic pressures like
individual debt and income levels, contributed to MJH engagement. This was despite Norway’s
competitive public-sector salaries, reinforcing the idea that MJH is also often driven by individual
financial demands rather than just low pay. Similarly, although public-sector health professionals in SA
have been reported to receive competitive salaries compared to other LMICs [4], in this study, factors
such as gender, number of dependents, speciality, and marriage (Chapter 4), coupled with financial
pressures like debt, mortgage payments, school fees, and the responsibility of supporting nuclear and
extended families (Chapter 5), made MJH a necessity, particularly for those with a high number of

dependents (Chapter 5). Furthermore, some health professionals in my study reduced their public sector
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hours (Chapters 5 & 7) to pursue MJH opportunities, highlighting that financial pressures and personal

circumstances, rather than salary levels alone, may be key drivers of MJH.

9.2.3. Health professionals’ preferences for MJH regulatory options
Previous reviews have argued that rewarding MJH policies are better suited to HICs while /imiting

policies are recommended for LMICs due to regulatory constraints [12]. However, the DCE (Chapter
6) and survey (Chapter 8) findings show that health professionals in South Africa prefer a mix of both.
The survey indicates broad support across professional groups for approval requirements and restricting
MJH to after official working hours, with most doctors and rehabilitation therapists complying with
approval stipulations. Yet, the findings also underscore the potential workforce implications of MJH
regulation, as many professionals indicated they would leave the public sector if MJH were not
permitted. The DCE findings further reinforce this point, showing strong opposition to a complete MJH
ban, with professionals requiring substantial salary increases to accept such a measure. Notably, either
higher salaries or improved working conditions could enhance retention, even if MJH were prohibited.
Additionally, competent facility management and well-resourced clinical environments emerged as
crucial determinants of retention under an MJH ban. The preferences for MJH regulatory options were
largely similar for doctors and rehabilitation therapists, while nurses were notably less inclined towards
part-time positions and overtime, placing greater importance on salary increases and the clinical practice
environment compared to doctors and rehabilitation therapists. Despite the variation in preferences
among nurses, medical doctors, and rehabilitation therapists, increased salaries, improved working
conditions, and competent facility management were important across all three professional groups.
Overall, my findings highlight that prioritising supportive working conditions and competent

management is crucial for moderating MJH in the public sector.

Previous studies and this PhD study (Chapters 5 & 7) have shown that poor public sector working
environments, lack of equipment and other essential resources have pushed public health sector health
professionals to seek additional jobs in the private sector [41, 156]. Findings from Chapter 6 confirm
that all three professional groups prioritised supportive working environments and competent
management, suggesting that enhancing these areas could yield more effective MJH policy outcomes.
These findings align with existing literature, which identifies these factors as fundamental to successful
MJH regulatory interventions [39]. Health professionals prefer work environments that enable them to
carry out their duties effectively, free from unnecessary administrative burdens, and with adequate
staffing, resources, and infrastructure (Chapters 5 & 6). The importance of these elements for doctors
and nurses is well-documented. For instance, Koussa et al’s systematic review [156] of factors
influencing medical doctors’ choice of workplace highlighted infrastructure and staffing as key factors
in medical doctors' workplace choices and Rispel et al’s survey [28] among nurses found that a

stimulating work environment was a significant reason for nurses' engagement in MJH. Furthermore,
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research has shown that restricting MJH without improving public sector conditions can lead to higher

attrition of skilled healthcare workers [40, 190].

Given the identified issues of poor management of working hours and weak oversight reported in this
study (Chapters 5 & 7), as well as in other LMIC settings [29, 30, 41], the necessity for competent
management of health professionals and robust MJH regulatory measures is clear. The PhD findings
suggest that, based on health professionals' preferences, efforts to manage MJH policies effectively are
likely to fail without supportive working conditions and competent management, potentially
exacerbating absenteeism and compromising service delivery. The findings indicate that for MJH
policies to be successful, the public health system needs sufficient resources to ensure quality care
(Chapter 6). Addressing management weaknesses and improving workplace conditions appear
fundamental to both workforce retention and regulatory compliance [41]. However, fiscal constraints
in many LMICs pose a significant challenge to resource allocation. In such contexts, prioritising
competent leadership in management positions is critical, as strong leadership ensures effective
workforce management, strategic policy implementation and the optimisation of resources to meet

community health needs [1].

Moreover, the findings (Chapters 5 & 7) highlight how power dynamics between managers and senior
health professionals limited the enforcement of accountability measures, a challenge observed in other
LMICs [30, 50, 154]. This suggests an urgent need for stronger institutional backing from health
ministries to support hospital managers in enforcing regulations without fear of retaliation. Additionally,
the study reveals broad professional support for MJH regulation, particularly the restriction of MJH to
after official working hours (Chapter 8). Enforcing MJH restrictions after hours serves a dual purpose:
protecting patient care and balancing public and private sector responsibilities. Other studies have also
found that health professionals favour stricter MJH regulations to safeguard public sector service
delivery [51, 103]. Future research, specifically in LMICs could expand on these findings by replicating
the DCE study to assess professional preferences for different MJH regulatory models in varied

contexts.

Motivations for MJH are widely attributed to financial incentives largely driven by differences between
professional expectations and economic realities, specifically in LMICs [15]. Although the study found
that nurses did not prefer public-sector jobs with high overtime hours (Chapter 6), qualitative findings
indicate a preference for public-sector overtime through private nursing agencies due to frequent delays
in public-sector overtime payments (Chapter 5). International case studies provide valuable insights
into the role of financial incentives in shaping MJH patterns. Studies suggest that salary increases can
reduce MJH engagement among hospital doctors, though the effect varies by speciality and level of

care. Askildsen and Holmas’ econometric study [191] found that an 11% salary increase in Norway led
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to more medical doctors working in public hospitals and a decline in MJH, though it did not affect
specialists' decisions to take on additional jobs. Similarly, a qualitative study in Bangladesh [103] found
that while many doctors would limit or stop MJH if public sector salaries improved, financial incentives
had a stronger impact on primary care doctors than those in higher levels of care. Johannessen and
Hagen [34] further illustrated this trend in Norway, reporting a 30% decline in MJH following salary
increases and reduced working hours. These findings highlight that while salary adjustments may
reduce MJH, their impact depends on factors such as speciality, experience, and healthcare setting.
Furthermore, these studies support the notion that a doctor’s speciality and experience play a critical
role in determining MJH engagement [192], with medical specialists and those in higher levels of care
likely having more experience and specialised skills, which could reduce their inclination to reduce or
stop MJH. However, in Greece, salary increases for medical doctors had minimal effect on MJH [98].
Similarly, in South Africa, the occupation-specific dispensation policy raised public sector salaries for
different health professionals between 2007 and 2009 to improve retention, but its effect on retention
and MJH remains unclear due to a lack of evaluation [104, 105]. Moreover, as many governments
permit MJH to supplement incomes due to fiscal constraints [12, 15], salary increases are often not a

viable option, particularly given the inconclusive evidence of their impact on MJH.

In addition to health professionals' preferences, both our conceptual framework and the findings of this
study emphasise that ethical norms influence compliance with regulations. Discussing preferences for
regulatory options without considering the role of compliance may overlook key factors that affect the
successful implementation of MJH policies. The findings from this study suggest that health
professionals who align with professional ethics and perceive the policy as legitimate tend to adhere
more closely to MJH regulations (Chapter 7). This highlights that, alongside more traditional regulatory
measures, the integration of ethical considerations into regulatory frameworks may influence
compliance. Peer influence, statutory bodies, and civil society organisations can reinforce professional
norms and contribute to effective regulation [12, 42]. Evidence from HICs demonstrates that social and
cultural norms within the medical profession, coupled with peer pressure, can significantly improve
adherence to public sector commitments [ 193], with professional ethics and peer oversight acting as a
deterrent to undesirable practices [116]. Furthermore, this aligns with our conceptual framework
(Chapter 3) where individuals’ ethics and influence from peers shape their decision to comply with
regulations [116]. However, in LMICs, where low morale, weak monitoring systems, and ineffective
professional bodies limit the efficacy of peer regulation, a greater emphasis on competent management

and structured oversight is also necessary [116].

9.2.4. RWOPS implementation and compliance
In this study, key implementation issues with the RWOPS policy in Gauteng and Mpumalanga hospitals

included application inefficiencies, approval delays, and inconsistent procedures across provinces
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(Chapter 7). In Mpumalanga, approvals took months due to requiring provincial-level approvals, while
Gauteng’s faster process decentralised approval to the hospital level. Inefficiencies were worsened by
reliance on paper-based systems, creating bottlenecks. The lack of understanding of the application
process among health professionals and hospital managers in Mpumalanga led to confusion and
improper implementation. Weak monitoring mechanisms further hindered implementation and
compliance with the policy. These challenges reflect broader issues of policy execution, where
administrative inefficiencies and weak monitoring mechanisms hinder compliance. Researchers suggest
that successful implementation occurs when local leaders understand and address the specific
opportunities and challenges within their context [173, 194, 195]. Mpumalanga’s reliance on provincial
approvals raises questions about the trade-off between centralised control and efficiency, particularly
given Gauteng’s comparatively smoother process. The consideration of lower-level approvals in

Mpumalanga could improve efficiency [183].

The 2024 DPSA directive notes that all RWOPS applications will now be processed through the existing
eDisclosure system [67], signalling a shift towards online processing and potentially improving
efficiency by reducing delays associated with paper-based systems. However, its success will depend
on whether hospital managers, human resource personnel, and heads of departments receive adequate
training to support health professionals in navigating the system at the local level. This underscores the
broader challenge of policy implementation - not only must systems be designed for efficiency, but
those responsible for executing them must also be adequately prepared to do so [183]. Without proper

training, the transition to an online system may fail to resolve the underlying administrative delays.

Beyond application inefficiencies, weak monitoring mechanisms remain a significant barrier. Previous
research has noted that MJH restriction regulations impose additional costs, as managers must allocate
resources for monitoring compliance [12], an often-overlooked factor [179, 182]. In this study, only one
hospital had a functioning biometric clocking system (Chapter 7), underscoring the limitations of
current monitoring efforts. Furthermore, while both provinces have developed RWOPS terms of
reference in line with the 2024 DPSA directives [67], these terms of reference define the scope and
limitations of RWOPS within hospitals, outlining specific rules and conditions under which health
professionals may engage in MJH alongside their primary duties. The focus on procedural clarity must
be complemented by an assessment of whether hospitals have the necessary resources and infrastructure
to enforce compliance effectively [177, 179, 181]. Without adequate investment in monitoring, policy
enforcement risks being inconsistent, further eroding legitimacy. A related issue is the persisting lack
of clarity regarding what constitutes RWOPS (Chapter 7), despite the detailed 2020 DPSA guidelines
[165] outlining expectations for applicants and implementers. Burke et al's implementation framework
[183] suggests that ongoing communication is crucial to address this, as it helps clarify expectations,

facilitates feedback, and ensures that staff understand the stipulations of the policy, thereby fostering
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trust and transparency in its implementation [183]. This underscores the importance of feedback
mechanisms for both policy implementers and health professionals. Without such mechanisms to
address emerging challenges, compliance is likely to remain inconsistent. Ultimately, my findings
underscore that regulatory measures must extend beyond procedural enforcement. Effective
implementation requires alignment between resource availability and local management capacity.
Provincial health departments play a critical role in this process by ensuring that hospital managers are

equipped with the necessary tools and support to enforce the RWOPS policy effectively.

In this study, doctors and therapists supported mandatory RWOPS approval, though nurses did not. All
groups agreed that RWOPS should take place outside public sector hours. However, support for
restrictions varied. While many medical doctors and rehabilitation therapists obtained approval
(Chapter 8), not all agreed with the prescribed restrictions on working hours, nor did all adhere to the
RWOPS hour limitations (Chapter 7). Compliance challenges included policy loopholes allowing
locum work or businesses without approval and weak monitoring that failed to detect multiple
undeclared jobs. Informal arrangements between colleagues enabled professionals to bypass restrictions
on RWOPS hours, and some left public sector work early for private practice without consequences
(Chapter 7). Similarly, Ashmore and Gilson's qualitative study [94] of medical specialists in South
Africa found that despite several instances of RWOPS abuses that constituted fraud under the law, those
responsible faced no punishment. In my PhD gaps in oversight and accountability weakened the policy’s

ability to regulate MJH.

In my study, although health professionals felt obliged to prioritise public sector patients, many left
work early once their immediate duties were completed, thereby neglecting patients who might require
attention later and shifting their focus to private sector work (Chapter 7). Barr et al’s study on
professional behaviour [23] highlight the dilemma faced by public servants between prioritising
personal interests and fulfilling their obligations to serve the public. The study explores how this conflict
leads to corrupt behaviour, such as absenteeism. Furthermore, Barr ef al [23] argue that the absence of
robust enforcement mechanisms or clear consequences allows public servants to act in their own
interest, perceiving the minimal risk of detection, which ultimately fosters corrupt behaviour. This
aligns with Sutinen and Kuperan's socio-economic theory of regulatory compliance [116], which posits
that individuals assess the costs and benefits of compliance based on perceived risks and rewards. In
both perspectives, weak enforcement reduces the perceived costs of non-compliance, thereby
encouraging behaviour that serves personal interests rather than the public sector patients. This notion
is further supported by existing literature, which shows that a lenient work environment and lack of
oversight exacerbate the negative consequences of MJH [12, 154]. These include conflicts of interest,
unethical behaviour, diminished service quality, and the diversion of resources to the private sector [50].

In the context of this study, weak oversight and accountability within RWOPS resulted in health
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professionals leaving early, often leaving junior staff unsupervised and increasing the workload for
colleagues (Chapter 7). Additionally, regulatory governance research suggests that insufficient
oversight and accountability are contributing factors to corruption in public sector environments. This
underscores the necessity of strengthening regulatory mechanisms and improving monitoring to ensure

better service delivery and compliance within the health sector [20-23].

According to my findings (Chapters 5 & 7), power imbalances and inconsistent enforcement due to
weak management significantly hinder the effective regulation of health professionals under the
RWOPS policy. Inconsistent enforcement, particularly the failure to discipline senior professionals,
undermines compliance and weakens the policy's ability to regulate MJH. Power imbalances,
particularly involving senior specialists, exacerbate these challenges. Although managers have formal
authority, senior specialists often hold significant informal power due to their expertise, influence, and
the health system’s reliance on their skills. In my study, managers were often reluctant to enforce
regulations due to fears of resignations or disruption of services. This dynamic weakens managerial
authority, discourages junior staff from reporting non-compliance, and ultimately undermines the
legitimacy of the policy. In addition, practical barriers to monitoring such as the inability to track entry
and exit times due to specialists' resistance to signing time registers and the lack of sophisticated

monitoring systems further impede implementation.

Moreover, my research shows that these monitoring challenges and power imbalances stem from the
inherent conflict between enforcing rules and retaining senior staff (Chapters 5 & 7). This tension is
mirrored in LMICs, where public sector managers often feel pressured to accept MJH performed outside
the regulatory framework to retain skilled employees [196]. In South Africa, despite the crucial need
for strong strategic leadership, leadership competence gaps persist at all levels of the health system.
These gaps, including in strategic, technical, and managerial skills, are compounded by corruption,
weaknesses in ethical leadership and accountability contribute to poor care quality [197]. Ferrinho et
al’s review [50] of MJH indicated that in LMICs, the rigidity of public sector rules pushes many health
professionals away from the public health sector. Furthermore, Berman and Cuizon’s exploratory study
[8] on MH reported that the strict bureaucracy in the public sector where medical specialists have to
follow specific tasks and work at set hours limits autonomy and stifles innovation [8], a conflict well
explained by Mintzberg’s concept [178] of professional bureaucracy. In organisations like hospitals,
professionals' authority comes from their expertise, not hierarchical control. In such settings,
professionals have considerable autonomy in their work, as their specialised knowledge allows them to
make decisions without direct supervision. Mintzberg suggests that professionals are rather governed
by ethics and peer oversight [ 178]. However, this autonomy can clash with the goals of the organisation,
which might require more standardised control or coordination across different parts of the organisation.

Blaise and Kegels’ comparative analysis [198] of health systems using Mintzberg’s organisational
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models argue differently that in resource-limited settings with varying institutional capacities, direct
supervision remains necessary for habitual rule-breakers. However, it should be balanced with strategies
that foster individual responsibility and peer accountability. In South Africa, reinforcing hospital
monitoring systems and leveraging the roles of professional associations and trade unions promoting
professional ethics and norms become crucial. Strengthening managerial capacity through formal or
informal training, mentorship, and the exchange of best practices may address some of these

management difficulties.

My qualitative findings (Chapter 7) showed that, despite frustrations with RWOPS' requirements,
ethical health professionals complied. Quantitative findings (Chapter 8) indicated widespread support
for the policy, including stipulations like not working during official hours and obtaining approval.
Furthermore, the DCE findings (Chapter 6) showed that health professionals valued competent
management that enforce the policy. These findings suggest recognition of the policy’s legitimacy.
However, this could erode if violations continue. Sutinen and Kuperan [116] argue that enforcement
authorities should focus on penalising those individuals who blatantly disregard regulations while
allowing minor breaches from those who generally adhere to the regulations [116]. Failing to discipline
non-compliant professionals, especially senior health professionals who neglect public sector duties for
private gains, reduces support for the policy and undermines its legitimacy. By holding non-compliant
professionals accountable, the government can reinforce the importance of ethics and compliance,
ensuring that ethical professionals continue supporting the policy and discouraging rule violations. This,

in turn, would strengthen policy buy-in and the legitimacy of the RWOPS policy.

9.3. PhD study recommendations

Table 15 presents the recommendations of this PhD study, based on the findings of my research and
suggestions from the qualitative interviews and survey. The respective responsibilities of various health

policy stakeholders are also marked with an 'X.'
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Table 15: PhD Study Recommendations

Recommendations

1.

2.

6.

A national dialogue with relevant stakeholders on
MJH and the RWOPS policy

RWOPS Policy Review

a.

€.

Dissemination of DPSA directives and guidelines
to healthcare professionals and health facility
managers to ensure clarity and confirm
understanding of roles and responsibilities for
implementation and compliance.

Communication and awareness raising campaign
to encourage voluntary compliance

Guidelines on progressive discipline for policy
transgression

Compliance reporting, monitoring and evaluation
RWOPS policy enforcement

Meritocratic appointment and capacity building of
health service managers

Positive practice environments to reduce high
prevalence of MJH

Compliance with professional codes of ethics and
Employment code of conduct; ensuring awareness of
rights and responsibilities

Review of compensation and incentive structures

Legend: DoH =Department of Health; DPSA- Department of Public Service and Administration; HPCSA: Health Professions Council of South Africa; SANC=South African Nursing Council;
MD=medical doctor; PN=professional nurse; RT=rehabilitation therapist:

National
government (DoH/
DPSA)

X

X

X

Provincial
government/
hospitals

Regulators
(HPCSA, SANC)

Professional
associations/ health
sector unions

Individual health
professionals
(MD, PN, RT)
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9.3.1. National dialogue on RWOPS
The National Department of Health (NDoH) and the Department of Public Service and Administration

(DPSA) are responsible for the stewardship of the health system and the public service respectively
[199]. The WHO underscores the role of government in involving all sectors of society in its

stewardship role [199].

This PhD study highlighted the ambiguity expressed by various stakeholders about RWOPS policy
which enables MJH. However, the legislative provision on RWOPS should be embraced as an
incremental policy change, aimed at gradually improving healthcare sector practices. Hence, the first
recommendation of my PhD is that the NDoH and DPSA should jointly initiate, lead and convene a
national dialogue with relevant stakeholders on multiple job holding and the RWOPS policy. Such a
process should involve all relevant stakeholders, including provincial health departments, the private
sector, the regulators of health professionals, representatives of health professionals (statutory bodies,
associations, trade unions, special interest groups), different levels of health service managers, including
those in charge of clinical departments or wards, and individual medical doctors, professional nurses,
and rehabilitation therapists. The latter group should include a selection of those who engage and do

not engage in MJH.

The national dialogue/event should focus exclusively on MJH and RWOPS and discuss how to mediate
the ethical and professional obligations of health professionals to public sector patients, and their
autonomy and desire for additional income. The national dialogue should provide an opportunity for
the sharing of empirical research, the experience and perspectives of different stakeholders, best
practice examples of MJH management and RWOPS compliance, and map a clear way forward that

meets the interests of patients, health professionals and the South African health system.

9.3.2. RWOPS policy review
The national dialogue should be the beginning of the review of existing RWOPS policy directives [65,

67] and guidelines [114]. The NDoH and DPSA should ensure that the directives and guidelines are
disseminated to all healthcare professionals and health facility managers. This should be accompanied
by relevant orientation, training, and feedback sessions for inputs on the clarity of the guidelines,
whether those responsible for implementation and compliance are clear on their roles and
responsibilities, as well as inputs on possible revisions of the current guidelines. Existing management
meetings and in-service or continuing professional development events for health professionals could
be used to raise awareness and provide training. Hospital HR departments should also take an active
role in delivering in-service training on conditions of employment, ensuring that these sessions are

included in onboarding programmes to reinforce policy awareness from the outset. Additionally, regular
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refresher training should be implemented to maintain sustainability, as once-off programmes may have

a limited impact when staff leave, or new employees join.

Government should also invest in a dedicated communication and awareness raising campaign to
encourage voluntary compliance with the RWOPS policy. For example, there could be a banner on
employee electronic payslips that highlights the existence of the updated guidelines, where to find the
guidelines (electronically), what constitutes RWOPS, prohibited activities and the importance of

compliance.

Provincial health departments and hospitals should streamline application and approval processes to be
more efficient, with feedback mechanisms for health professionals [67]. There are already systems in
place for rapid feedback via mobile phones (e.g., vaccination status during the COVID-19 pandemic).
These could be explored to indicate whether an RWOPS application has been approved by the relevant
authority.

Although unauthorised MJH and non-compliance with RWOPS guidelines could constitute misconduct,
the current labour relations directives are vague. Hence, there should be explicit guidelines on
progressive discipline for policy transgression. The provincial health departments and hospital
managers are responsible for compliance reporting, and monitoring. DPSA should make it compulsory
for all government entities to report on RWOPS as part of their annual reports, as there is already a

detailed template for HR reporting.

These activities should precede more active RWOPS policy enforcement, including disciplinary action

and sanction for repeat transgressors.

9.3.3. Meritocratic appointment and capacity building of health service managers
The PhD study found that weak or absent management exacerbated MJH, while the DCE underscored

the importance of good management in health professional decisions. In 2024, the Academy of Science
of South Africa recommended merit-based appointments and professionalising the civil service [200].
The recommendations include “supporting managers at every level so that they have the resources,
understanding and ability to build teams and attend to the relationships that make complex systems
work, focusing on both the people within the health system (providers) as well those whom the health
system serves” [200]: page 96.

Provincial health departments should build the capacity of existing managers, whether through formal
or informal training programmes, mentorship, and sharing both best practices, as well as difficult

management problems. Mentorship should incorporate leadership rotations within hospital
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departments, allowing emerging leaders to gain hands-on experience in running departments and
participating in managerial meetings. To ensure consistency and long-term sustainability, the national
government should provide overarching guidance and support, integrating leadership development into
broader health system strengthening initiatives while allowing provinces and hospitals to tailor

implementation to local needs.

The task of hospital managers is to manage these facilities and all their resources. As there is a
Performance Management and Development System (PMDS) in place, this system should be used to
measure individual performance and outputs, reward those who exceed performance expectations based

on agreed-upon KPI scores and penalise those who blatantly neglect their public sector duties.

9.3.4. Positive practice environments
There is substantial evidence that positive practice environments attract and retain staff, and improve

patients’ satisfaction, safety and health outcomes [201]. The DCE conducted as part of this PhD
highlighted the trade-offs that health professionals were willing to make for positive practice
environments (PPEs), which allow for the provision of safe and quality patient care. Key elements of a
positive practice environment are a safe work environment, availability of resources (e.g. equipment,
medicines) to deliver quality care, professional recognition and empowerment, supportive management
practices, and education and information that ensure that health professionals have the opportunities to

learn, develop, progress and save lives [201].

Although the 2030 HRH Strategy [4] and the Occupational Health and Safety Act [202] include these
provisions for a PPE, their implementation requires substantial investment in management capacity and
resources—both of which are often limited in the public health sector. Therefore, prioritising leaders
with the capacity to manage resources efficiently is essential for advancing these improvements, which

are likely to have a positive effect on the prevalence of MJH.

9.3.5. Compliance with professional codes of ethics and employment code of conduct
Health professionals have the responsibility to comply with their professional Codes of Ethics and the

Code of Conduct of the Public Service. However, provincial health departments, hospitals, and
managers, in collaboration with statutory bodies, professional associations, and trade unions, should
provide in-service training on professional codes of conduct and ethical practices. The HPCSA and
SANC already have a set of guidelines on ethics and professional conduct. Therefore, there should be
compulsory online continuing professional development (CPD) sessions on ethics and professional
conduct that health professionals should attend under their respective jurisdictions. This will foster a
culture that values ethical practice and, over time, strengthen professional self-regulation. Such training

will also promote accountability and reinforce adherence to the RWOPS policy [116].
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Professional associations and trade unions should also embark on a campaign to educate their members
on the implications of unauthorised MJH, the importance of adhering to regulations and employment
codes of conduct. This would obviate the need to represent their members in disciplinary cases. Similar
to the experience in other countries, these structures could develop infographics and/or posters that
explain the existing RWOPS policy, the rights and responsibilities of health professionals, the

implications of unauthorised RWOPS, and the importance of compliance with directives

9.3.6. Review of compensation and incentive structures
This has been a strategic goal of the Department of Health but has not materialised [4, 105]. This is a

long-term goal which would need to review the RWOPS policy in tandem with the occupation-specific

dispensation, commuted overtime, and the possibility of options on part-time versus full-time posts.

9.4. Scholarly contribution of the PhD study

The scholarly contribution of my PhD is in the generation of new knowledge, its methodological

innovation, and its policy relevance.

9.4.1. Generation of new knowledge
This PhD study has generated five scientific papers on the experiences, extent, contributory factors, and

regulation of MJH among public sector medical doctors, professional nurses, and rehabilitation

therapists in Gauteng and Mpumalanga provinces. The focus of each article is highlighted below.

Article 1 on the prevalence, forms and influencing factors generated new knowledge on the extent,
forms, and contributing factors of MJH among medical doctors, professional nurses and rehabilitation
therapists in urban (Gauteng) and rural (Mpumalanga) provincial hospitals. The inclusion of

rehabilitation therapists was unique, as they have been neglected in the discourse on MJH.

Article 2 focuses on the in-depth interviews on the experiences of three categories of health
professionals who engage in MJH, provides rich narratives on the varied individual, institutional, and
context-specific motivations and reasons for engaging in MJH. Few qualitative studies have explored
the MJH experiences of public-sector medical doctors, professional nurses, and rehabilitation therapists

simultaneously.
Article 3 focuses on the stated preferences of the three professional groups regarding various MJH

regulatory options in the public health sector, making it one of the first MJH experiments in an African

setting.
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Article 4 on stakeholder perspectives of the RWOPS policy and its compliance in public sector hospitals
in the two South African provinces generated new knowledge on the ambiguity that exists about the
RWOPS policy as an MJH regulatory tool and the intersections with MJH management, ethics and the

autonomy and behaviour of health professionals.

Article 5 on the perspectives of doctors, nurses and rehabilitation therapists in Gauteng and
Mpumalanga public hospitals on Remunerative Work outside of the Public Service provides empirical
evidence on self-reported compliance, as well as their opinions on RWOPS approval requirements and

restrictions, and the likelihood they would leave the public sector if RWOPS was denied.

9.4.2. Methodological innovation
This PhD sought to analyse MJH and its regulation among public sector medical doctors, professional

nurses, and rehabilitation therapists in Gauteng and Mpumalanga provinces. The methodological
innovation and contribution of this PhD derive from its comparative nature, the use of various theories
and the mixed methods approach that combined in-depth interviews with key informants and health
professionals, a large survey among medical doctors, professional nurses and rehabilitation therapists,
and conducting a discrete choice experiment. This enabled me to examine MJH from different
perspectives and to triangulate the methods and the results. The specific methodological contribution is

outlined below.

Comparative analysis

An innovative aspect of this study is its comparative analysis of MJH among three major health
professional groups, namely medical doctors, professional nurses, and rehabilitation therapists, within
the public sector. This is an approach rarely taken in health workforce research, where the focus is
typically on one health professional category. Each of the study components has enabled the comparison

across the three groups.

Novel application of various theories

This study makes a novel contribution by integrating multiple theoretical frameworks to examine MJH
and its regulation in the South African public health sector. The study draws on an overall health labour
market approach, Russo and colleagues' framework on MJH (albeit among medical doctors), Betts'
organisational theory on moonlighting, and microeconomic labour theory on moonlighting to explore
the health labour market, individual, organisational and social factors influencing the MJH phenomenon

among the three professional groups.
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This is one of the first studies that have used Sutinen and Kuperan’s [116] socio-economic theory of
regulatory compliance to explore the implementation and adherence to the RWOPS policy. This is an

innovation.

The combination of these theoretical frameworks enabled me to provide a comprehensive perspective
on MJH and regulatory compliance in South Africa. This theoretical integration advances the global
and national discourse on MJH by offering new insights into MJH practice and regulation among the

three professional groups.

Mixed methods approach

Although mixed methods are common, this PhD study used a novel approach by combining in-depth
interviews with key informants and health professionals, survey methodology, and the DCE, thereby
contributing to the broader literature on MJH and its regulation. DCEs have been applied to MJH studies
in high-income countries, but their use in LMICs, specifically in an African context to examine MJH,
remains limited. This study is among the first to apply a DCE to investigate MJH policy interventions

and to compare stated preferences across three distinct professional groups.

9.4.3. Policy relevance
There is global recognition of the importance of improving the performance of the health workforce.

This study provides empirical evidence of the high prevalence of MJH among medical specialists and
rehabilitation therapists. A complex combination of financial and non-financial factors drive MJH,
which is exacerbated by weak supervision, resource constraints and poor regulatory oversight. Self-
reported compliance with RWOPS policy varied among the three professions. Encouragingly, the health
professionals supported MJH restrictions, and their preferences suggest trade-offs with positive practice

environments and supportive and competent management.

The policy relevance of this PhD research study lies in the evidence it provides on the extent and nature
of MJH in the public sector of two provinces, with which to guide the review and revision of the

RWOPS policy, and measures to enhance policy implementation and compliance.

9.5. Recommendation for future research

There are several areas for future research, which are briefly outlined below:
o Future research should explore the impact of policies such as RWOPS (or similar regulations)
on health professional retention and whether these policies effectively retain health

professionals in the public sector. While randomised controlled trials (RCTs) are often
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considered the gold standard, they may not always be feasible. Quasi-experimental designs
would be an alternative approach to assess the effects of such policies.

The PhD findings suggest that the high MJH prevalence has potential negative consequences
for the health system , health workforce and patients. Further research is needed to determine
the consequences of MJH. Qualitative studies and surveys could offer insights into the
consequences of MJH, while longitudinal studies could help determine its long-term impacts.
Estimate the cost of MJH to public hospitals when medical doctors, professional nurses, and
rehabilitation therapists engage in unauthorised MJH. One important component would be to
calculate the hours lost to public hospitals when health professionals participate in MJH during
official working hours.

Further research on MJH and RWOPS compliance could include all provinces in the country,
to enhance generalisability and comparison of the reasons for these differences. Additionally,
this study can be conducted in other countries to explore the different factors contributing to
compliance with MJH regulation.

This study measured self-reported compliance with RWOPS provisions, but future research
should assess actual compliance to verify the accuracy of self-reported data or to compare the
two. This could involve reviewing RWOPS reports, time registers, biometric clocking systems
where applicable, and conducting random departmental visits.

The DCE highlighted the preferences of health professionals, and the trade-offs they were
willing to make for positive practice environments. Further research should examine the impact
of positive practice environments and competent management on the MJH prevalence. This
could be approached through intervention studies, where specific changes are introduced to
improve practice environments, or through observational studies that track existing variations.
The relationship between MJH and overtime among the different health professional categories
should be examined. This research would be valuable in understanding how overtime and

additional work hours contribute to MJH in various healthcare contexts.

9.6. Conclusion

This study examined multiple job holding and its regulation among three categories of public sector

health professionals in two South African provinces. The study generated new knowledge on the extent,

forms, and drivers of MJH among public sector health professionals, the RWOPS policy as an MJH

regulatory mechanism, and the preferences of health professionals for different MJH regulations.

Health professionals’ decisions to engage in MJH are shaped by context-specific factors, including the

health labour market, organisational dynamics, individual circumstances, and social factors. Key
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lessons from the study include the need for policy revisions that integrate health professionals’
preferences for MJH regulation, input from various stakeholders responsible for implementing the
policy and addressing reported challenges to improve regulatory compliance, and interventions aimed

at optimising the benefits of MJH while minimising the potential negative consequences.

In concert with global priorities, improving the performance of the health workforce in South Africa is
essential to optimise their contribution to ongoing universal health coverage reforms. Achieving the
global goal of UHC and South Africa’s 2030 HRH strategy requires effective MJH regulation that
protects the health system, health workforce, and patient service delivery from the potential negative

consequences of MJH.
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To: Ms. Busisiwe Matiwane
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Tel: 011 488 3365
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PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND MPUMALANGA:

AMENDED SAMPLING STRATEGY

Permission is granted for you to conduct the above-mentioned study as described in your request

provided:

1. Charlotte Maxeke Johannesburg Academic Hospital will not in any way incur or inherit costs as a result of

the said study.

2. Your study shall not disrupt services at the study sites.
3. Strict confidentiality shall always be observed.
4.

Informed consent shall be solicited from patients participating in your study.

Please liaise with the HOD and Unit Manager or Sister in charge to agree on the dates and time that

would suit all parties.

Kindly forward this office with the results of your study on completion of the research.

Supported/Not Supported

Signed by:Jayshina Punwasl
Signed at:2021-08-02 17:13,01 +02:00
Reason:Witnessing Jayshina Punwasi

Dr J. Punwasi
Clinical Director

roved/Not

Appagnedwahm gudi Bogoshi
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177




' GAUTENG PROVINCE Dr. George Mukhari Academic Hospital

A . HEALTH
mwen = REPUBLIC OF SOUTH AFRICA

Enquiries : Dr. C Holm
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To Ms B Matiwane
Faculty of Health Science
University of Witwatersrand
Date :11 May 2021
PERMISSION TO CONDUCT RESEARCH:GP_202104_019
The Dr. George Mukhari Academic Hospital hereby grants you permission to conduct
research on “Multiple job holding among public sector medical doctors, professional nurses

and rehabilitation therapists in Gauteng and Mpumalanga ” at Dr George Mukhari Academic
Hospital.

This permission is granted subject to the following conditions:

E_ That you obtain Ethical Clearance from the Human Research Ethics Committee of the
relevant University

EI That the Hospital incurs no cost in the course of your research

B- That access to the staff and patients at the Dr George Mukhari Hospital will not interrupt
the daily provision of services.

B' That prior to conducting the research you will ligise with the supervisors of the relevant
sections to introduce yourself (with this letter) and to make arrangements with them in
a manner that is convenient to the sections.

'E/Formal written feedback on research outcomes must be given to the Director: Clinical
Services

E/F‘ermission for publication of research must be obtained from the Chief Executive Officer

Yours sincerely

DR. C. HOLM
DIRECTOR CLINICAL SERVICES
DATE: l !73"7’1"?
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Research Committee of
Johannesburg Health District

Enquiries: Ms. Busisiwe Sikhosana
20 May 2021 Tel: 011 684 3909

Email Busisiwe Slkhosana@geutens.fov za

. Hillbrow CHC: Administration Building,

5 Bayside Road ) Cor Sith Str. & Klein Street
Private Bag X21, Johanneshurg,

Erasmus Park Sauth Afrlca, 2017

Pretoria
0187
Email: busisiwe.matiwane@wits.ac.za

Dear: Ms Busisiwe Matiwane

TITLE: Multiple Job holding among public sector medical doctors, professionol nurses and
rehabilitation therapists in Gauteng and Mpumalanga

DRC Ref: 2021-04-005

NHRD Ref no: GP_202104 019

OFFICIAL APPROVAL

The Johannesburg Health District Research Committee (DRC) has reviewed your application,
This letter serves as approval to access the Districts Health facilities {mentioned below) for
the above research.

The following conditions must be observed:

* The facilities in which the research will be conducted are: EDENVALE HOSPITAL, SOUTH
RAND HOSPITAL, BHEKIZIZWE MLANGAENI HOSPITAL

» These facilities will be visited from: 20/05/2021 to 20/05/2022

¢ Participants’ rights and confidentiality will be maintained all the time.

» No resources (Financial, material and human resources) from the above facilities will be
used for the study. Neither the District nor the facility will incur any additional cost for
this study.

¢ The study wlll comply with Publicly Financed Research and Development Act, 2008 (Act
51 of 2008) and its related Regulations.

» You will submit & copy (electronic and hard copy) of your final report. tn addition, you
witl submit an annual progress report to the District Research Committee.

179



s Your supervisor and University of The Witwatersrand will ensure that these reports are
being submitted timeously to the District Research Commitiee.

» The District must be acknowledged in all the reports/publications generated from the
research and a copy of these reports/publications must be submitted to the District
Research Committee. '

+ You will liaise with the manager/s before initiating the study.

Contact | Sub District | Sub District Manager/ Contact No. Cell phone
Area Manager
ABCEF Ms Lombusa Matlala 011 4401259 082 307 0267
D Ms Maria Mazlbuko 011674 1200 082 7819919
G Mr Peter Mathole 011213 9603 077 483 6839
Col A Ms Nelly Shongwe 011 237 8010 082 467 9276
ColB Ms Zanozuko Mbane 011 718 9656 082 551 5804
CalC Mr Tebogo Motsepe 011 761 0200 084 655 5420
ColD Ms Busi Phiri 011 986 0164 082 467 9316
Col £ Mr Vusi Mazibuko 011582 1504 082 464 9547
Col F Mr M Monyamane 011 681 8130 082 467 9423
Col 3 Ms Qlga Kruger 011211 8936 083 286 0388
X Edenvale Mr 2 G Zitha 0113216228 082 7493123
X Southrand Dr N Maleka 011 681 2002 071 872 6643
X Bheki Mz M NMakhetha 011 241 5792 {79 8585 1668
Mlangeni

We reserve our right to withdraw our approval, if you breach any of the conditions mentioned
ahove. Please feel free to contact us, if you have any further gueries.

On behalf of the District Research Committee, we would like to thank you for choosing our
District to conduct such an important study.

I*QIS Moosa

CRairperson: District Research Committee
Johannesburg Health District

Date: 21 May 2021

B

rs .L Morewane Dr Baski Desal
Ch f Director Executlve Director {Acting)

anneshurg ealth |str|ct City of lohanneshurg
ate pate: 2505 Lo o
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Research Committee of Johannesburg Health District
Enquiries: Prof 5. Moosa | 0824466825 (WhatsApp} | shabir@profmoosa.com

DATE: 24" March 2022
ATT: Ms Busisiwe Matiwane

EMAIL: busisiwe matiwane@wits. ac.za
Dear Sir/Madam

STUDY TITLE: Multiple job holding among public sector medical doctors, professional nurses
and rehabilitation therapists in Gauteng and Mpumalanga

NHRD REF. NO.: GP_202104_018

OFFICIAL APPROVAL EXTENSION

The District Research Committee has reviewed your application. This letter serves as an
extension of the approval for this study.

The following conditions must be observed:

The facilities in which the research will be conducted are listed below

These facilities will be visited from: 2022/03/24 to 2026/07/20

Participants’ rights and confidentiality will be maintained all the time.

Meither the District nor the facility will incur any additional cost for this study.

No resources {Financial, material and human resources) from the above facilities will be
used for the study.

The study will comply with Publicly Financed Research and Development Act, 2008 {Act
51 of 2008) and its related Regulations.

You will submit a copy {electronic and hard copy) of your final report. In addition, you
will submit an annual progress report to the District Research Committee.

If this is academic research then yoursupervisor and the University will ensure that these
reports are being submitted timeously to the District Research Committee.

® The District must be acknowledged in all the reports/publications generated from the

research and a copy of these reports/publications must be submitted to the District
Research Committee.
s You will liaise with the manager/s listed below as relevant before initiating the study.
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We reserve our right to withdraw cur approval, if you breach any of the conditions menticned

ahove. Please feel free to contact us, if you have any further queries.

On behalf of the District Research Committee, we would like to thank you for choosing our

District to conduct such animportant study .

Reg Fds,

A0S

Praf 5. Moosa

Chairperson: District Research Committee

Johannesburg Health District

As delegated by Mrs M.L. Morewane, Chlef Drector, Johannesburg Health District, and Mr.

Frans Moseane, Acting ED Health, City of lohannesburg
Date: 24 iarch 2022

List of Facllitles Approved

e Edenvale Hospital
e South Rand Hospital
e Bhekizizwe Mlangeni Hospital

Lst of Managers

Sub Sub District Contact Cell Email

Dlstrict/ Manager/ Nao. phone

Hospiital | Area
Manager

ABCEF MWs Lembuse | 011440 | 022307 | LembuseMatlala @pauteng pov.za
Matlala 1259 0zZg7

) M5 MWaria 011674 | 082 781 | Maria.Mazibuks@pauteng pov.za
Mazibuko 1200 9319

G lr Peter 011213 | 072 483 | Peter.Mathole @pautenp.pov.za
Mathole 9603 6539

Col A s Melly 011237 | 082 467 | nellys@{churg crp.za
Shonpwe 8010 9276

Col B Ms Zanczuke | 011718 | 082 551 | zanczukcemi@ichurg orp za
Mhbane 9656 5504

Col C Mr Tehope 011761 | 084 655 | TebhopcMot@|churg. cre za
Motsepe 0zoo 5420

Col D M5 Busi Phiri | 011986 | 082 467 | busipi@jchurp.orp.za

0164 9386

ColE IWr Vusi 011587 | 0827 464 | MusiM@churp orp za

Mazibuko 1504 9547
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Col F Mr M 011681 | 082467 | mathibem@joburg.org.za
Monyamane | 8130 9423
Col G Ms Olga 011211 | 083 286 | ulgak®@joburg.org.za
Kruger 8936 (388
Southrand | DrN. Maleka | 011681 | 071872 | Nobantu.Maleka@gauteng gov.za
Hospital 2002 6649
Bheki Mrs MC 011241 | 082 768 | MakabediMakhetha@gauteng.gov.za
Mlangeni | Makhetha 5752 1069
Hospital
Edenvale | Dr.2GZitha |011321 | 082749 | Zakhelegoodman.Zitha@gauteng.gov.za
Hospital 6157 3123
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Dear Busisiwe Matiwane

GAUTENG PROVINCE

HEALTH

REFPUIBLIC OF SOUTH AFRICA

Gauteng Department of Health

Helen Joseph Hospital
Enquiries: Dr. R. Ncha
Chief Executive Officer
Tel :{ 011) 489-0306/1087
Fax :( 011) 726-5425

E mail: Relebohile Ncha@gauténg gov.za

Date: 2 August 2021

STUDY: Multiple job holding among public sector Medical doctors, Professianals Nurses and
Rehabilitation therapist in Gauteng and Mpumalanga

RESEARCHERS: Busisiwe Matiwane

GP_202104_015

The above the study was discussed at the Research Committee meeting. We recommend
that permission be granted for Helen loseph Hospital to be used as a site for the above

research,

The researcher is expected to the following:

= Upon completion of the study, copy thereof should be submitted to Helen Joseph

Hospital.

» Itis the researcher’s duty to collect the data from the relevant department after the

Research Committee approved the study.

Thank you

D[/Mﬁl\a‘lukansi

Helen Joseph Hospital
Research Chairpersan
DATE:

.

pnoved

Dr@. W‘chg
H eph Hospital

CHIEF EXECUTIVE GFFICER

OATE: (&> | §

=
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GAUTENG PROVINCE

HEALTH

REPUBLIC OF SOUTH AFRICA

KALAFONG HOSPITAL
PRIVATE BAG X396

PRETORIA
0001
ENQUIRIES : MS PM MONYEPAO
TEL : 012 318 6995
EMAIL : Patricia.Monyepa i
REF : KPTH 21/2021

TO: MS BP MATIWANE

RE: CONDITIONAL PERMISSION TO CONDUCT RESEARCH

TITLE: M B HOLDING AMO ECTOR MEDICAL
DOCTORS, PRO RSES AND REH ION THERAPIST
IN UTENG AND M

Conditional permission is hereby granted for the research to be conducted at Kalafong Provincial
Tertiary Hospital. Please note that full approval will be granted on receipt of Ethics approval.

This is done in accordance to the “Promotion of Access to Information Act. No 2 of 2000”.

Please note that in addition to receiving approval from the hospital research committee, you are still
required to seek permission from the relevant departments. You are obliged to inform this committee
in writing of any amendments made to this protocol. Importantly, you require full approval (not
conditional approval) before data collection can commence.

Furthermore, collecting of data and consent for participation remains the responsibility of the
researcher.

You are also required to submit your final report or summary of your findings and
recommendations to the office of the Chief Executive Officer.

Kind regard/

il

DR K.M HFWE \
MEDICAL MANAGER IM’V

DATE: '?/rb

Ethics approval submitted: No|
Approved. //

DR K.M HTWE
MEDICAL MANAGER A
DATE: TC?] )m?/\

A4
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2\ GAUTENG PROVINCE
\_ HEALTH

i+ REPUBLIC OF SOUTH AFRICA

OIFFICE OF THE CEO
M Z 1K O Ndlabuwda

Tambo Memorial Hospital

¢ :(011) 898-8317

: (011) 892-0358

B4 : Zenzo.Ndahula2@gauteng.qov.za

MEMO

To : Ms Busisiwe Matiwane

From : Mr Z Ndabula
Chief Executive Officer

Date ¥ 15 June 2021

Subject : Request to Carry Out Research at Tambo Memorial
Hospital: GP_202104_019

This serves to grant permission Ms Busisiwe Matiwane to carry out a research study: Multiple job
holding among public sector medical doctors, professional nurses and rehabilitation therapists in
Gauteng and Mpumalanga at Tambo Memorial Hospital. This permission is granted in light of
improving the skill capacity of the Gauteng Department of Health.

The permission is granted in line with the code of ethics or research.

The information of the Gauteng Health Department will be used for the purpose of research and it
will be utilized discreetly and confidentiality will be maintained at all times.

The permission is granted in good faith with the notion and understanding that the abovementioned
clause is upheld.

Furthermore, there should be no financial implication to the hospital.

The collection of data will be the responsibility of the researcher.

Y url singerely,
»@@@t&%

Mr ZKO Ndabula
Chief Executive Officer

Tambo Memorial Hospital
Private Bag X2, Boksburg 1460
Tel No: 011 898-8000
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R GAUTENG PROVINCE

- A EPUBL

y !

MEDICAL ADVISORY COMMITTEE

CHRIS HANI BARAGWANATH ACADEMIC HOSPITAL

PERMISSION TO CONDUCT RESEARCH
Date: 30 June 2021

TITLE OF PROJECT:

Muttiple job holding among public sector medical doctors, professional nurses and rehabilitation

therapist in Gauteng and Mpumalanga

UNIVERSITY: Witwatersrand

Principal Investigator: Dr B Matiwane

Department: Public Health

Supervisor/s : Prof Rispel

Permission Head Department (where research conducted): N/A
NHRD No 202104-019

The Medical Advisory Committee recommends that the said research be conducted at Chris Hani
Baragwanath Academic Hospital. The CEQ / management of Chris Hani Baragwanath Academic

Hospital is accordingly informed and the study is subject to:-

¢ Permission having been granted by the Committee for Research on Human Subjects of the
University of the Witwatersrand.

® The Hospital will not incur extra costs as a result of the research being conducted on its
patients within the hospital

® The MAC will be informed of any serious adverse events as soon as they occur

¢ Permission is granted for the duration of the Ethics Committee Appraval.

Hospital ManagemengDate:

{On behalf of the MAC)

2021/06/30 Date: f)/ 0202/
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8%%2 GAUTENG PROVINCE

- REPUBLIC OF SOUTH AFRICA

L

PHOLOSONG HOSPITAL

Enguiries: Dr HFMN Mlahleki

Medical M anager

Tel 01l 812 5157/5173

e-mail: Hlomile.Mlzhleki@gauteng.gov. a

TO 3 W5 BUSISIWE MATIWANE

FROM 3 DR HPMN MLAHLEKI - MEDICAL MANAGER

SUBJECT 5 RESEARCH FROTODCOL

DATE 5 211Uy 2021

RE: Multiple job helding ameng public sector medical dectors, professional nurses and

rehabilitation therapists in Gauteng and Mpumalanga

RESEARCH PROPOSAL DETAILS: GP_202104_019
RESEARCHER: V15 Busisiwe Matiwane

This serves to inform that permission has been granted for you to conduct study at Pholosong
Hospital in 2 research study that aims to investigate the experiences, extent, contributory factors,
and regulation of multiple job holding among public sector medical doctors, professional nurses,
and rehabilitation therapists in Gauteng and Mpumalzngs. The specdfic objectives are to explore the
perspectives of stakeholders on the implementation of the AWOPS policy as 2 regulstory
mechanism for multiple job holding; explore the experiences of public sector medical doctors,
professional nurses, and rehabkilitation therapists concerning VIH; describe the extent of different
forms of MIH among three categories of health prefessionals; determine the factors influencing
WMIH and investigate the relative trade-offs between different incentives and restrictions to
influence VMJH ameng the three cstegories of health prefessionals.

Regards,

/

Dr HPM Miahleki
Medical Manager
Date: 21 July 2021

Hi/nm: Letter of approval - Multiple job holding ameong public sector redical doctors. professional nurses and rehabilitation therapists
in Gauteng and Mpurtalanga 21/07/20:80
PHOLOS QNG HOSPITAL; PRIVATE BA G K4: BRAKPAN; 1540 TEL: 011 212 5000 FAR: @11 7558 50080 Poge 1
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GAUTENG PROVINCE
[Eats 1

#., REPURUCOF SDUTH AFRICA

TEMBISA PROVINCIAL TERTIARY HOSPITAL *

PR NO: 5602793

Cnr Flint:bAazibuko: & Rey Hamarnie, Olifantsiontieh, 1665
Piivate Bag X 07, Ofifantsfoitein, 1665.

Tel: 0119232320 | Fax: D11 926 2719

Enquiries: Dr, LM. Mogaladi

E-rnail: Lekopane. Mogaladif gauteng: gov.za

“fo : Ms BP Matiwané

‘Subject : Permission to.Conduct Research at Tembisa Provinéial Tertiary Hospital
Research Committee. )

From  :DrA Mthunzi, Acting Chief Executive Officer, Tembisa Provincial Tertiary
Hospital

Date : 25 June 2021

Mr/Ms/.Dr‘f'l_’_rof BP Matjwane _
This is to notify you that you have been granted permission to.conduct research in aur institution for
‘the following study:

Study Title:
“MULTIPLE JOB HOLDING AMONG PUBLIC. SECTOR MEDICAL BOCTORS, PROFESSIONAL MURSES
AND REHABILITATION THERAPISTS IM GAUTENG AND MPUMALANGA,”

NHRD Reference Number: GP- 202104 019

Permisslon with the following restrictions:
= The study should not interfere with service provision.

Permission ¥o conduct research as per study protocol

Please note the institution requires far all data collection and intefaction with staff; patiénts-or
records to be as outlined i the study protocol and within the constraints of ethics approval obtained
For this study. Should any-of these parameters or professionl conduct be viclated at any stage then
the Tembisa Research Cormmittee reserves the right to.review and change the decision to allow the
researcher to conduct research at the institution.

Please report 1o the undersigned chair of the Research Committee with all your dotuments én-the
first. day at the institution for further instructions and intfoductions.
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Recommended by:
pr MK Chusu

Rotating Chair ;ft{embisa Provincial Tertiary Hospital Research Committee’

Signature:
Date: 25 {22

Approved by:

Dr A Mthunzi . _

Acting CEO,Temb_ aetyicial Tertiary Huospital
signature:- .97 . .

Date: 7 Atk (!
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%@5?{ SAUTENG PROVINGE

¥ r — VRISl N T ML ot s VA

R S T i i i e ,_,________.__,__...____.___.._,._,.___._____,,_,M_ ——

Enquirses, P/N MabigelafP/N L Mogoa:
Dutectorate: Staff Development

Telephone number (0113 8917109

Email: Thandiwe. Mabizels @gauteng gov za

Date: 21 June 2021

Ms. Busisiwe Matiwane

conducted through obtaining information through “Prospective data collection” in
your protocol for which you will obtain the ethics clearance certificate from the

University of Witwatersrand .
The tollowing condition mast be adhered to:

* Once the research is finalized the results and recommendations of the research
should be submitted to Staff development Department.

":‘"""—**‘—‘M-“"“‘*—--""“-'"-

Tholly Mug?smnq Raglunei Hosing; |

,‘f B Office of the CEC
.Mm—.&_..,-—.l- ettt

Dr

s

Chief Executive Officer | 2106 2021
Thelle Mogoerane Regional Hospital | ”
Date: . ﬂf)'?zp 1o fo{ b | 12390 Nouza Sy Vosicorus. 1475 |
f ] I Private Bag xn i, Alrede, 1451 |
e S0 Afric !

T e &féibxy%yfgmﬂy&uz&&'m Servicos to bﬁyegul&ﬁtmy ‘
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Annexure 3: Approval from the Mpumalanga Provincial Health Research and Ethics Committee

Indfwer Bufding, Goverrmaent Soulevand, Riverside Park, ExL 2. Mbombela, 1200, Mpuralanga Provings
Private Bag X 11285, Mbomela, 1200, Mpumalangs Provines
Tel I: 427 [13) 7B 3429, Faor +27 (13) 766 3458

KD LotEmfinen Despmmmend van Gesondhnd l_.|.*|,_1|-.-g;; Wozckdophik
B 15 768 4768
Ral: MP_202104_001
Research Permission Letter
Ms Busisiwe Matiwane
171 LESISURE BAY ESTATE
5 Bayside Road,
Pretoria, 0187

STUDY TITLE: MULTIFLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAFISTS IN GAUTENG AND
MPUMALANGA

Dear Ms Matiwane

The Provincial Department of Health Research Committes has approved your research proposal in the latest
farmat you sant, and hereby grant you permission to conduct your research as detailed balow.

+  Approval Reference Number: MP_202104_001
+ Dats Collection Pariod: 01/08/2021 o 20082022
Approved Data Collection Facilities:
* Ehlanzeni, Nkangala & Gert Sibande Hospitals

Kindly ensura that condifions mantioned below ars adherad 1o, and that the study is conducted with minimal
disruptian and impact on our staff, and also ensure that you provide us with a soft or hard copy of the report
ance your resaarch project has bean completed.

ﬁ-d_ ﬂnwn
. s noft alowed ke make copes or ke pichires of madical records.
= Hinaly nafify the kacilify masager a week BEFOAE you starf with dala collection do ansure faf conaitions are conducive in the

Kmid regards /|

T — ——
— 17
DR C NELSON
MPUMALANGA PHRC CHAIRPERSON

DATE: 2¥|e) 2w

A
MPUMALANGA

THY FIACT OF THl Buloied SUW
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Indwe Building, Government Boulevard, Riverside Park, Ext, &, Mbombela, 1200, Mpumalanga Province
Private Bag X11285, Mbombeda, 1200, Moumalanga Province
Tel - #27 [13) 765 3429, Fax: 427 {13) 765 3458

Litikn Letomphile Dhipaaternend wan Gisonaned Lnidyargo Wereataphiln
“Eng: 075 766 5166
A=l WP _Z02404_001

Research Permission Leiter

Ms Busisiwe Matiwane

171 LESISURE BAY ESTATE
5 Bayside Road,

Pretoria, 0187

Dear Ms Matiwane

STUDY TITLE: MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

The Mpumalanga Provincial Health Research and Ethics Commitiee (MPHREC) has approved your research
propesal in the lalest format you sent, and hereby grant you permission fo conduct your research as detailed
bekow.

= Approval Reference Number: MP_ 202104 004
Data Collection Period: 01/08/2021 to 20/08/2023
# Approved Data Collection Facilifies:
* Ehlanzeni, Nkangala & Gert Sibande Hospitals

Kindly ensure that conditions mentioned below are adhered to, and that the study is conducted with minimal
disruption and impact on our staff, and also ensure that you provide us with a soff or hard copy of the report
once your research project has been completed.
[ Conditions:
» Rasaarchers nol aliowed o make coples or lake piclures of medlical records.
= Windly nofify the faciiy manager @ week BEFORE you star! with dsla collection fo snsure that condifons are conducive in (he

facity.
= The FINAL RESEARCH FINDINGS rust be uplosdad an the NHAD website

Kind regards

._{r:;:“f(: '."'_;
DR C NELSON

MPHREC CHAIRPERSON
DATE: 1+ o222
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Annexure 4: Permission letters from Mpumalanga Health Facilities

L R = T
(0] REPUBLICOF SOUTH APRICH MERMALANGA
No.3, G ant Bouk 4, Riverside Park, Ext. 2, Mbombela, 1200, Mpumatanga Province
Private Bag X11285, Mbombala, 1200, Mpumalanga Province
Tef & +27 (13) 786 3429, Faoc +27 (13) 786 3458
Litiko Letemphilo Dep van 3 dheid Umbyango WezeMaphilo

3.1 Name of Applicant
1.2 Contact Number: (D) 748871071

1.3 Study Title: \11tine job holding among public sector medical doctors, professional
nurses and rehabllitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: 08/2021 End: 08/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collocted (your
response should not be more than the space provided:

Introduction

Muttiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This Is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work OQutside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and Its contributory factors among medical doctors, professional nurses,
and rehabllitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilltation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three maln
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals. "

Please note that this letter is not an approval to undertake a sindy, but a support letter from identified Sacility/district.
i.e, the CEQ/District Manager acknowledges to have been consulted on the study
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2.1 Fadility Staff Required o
assist with the Study flow many:

Other, please specy: | g ang HODs o provide
lists of staff on duty

2.2 Patients / Researchers' Yes|
Records/Files I_'I

Year: From: To:

NO
Lol
2.3 Interviewing Patients/ Yes["g | Interviews with health professionals &

cipants at Facilities

2.4 Interviewing Patients/ Yes I ]
rticipants at Home
2.5 Other, please specify: A room for the interviews and the survey.

T Provincial Doge —

‘.‘. B Y e ATV S 1' Sl pE : 5 a5 o¥o P “ .-'_ = ;m i e F ‘
research is responsive to which National/Provincial/departmental priority/strategy/research
agenda.

= State your response: Management and regulation of moonlighting (multiple job helding) were
racognised as important policy priorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Prasidential Health Suramit highlighted
the need o address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy siressed the need for review of current
RWOPS policy, inciuding regulation and management.

PB o

3.2 Resource Flow (Are there Yes
benefits to Please list: all potential remedial ideas emanated from
Patients/community) research will be taken up for healthcare practice and policy
3.3 Resource Flow (Are there Yes[ @ |
benefits to Facility/Distriot) Please list: o create a linkage between all research 8
stakeholders
The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum inform facllities and districts
T 4 VAR of Requre Clearanees L~ T
4.1 Ethical Clearance Yes Provisionalethics | | Pending ¢
Clearance Number: ﬁ
4.2 Clinical Trial Yes NA | ] Pending | l NG
Clearance Number: [EI
4.3 Vaccine Trial Yes NA | ] Pending | ] I_EI
Clearance Number:
4.4 Is conducted in a village led | Yes 1 ] _NotApplicsble [~ @ |
by tribal authority? Date tribal authority engaged: FE—I

Please note that this letter is not a0 spproval to undertake a study, but & support letter from identified facility/distrior
i.e. the CEO/District Manager acknowledges to have been consubted on the study
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Declaration by Applicant:

| MriMs/DriProf/Adv._ Busisiwe Precious Matiwane  agree to submit/present the rasult of this study
back to the CEQ/Institution/District.

Estimated date of feedback: 2-Aug-24

To be signed by a relevant CEQ/District Manager/Programme Manager/Senlor Manager in
anga Province

/ /S‘upporud! ot Supported
2 / i

Please note that this letter |lmtauwwllt0 mawﬂy but a support letter from identified fecility/district.
CEQ/District have b

ie the Ited on the study
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No.3, Govemmant Boulevard, Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province
Private Bag X11285, Mbombata, 1200, Mpumalange Province
Tel & +27 {13) 766 2420, Fmx +27 (13) 708 3458

“Titiko Leternphila Deperiement van Gesondheid UmiNyange WezeMaphilo

- AT Bus 5 |; = s. : ne

1.2 Contact Numbar: (0) 748871071

13 Study Titte: p1uitiple Job holding among public sector medical doctors, professionai
nurses and rehabilitation therapists in Gaut_gng and Mpumalanga.

1.4 Data collection period to Start: 0g/2021 End: 08/2022
| undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected (your
response should not be mors than the space provided:

Intraduction

Muitiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals In low-and-middle-income countries (LMICs), espedially those in Africa.
This is also the case In South Africa, where the practice is permissible under certain
conditions.

Jusfification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and Its confributory factors among medical doctors, professional nurses,
and rehabllitation therapists in two South African provinces, The PhD study will use a discrete
cholce experiment {DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experlences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilltation therapists in Gauteng and Mpumalanga.

Methadology

The study seiting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
companents and wil! use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of

health professionals. 2

Please nots tht this letier i not an approvel io undertake a study, but s suppont letter from identiBed Saoility/district.
i.e. the CEO/District M h {edges to have b ltad on the study

B
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2.1 Facility Staff Required to

acsist with the Study o ]
Nurses:
Doctors:
| Space:
Other, please specify: | g and HODSs to provide
lists of staff on duty
2.2 Patients / Researchers’ Yesi | NO
Records/Files E’
Year: From: To: |
2.3 Interviewing Patients/ Yes Interviews with health professionals I'Hn'l
participants at Facilities Le P
2.4 Interviewing Patients/ Yes I |
rticipants at Home &_

2.5 Other, please specify:

agenda.

A room for the interviews and the survey.

3.1 The research Is responsive to

e State your response: Management and regulation of moonlighting (multiple job holding} were

recognised as important policy priorities in the 5 year Human resource for Health
for the health sector. The 2018 Presidential Health Summit highlighted

the need to address negative impact of RWOPS in public sector. The 2030

Human Resources for Health Strategy stressed the need for review of current

RWOPS policy, including regulation and management.

which Nationai/Provinciaiidepartmental prlorﬂyhtrahgwruowch

3.2 Resource Flow (Are there
benefits to
Patients/community)

Yes| |

Please list: all potential remedial ideas emanated from
research will be taken up for healthcare pracfice and policy

e

3.3 Resource Flow (Are there
benefits to Facility/District)

Yeos

Please list: to create a linkage between all research
stakeholders

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum inform facilities and districts

Yes Provisional ethics

8

4.1 Ethical Clearance Pending E
Clearance Number: Ifﬁ

4.2 Clinical Trial . Yes - NA | ] Pending NO
Clearance Number: I_I m

4.3 Vaccine Trial Yes NA | ] Pending | | f
Clearance Number:

4.4 1s conducted In a village led | Yes o ] NotApplicable | e |

by tribal authority? Date tribal authority engaged: rEI

Please note that this Jetter is not an approval to undertake a study, but a support letter from identified facility/district.

ie. the CEO/District }

ledges to have becn consulted on the study
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§ Declaration

| Declaration by Applicant:

Iil\kas!Drﬁmﬂm Blisisiwe

agree to submit/present the result of this study
; back to the C-Eoflnwhmonlﬂlstnct.

Estimated date of feedback. 2-Aug-24

| To be signed by a mc@j&qfnm Manager/Programme Mom.n‘ionlor Manager in

: é@wkﬁusuwu

1o et achs (ke onaoh Vi erkwaeed ety e O The

wis, -«_

Signature: ..L—-»\f.m!m-»— Pss s it D BTk 06 st

Name: *‘"‘Z; Mogacre

s RS :i__‘ifm@;;_;w“"'“_g
B Al L
| i' TINTSWALD HQSP‘ITA’L i

| piAC X407 BCORNIOEK 1168 -;J

A duly signed form can bc nplomd on the nhrd website by tha researcher or
emalled to; JerryS@mouheaith.gov za_or ThemhaM@mpuhsalthgovza

Phease ose Hi this tetter bs w08 a1 3ps roval 3o Anderaks 2 socdy, bt a sappor bk ter o e fied Dailii ydistne
10, the COE Dist-in Mianage roknny ledges t have heen comsulted o the study
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REPUBLIC OF SOUTH AFRICA MPUMALANGA

No.3, Government Boulevard, Riverside Park, Ext. 2, Mbombasla, 1200, Mpumalanga Provinge
Private Bag X11285, Mbombela, 1200, Mpumalanga Province
Tel I: +27 (13) 766 3429, Fax: +27 (13) 766 3458

1.1 Name of Applicant

Busisiwe Precious Matiwane
1.2 Contact Number: (0) 748871071

1.3 Study Tile: pyitiple job holding among pubiic sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to I Start 0g/2021 i End: 08/2022

| undertake the study:

1.5 Provide summary of the study, study area, and how data will be coliscled (your
response should not be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously, There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middie-income countries (LMICs), especially those in Africa.
Thig is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
| (RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals.

Please note that this letter is not an approval to undertake o siudy, but a support letter from identified fcility/district.
ie. the CEQ/District Manager acknowledges to have been consulted on the study
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2.1 Faciiiy Staff Required fo
assist with the Study

HR and HODs to provide
lists of staff on duty

I;

2.2 Patients / Researchers’
Records/Files

Ve ]

Year. From: To:

2.3 Interviewing Patients/
ricipants at Facilities

Yes["g | Interviews with health professionals

2.4 Interviewing Patients/
participants at Home

=

2.5 Other, please specify:

A room for the interviews and the survey.

agenda.

3.1 The research h mponsm fo which Naﬂomﬂ?mlmlalfdﬁpaﬂmem! pﬂorily!strﬂegyhuearch .

= State your response: Management and regulation of moonlighting (multiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative impact of RWOPS In public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current
RWOPS policy, including regulation and management.

3.2 Resource Flow (Are there
benefits to
Patients/fcommunity)

Yes| |

o'l

Please list: all potential remedial ideas emanatad from
research will be taken up for healthcare practice and policy

3.3 Resource Flow (Are there
benefits to Facility/District)

Ves[ o]

Please list: to create a linkage between all research
stakeholders

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum inform facilities and districts

""" ~41 Ethical Clearance TYes Provisionalsthics | | | Pending [e] Ao,
Clearance Number: ﬁ
4.2 Clinical Trial Yes NA | Pending 1 | NO
Clearance Number: m
4.3 Vaccine Trial Yes NA [ ] Pending [ | gﬁ
Clearance Number:
4.4 Is conducted in avillage led | Yes [ ] NotApplicable | o |
by tribal authority? Date tribal authority engaged: Eﬁ

mmmmwuummmvﬂwmwum@.bmawmmmmwm

i the

dges to have ed on the study
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—~ Fe—rrocen 5 Daclaration LEEER

=\

n-cmuunbyappm

| Me/Me/DslRsofifdv._ Busisiwe Precious Mathwane _ agree to submit/present the result of this study
back fo the CEQasEiulion/Districl.

Estimated date of feedback: 2-Aug-24

To be signed by a relevant CEO/District Managor/Programme Manager/Senior Manager in
Mpumalangs Province

SI-QPOI'M) DetcSmrperted

/ﬂﬁ 2 /7 i
Signature: pate: A& MASY AOAS

m@_@,mumg mwf”

Al GOVERMMENT

~FEWPILO HEALTH

200 052,
L] THEMBA HOSPITAL

REGIS
SIPOSUP/BAGIPISAK X1002
KABOKWEN! 1245

A duly slg_mé fwm can bo uplnld-d on the nhrd wobah l:y the mamhu ar

Mmmrmuhwhwmwumwwﬂmﬂwrmdy tudd @ supp ﬂlwcrhnmﬁedrmlmmtt
i.e. the CEQ{Dristrict s ges fo have been d on the shdy
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health Y
MPUMALANGA PROVINCE MPUMALANGA
REPUBLIC OF SOUTH AFRICA THE PLACS OF THE RISING St

No.3, G t Boulevard, Riverside Park, Ext. 2, Mbombala, 1200, Mpumalanga Province
Pﬂvamauqxnzas Mbombela, 1200, Mpumalanga Province
Tel I +27 {13) 766 3429, Fax +27 (13) 766 3458

Litiko Letemphilo Der van G he UmNyange WezeMaphilo

; -5mudy Details’
1.1 Name of Applicant ‘Busisiwe Preclous Matiwane
1.2 Contact Number: {0) 748871071

1.3 Study Title: \,,1tiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: 08/2021 End: 08/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected (your
response should not be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case In South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sectar health professionals, the
prevalence of MJH, and Its contributory factors among medical doctors, professicnal nurses,
and rehabllitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study alms

The study aims to investigate the experlences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals. i

rmmmmmnmmwmdmm.mﬂy,w-wmmwwm
ie. the CEO/District Managy to have been d on the study
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& "Resouicis Requitsd From EacililyBub SERiEIZominunity
2.1 Faciity Staff Required to Yes[ o |
assist with the Study e M i
Cther, please 5pecify” | in and HODS to provide
ists of staff on duty
"2 Patients / Researchers “YGE{ [ TR
Records/Files [e]
T | Year. From. To;
2.3 Interviewing Patients/ Yes "5 Interviews with health professionals
parficipants at Faclides | —— = = ’
2.4 Interviewing Patients! Yes I:E
| portoipantsatMome | —— . &L

2.5 Other, please specify

A room for the interviews and the survey.

3.1fhnmearch I's. retumn:'io which MVM&P&V‘" hclarhfdcparbmnﬁ morlly.' "hmw ogylie: aamh '
agenda.

= Stale your response. Management and regulation of mooniighting (multipte job holding) were
recogrised es important policy prorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current

RWOPS policy including regulation and management
3.2 Resource Flow {Are there Yes| |
banefits to o e R
" — lease list all potential remedial ideas emanated from

| research will be taken up for healthcare practice and pobicy
]

—8

3.3 Resource Flow {Are there
benefits to Facility/District)

Yos| @

Please Jist to create a linkage between all research
stakeholders

The PhD study wilt inform HRH policies or interventions on
MJH tnat wiil lead to improved health system functioning
The policy makers will in tum inform faulities and districls

41 Ethical Clearance

4.2 Clinicaf Trial

Yeos Provisional ethics | |
Clearance Number

1 A= Pe_rd!m_
Clearance Number:

[Yes  NA

G e WL

i 44 Ts conducted in a village fed
by tribal authority?

Yes [

]~ NotAppiicable [ & | |
| Date tribal authorfly sngaged:

Fedec note th s ktber 1< pet o9 gonroval i underiake o vy, bt @ soppor kot rom wlengified Freiley Jiaaiet
e vt U Disriet Manayen sckave iedgcs fu have boon @omsalad o e study
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Declaration by Applicant:

f
i
|
H
i

| | Me/Ms/De/Reotiddv._Busisiwe Precious Matiwane  agree to submit/present the result of this study
back to the CEQ/instutionDisirict,

Estimated date of feedback: 2-Aug-24

To be signed by a relovant
Mpumalanga Province

Supported / NotSupposod-

AT
e X m
§A P Dats:
Slonature: 8= * / i :zc\. Q\{\ g \

N 28 S\ Y

[ S T RE HOSAITAL

x

PILYATE BAG X301
Lot b0

bﬂ:'t TN AL Y ANACEMENT

—

o 6 RN i

LN

A diy signed form can bé upioaded mmumhoi-'? resaarcher or

Plesse note that this Jetter is not an sppeoval to usderaks 8 stdy, but & support letier from idenrified Siciliny/districe.
ie, the CEQ/District Manager acknowlodges 10 have been consolted on the sudy
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No.3, Gi Boul Park, Ext. 2, Mbombela, 1200, Mpumalanga Province

Private Bag X11285, Mbombela, 1200, Mpumalanga Provinca
Tol |: +27 (13) 766 3429, Fax: +27 (13) 766 3458

1.1 Rame of Appiicani Busisiwe Precious Matiwane

" 1.2 Contact Number: (0) 748871071

1.3 Study Title: pyiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: . End: 08/2
- - ’ 08/2021 08/2022

1.5 Provide summary of the study, study area, and how data will be coliected (your
response should_not be more than the space provided:

Introduction .

Muitiple job holding (MJH) Is defined as individuals holding more than one paid job
simuitaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals In low-and-middle-income countries (LMICs), especially those in Africa.
: Thisd ;g:r:so the case in South Africa, where the practice is permissible under certain

con s.

Justification for study -

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
| (RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims .

The study aims fo investigate the experiences, extent of, contributory factors, and regulation
of multiple Job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2, In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals.

Please note that this letter is not an approval to undertake a study, but a support letter from identified facility/district.
ie. the CEO/District Manager acknowledges to have been consulted on the study
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2.4 Faciity Staff Required to

=l

A room for the interviews and the survey.

3.4 The research is responsive to which National/Provincialidepartmentai priority/strategyiresearch
223 ol

« State your response: Managemsnt and regulation of moonlighting (multipie job holding) were
recognised as important policy priorities in the 5 year Human resource for Health
for the health sector. The 2018 Presidential Health Summit highlighted
the need fo address negative impact of RWOPS in public sector, The 2030
Human Resources for Health Strategy stressed the need for review of current
RWOPS policy, including regulation and management.

assist with the Study How many:
Nurses:
| Doctors:
Other, please spedify: | o g HODS to provide
. lists of staff on duty .
2.2 Patients / Researchers’ Yes|
o — (o]
Year: From: To: ;
2.3 Intervl Patients/ Yes i
m?g e [e | Interviews with health professionals lﬁ_
2.4 Interviewing Patients/ Yes [ ] &
ants at Home
2.5 Other, please specify:

3.2 Resource Flow (Are there
benefits to
Patients/community)

Yes

Please list: all potential remedial ideas emanated from
‘research will be taken up for healthcare practice and policy

t%‘.

3.3 Resource Flow {Are there
benefits to Facllity/District)

Yos

Please list: to creste a linkage beiween all research
stakeholders

The PhD study will inform HRH policles or intsrventions on
MJH that will lead to improved health system functioning.
The policy makers will In tum Inform facilities and districts

4.1 Ethical Clearance Yes Provisional ethics ! | Pending Eﬂ

4.2 Clinical Trial . Yes . NA | ] Pending E I NO
Clearance Number: El__l
3.3 Vaccine Trial Yes NA ) Pending || I'_HQ%I
: Clearance Number:
4.4 Is conducted in a village led | Yes i ] Not Applicable
by tribal authority? Date tribal authority engaged: L"L&

Please noto that this letter is not an approval s undertake a study, but a support letter from identified facility/district.
ummwmmmwmmmwm
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agree fo submitipresent the result of this study

Please nofe that this letier is not ae approval to undertake & study. but 2 support letier from identificd facility/district,
L& the CEO/Dnstrict Mansger acknowledges to have been consulted on the study

208



REPUBLIC OF SOUTH AFRICA mhﬁ.ﬂ..."ﬁ&a‘ )

.3, Boulevard, Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province
Private Bag X11285, Mbombela, 1200, Mpumalanga Province
Tol l: 427 (13) 766 3429, Fax: +27 (13) 766 3458

Litiko Letemphilo o Departement van Gesondheild UmNyange VWezeMaphilo

1.1 Name of Appiicant Busisiwe Precious Matiwane

1.2 Contact Number: (0) 748871071

1.3 8tudy Thee: puitiple job holding among public sector medical doctors, professional
' nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to "&T-t. 08/2021 End: 08/2022
undertake the study: _

1.5 Provide summary of the study, study area, and how data will be collected {your
response should Not be more than the space provided:

Introduction _
Muttiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middie-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD wili generate new knowledge on the Remunerative Work Outside the Public Service
| (RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims .

The study aims o investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabillitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will aliow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of

health professionals. .

Hmmdﬂdﬁshmhmmmmmmnham.unmmmﬁmm&dﬁw
i.e. the CEO/District Manager ack ledges to have been lted on the stody
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R ESOMIGCEE Ba i rEo .'_--_- Faciih

o

2.1 Facility Staff Reqund
assist with the Study How many:
Nurses:
Doctors:
 Space: ____
Other, please specify: | p and HODS to provide
lists of staff on duty
2.2 Patients / Researchers’ Yu| |
Records/Fites ’
_ Year: From: To:
2.3 Interviewing Patients/ Yes Interviews with health professionals
at Facilities E
2.4 Interviewing Patients/ Yes ||
at Home E

[l
lm_l
3

2.5 Cther, please specify:

agenda.

A room for the interviews and the survey.

3.1 The research is responsive to which National/Provincialdepartmentai pﬂodtyfmk-uamh

o State your response: Management and regulation of moonlighting (muttiple job holding) were
recognised as Important policy priorities in the 5 year Human resource for Health
sirategy for the health sector. The 2018 Presidential Health Summit highlighted
the need ta address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current
RWOPS policy, including regulation and management. '

3.2 Resource Fiow (Are there
benefits to
Patients/community)

thﬂ

Please list: all potential remedial ideas emanated from
resaarch wilt be taken up for healthcare practice and policy

3.3 Resource Flow (Are there
benefits to Facility/District)

Yes

Please list: to create a linkage between all research
stakeholders

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers wifl in tum inform facilities and districts

8|

4.1 Ethical Clearance Yes Provisional sthics Pending
4.2 Clinical Trial Yes - NA 1 WE
Clearance Number: :
4.3 Vaccine Trial Yos NA | W_I_El"
_ Clearance Numbar:
%4 Is conducted in a viliage led | Yes T ]  NotAppiicable HO |
by tribal authority? Date tribal authority engaged: L"-Lﬁ

PFlease nots that this letier is not an approval to undertske a study, but a support letser from identified facility/district.
i.e. the CEQ/District Manager

acknowledges to have been consulied on the study
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—

wmwbmﬂp;mmmuﬂofﬂassmqy

Estimated date of feedback: 2-Aug-24

To be signed by a relevant CEODistrict Manager/Pregramme Manager/Senior Manager in
Mpumalanga Province

Supported /NOY Bipporis”

—— P | e
wame:_ K- P Kewewsegn

*_ PIET RETIEF HOSPITAL
_P/BAG X9, PIET RETIEF. 2380

mmmmmuuwawmmmm-sm bul & suppest letier from :dentified foetfity/district,
t& the CEQ/Musinet Manager ack dpes to have been hed on the study
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:

MPUMALANGA
™E W

FLACE OF THE RISING

No.3, G Boulevard, Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province
Private Bag X11285, Mbombela, 1200, Mpumalanga Province
Tel | +27 (13) 768 3429, Fax: +27 (13) 786 3458
Litika Letcmphilo Dopartement van Gesondneid ) UmNyanga WezeMaphilo
Letter of Supnort (To be signed by relevant Senior Managers/Resnonsibility Managers)
1. Study Detaile ;
| %7 Nemsof Asphoast | Busisiwe Precious Matiwane
1.2 Contact Number: ] (0) 748871071

i
r,.,_
|

1.3 Study Title: py,,itipje job holding among public sector medical doctors, professional
nurses and rehabllitation therapists in Gauteng and Mpumalanga.

1.4 Daia coliection periodto | Start: 0g/2021 End: 08/2022
undertake the study: | i

{ Multiple job holding (MJH) is defined as individuals holding more than one paid job

: The study aims to investigate the experiences, extent of, contributory factors, and regulation
; of multiple job holding among public sector medical doctors, professional nurses, and

| The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
: which will allow for some geographical comparison. The study consists of three main

1.5 Provide summary of the study, study area, and how data will be collected (your
response should not be more than the space provided:

Introduction

simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals In low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study
The PhD will generate new knowledge on the Remunerative Work Outside the Public Service |
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the |
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabillitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that Is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or

interventions on MJH that could lead to improved health system functioning.

Study aims

rehabilitation therapists in Gauteng and Mpumalanga.
Methodology

components and will use a combination of qualitative and quantitative methods to answer the |
research objectives:

1. Key Informant interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals. §

Pleass note that this lefter i 8ot an approval 1o undertake a stndy, but & support letter from identified facility/district.
i.e. the CEO/District Menager acknowledges to have been consplted on the study
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T 2 Resources Required from Faciiity/Sub-district’Community

{ 2.1 Facliity Staff Required to T Yesi @ | ! t
i assist with the Study How many: R 3 &
| Nurses: 1 i
! 0T e !
i {Space: *,; N :
! | Do, plaee 3pechy: | Lm and HODS to provide

i .  lists of staff on duty

l

I"""22 Patients / Researchers’ | Yes| | ) NO
Al - Lol
! Year: From: To: i

i_ 2.3 Interviewing Patients/
narticipants at Facilities

Yes["g | Interviews with health professionals

2.4 Interviewing Patients/
{ participants at Home

=

d

2.5 Other, please spacify:

A room for the interviews and the survey.

3" "Resource flow/benefits 1o the Provincial Department

agenda.

o State your response: Management and regulation of moonlighting (multiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Health

i strategy for the health sector. The 2018 Presidential Health Summit highlighted

; the need to address negative impact of RWOPS in public sector. The 2030

Human Resources for Health Strategy stressed the need for review of curent

3.1 The research is responsive to which National/Provincial/departmental priority/strategy/research

l benefits to
Patients/community)

Please list: all potential remedial ideas emanated from
research will be taken up for healthcare practice and policy

| 3.3 Resource Flow (Are there
! benefits to Facility/District)

Yes! @ ;

RWOPS policy, including regulation and management. B
337 Resource Flow (Are there Yes| ] T

Please list: to create a linkage between all research
stakeholders
The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum Inform facliities and districts

4 Avaliabiilty of Required Clearancels

4.1 Ethical Clearance "Yes Provisional ethics | | Pending r—_ﬁ ]
‘ Clearance Number: | Iﬁ
[T 4.2 Clinical Trial Yes NA Pending ]
? Clearance Number: R I tljj|
1 Il
H 4.3 Vaccine Trial Yes NA f i Pending I ] rig] ]
l_ Clearance Number: ; i
™ "44’Is conducted in a village led | Yes [ 1 NotApplicable | & || I_E_'I
by tribal authority? Date tribal authority engaged:

Mmmmmuwmmuhomdmukcamdy mawmpm&tmmmm

dpes to have been

i.e, the CEO/District M
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agree fo submitipresent the result of this study

Estimated date of feedback: 2-Alg-24
To be signed by a relevant CEO/District Manager/Programme Manager/Senlor Manager in
Mpumalanga Province

] lﬁ N or—' e, e wshey
\erens %Mfeﬁ “At 't='-\ ‘\,w_.“r

e it
E@-«ﬁv 'EMH.% S .
sum.{.. AeON A Date; \L° 25 - Da

Name: W\N§ N\!Bb&\-\au”\ u\-“s'ﬁ

e

’ Nﬁvs!‘f@&gfa DISTRICT

S

; mvma '.«ra% S
t

!

2 ,?’uhj_?@;r (u« nﬁ"‘;j_

Amwhmmbowhdwonmwﬁﬁ'bmw
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I
REPUBLIC OF SOUTH AFRICA MEENALANGA
No.3, Gi Boul I, Riverside Park, Ext. 2, Mbombela, 1200, Mp langa Provi
Private Bag X11285, Mbcn'nbela 1200, Mpumalanga Province
Tel I: +27 (13) 766 3429, Fax: +27 (13) ?333455

Titiko Letemphilo Departement van Gesondheid UmNyango WezeMaphilo

Letter of Support (To be signed by relevant Senior Managers/Responsibility Managers)

1.1 Name of Applicant Busisiwe Precious Matiwane

1.2 Contact Number: (0) 748871071

1.3 Study Title: \yitiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection perlod to Start: (08/2021 End: 08/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected {(your
response should not be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2, In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of

health professionals. -

Please note that this letter is not an approval to undertake a study, but a support letter from identified facility/district.
i.e. the CEQ/District Manager acknowledges to have been consulted on the study
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T 2 Resources Required from Faciiity/Sub-district’Community

{ 2.1 Facliity Staff Required to T Yesi @ | ! t
i assist with the Study How many: R 3 &
| Nurses: 1 i
! 0T e !
i {Space: *,; N :
! | Do, plaee 3pechy: | Lm and HODS to provide

i .  lists of staff on duty

l

I"""22 Patients / Researchers’ | Yes| | ) NO
Al - Lol
! Year: From: To: i

i_ 2.3 Interviewing Patients/
narticipants at Facilities

Yes["g | Interviews with health professionals

2.4 Interviewing Patients/
{ participants at Home

=

d

2.5 Other, please spacify:

A room for the interviews and the survey.

3" "Resource flow/benefits 1o the Provincial Department

agenda.

o State your response: Management and regulation of moonlighting (multiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Health

i strategy for the health sector. The 2018 Presidential Health Summit highlighted

; the need to address negative impact of RWOPS in public sector. The 2030

Human Resources for Health Strategy stressed the need for review of curent

3.1 The research is responsive to which National/Provincial/departmental priority/strategy/research

l benefits to
Patients/community)

Please list: all potential remedial ideas emanated from
research will be taken up for healthcare practice and policy

| 3.3 Resource Flow (Are there
! benefits to Facility/District)

Yes! @ ;

RWOPS policy, including regulation and management. B
337 Resource Flow (Are there Yes| ] T

Please list: to create a linkage between all research
stakeholders
The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum Inform facliities and districts

4 Avaliabiilty of Required Clearancels

4.1 Ethical Clearance "Yes Provisional ethics | | Pending r—_ﬁ ]
‘ Clearance Number: | Iﬁ
[T 4.2 Clinical Trial Yes NA Pending ]
? Clearance Number: R I tljj|
1 Il
H 4.3 Vaccine Trial Yes NA f i Pending I ] rig] ]
l_ Clearance Number: ; i
™ "44’Is conducted in a village led | Yes [ 1 NotApplicable | & || I_E_'I
by tribal authority? Date tribal authority engaged:

Mmmmmuwmmuhomdmukcamdy mawmpm&tmmmm

dpes to have been

i.e, the CEO/District M
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| MrfMs/Dr/ProfiAdv._Bisisiwe Precious Matiwane _ agree to submitipresent the result of this study
back to the CEQ/insfitution/District.

Estimated date of feedback: 2-Aug-24

Please a1 st this letter i5 not &n approval o undertake a study, but 8 support letter from identified facility/district.
i.e. the CEOVDistzict Minager acknowledges 1o have been consulted on the study
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e 1__._._.__._“_ . I
U NameofApplitant T 7T Tmigiehus Pragious Matiwens
" 12 Contact Number: ;(ol 7488741071 R

" »a

% L

b vpummm
mwsoumm L PLACE OF 1 RISNG SON

No.3, G 1t B i, R ME&.ZMM: 1200, Mpumalanga Province

Private Bag X11285, Mbombela, 1200, \ ga Provinca

Tel I +27 (13) 766 3429, Fax: +27 (13) 766 3458

Litko Letemphio ~ T T Dopariement van Gesondheid """ (imNyango Wezehaphiio

Letter of Support (Te be siuned by relevant Senior Managers/Responsibilitnn Manasers)

1.5 Study TIUE itnis job holding among pubiic ssator medical doctors, nruiaesional
nurses and rehabilitaiion therapisie in Gauteng and Mpumalanga,
1.4 Daita collection peifod o | star: 0812024 End: 08/2022
undelake the study:

1.5 Provide summary of the study, study area, and hHow data will ba collasied (your S
response should Not be mare than the space provided:

| introduction

Multiple job holding (MiJi) Is defined as individuals holding mor: than ong paid jcb
simuliaﬂaously. Thers are knewizdge gaps on e nature 2nd deianminants of MJH among
naaith picfassionals in low-and-middie<incoma countrias (LMICS), espedially thoes in Aliica.

i This iz also the case in South Altice, whare the praciics is permissibie under ceriain
i conditions.

Justification for siudy

The PhR will generate new knewiadge on the Remunerative Work Cutside the Public Servise
(FWOPE) as a ragulaiory mechanism for MdH emong public sector health professionals, the
pravalance of MuJH, and ils conlributory factors among medical doclors, professional nuisas,
and rehabilltation themmpisis i1 two South African provinoas. The Phid study will use & dizorais
choice axgerimeni (DCE) thal is vaceminan in MJH siudies, and hanse will contribule ic
methodological innovation. The PRD study will inform health worldorce peilcias o
interveniions on MJH thal could Isad lo improved heallh gysiem funciioning.

Siudy aims

‘The study aime lo invastigaie the experiences, axient of, contibulory factors, and regulaiion
of mulliple fob holding among nublic sector medicat docteis, professicnal nursss, and
rehabilitalion tharapisis in Gauleng and Mpumalange.

Methodclogy

‘The sludy seiling will be 28 public hospiials in Gaulang, and 26 hospitals in Mpumalanga,
which will zllow for some gecgraplhical comparison. The study consisis of threa main
compenents a ant will use a combiration of quelitaiive and guantitative metheds io anawar the
rasearch objaclivas:

T Key lnformant Interviews with key infermanis from across South Afdca

2. in-dapth interviews wiilh the threa calzgories of health professionals

2. Haalth professional survey ncluding a discrate shoica axpsiiment with the thres groups of

h=aalth professionals. =

s

Please note that this Jetter is not an approval to undertake & study, but a support letter from identified facility/district.
i.e. the CEQ/District Manager acknowledges to have been consulted on the study
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AT

2.1 Facility Staff Required to
assigt with the Study

2.2 Fatients / Reseerchers’
Racordz(Files

2.3 Intzrviewing Patients!
yaricipants #t Facilities

2.4 Interviev: Jing Patienis/
westiciants at Home

2.5 Oiher, plaase specify:

| Other, please specify: o and HODS to provide i

i Hists of staff on cluty

, Yeer: From: To: ~ | oot
Yo.s E' Interviews with health professionals rND-I

T t
1
'
i
3

T

Aswom far the inlerviews znd the survey.

T 'mmmummmﬁuw

3,1 The rasearch is responsive to which NatonalfProvinclalidepattmental pricrityfstrategyiresearcit

agenda.

= Siste your responsel ensgement and regulation of moonlighting (multiple job holding) ware
ragognised &s imporian policy priorides in the 5 vear Human resource for Hagith |
sirategy for the health sactor. The 2048 Precidential Hzalth Summit highlightad
ine noad (o sddress negative impact of RWOPS in public ssclor. The 2020

Human Sesources jor Heelth Stratagy stressed (he naad for review of current

RWOFS policy, including regulation and rwmgament al

3.2 Resource Flow (Are thers 'resi T A —— _ 'E_u;ai

benefits to T Flease list I|s1. all potantial remacicl ideas emansted from (-9
Patlsnts/scmmunlity) research vill bs tatien up for healticare practice and policy

3.3 Resourae Flow [Ars there
benefits to Factlity/District)

I¥owl i =
Plazsa list: to create a linkaga between all research
stakeholdars

The Phi study will inform #RH policies or intzrventions on
MJE that will lead 1o imoiaved healih svsiem functioning.

The policy mekers will in turn inform f2cilities end districts ]

== r__.__._..-

4.1 Ethical Clearance

I Trial

4.3 Vageins Trisl

4.4 Is condusted in a villags led
by tribal authorlty?

4 _AMG(MMW

, Yo Provigional aihice '

1
| Pending |IT J:j!

| Clearance Number"_
|‘(es AT ml:—j = Pmsd’ﬁi'g i % :
" Clesrance tumbar: o r_’

T¥es  HA “mr _l- ! Pending |"_'_"'"‘|
Clm‘ : Nl.'lrrThé'r" = "ﬁl

[ Yes ¥, rem:| -qotApu!mue L8], HE

"Dai ln?n“si aulhunty engeged

i

Please note that thas letter is not an approval to undertake 4 study, but & support letter from identified facikiey/district.
i, the CEQ/District Manager acknowledges to have been consutted on the study

219



agres to submit/present the result of this study

Estimated date of feedback: 2-AUg-24

rqhsmﬁw-nhvmmmmmw&m.nu

A duly signed form can be uploaded on the nhrd website by the researcher or

Ok OV, 2

mmmumaguwummwnm.hummmmmmmm
i the ( EO/D: Managet acknow ledges to bave t fted on the sody
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MPUMALANGA PROVINCE 3JFUMﬁLANGA
REPUBLIC OF SOUTH AFRICA THE FAGE 06 Try g 1
No.3, Go it Boulevard, Riversid Park Ext 2, M bela, 1200, Mpumalanga Province
Private Bag X11285, Mbombela, 1200, h Province
Tel I +27 (13) 766 3429, Fax: +2? (13) 766 3458
Litiko Letemphilo Departement van Gesondheid UmNyango WezeMaphilo

Letter of Support (To be signed by relevant Senior Managers/Responsibility Managers)

1. Study Details

1.1 Name of Applicant Busisiwe Precious Matiwane

1.2 Contact Number: (0) 748871071

1.3 Study Title: \yytiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: 08/2021 End: 08/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected (your
response should 110t be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Heallth professional survey including a discrete choice experiment with the three groups of

health professionals. ”

Please note that this letter is not an approval to undertake a study, but a support letter from identified facility/district.
ie. the CEQ/District Manager acknowledges to have been consulted on the study
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2. Resources Required from Facllity/Sub-districtitCommunity

2.1 Facility Staff Required to Yes| @ |
assist with the Study How many: ﬁ
| Nurses:
Doctors:
Spacs:
Other, please specify: | g 24 HODs to provide
lists of staff on duty
2.2 Patients / Researchers’ Yes NO
Records/Files L] |1-|
Year: From: To:
2.3 Interviewing Patients/ Yes Interviews with health professionals Iﬂﬂ—l
ricipants at Facilities E P ‘
2.4 Interviewing Patients/ Yes [ |
participants at Home

2.5 Other, please specify:

A room for the interviews and the survey.

3 Resource flow/benefits to the Provincial Department

3.1 The research is responsive to which National/Provincial/departmental priority/strategy/research

agenda.

» State your response: \anagement and regulation of moonlighting (muitiple job holding) were

recognised as important policy priorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current

RWOPS policy, including regulation and management.

3.2 Resource Flow (Are there
benefits to
Patients/community)

Yes| |

Please list: all potential remedial ideas emanated from
research will be taken up for healthcare practice and policy

o]

3.3 Resource Flow (Are there
benefits to Facility/District)

Yes o ]

Please list: to create a linkage between all research
stakeholders

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in turn inform facilities and districts

4 Availability of Required Clearancels

4.1 Ethical Clearance Yes Provisional ethics | | Pending [ |
Clearance Number: I-N—n-l

4.2 Clinical Trial Yes NA | | Pending | | NO
Clearance Number: III

4.3 Vaccine Trial Yes NA [ | Pending [ | NO
Clearance Number: III

4.4 Is conducted in a village led | Yes I ] NotApplicable | @ |

by tribal authority? Date tribal authority engaged: ﬁ

Please note that this letter is not an-approval to undertake a study, but a support letter from identified facility/district.
i.e. the CEO/District Manager acknowledges to have been consulted on the study
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Deciaration by Applicant;

agree to submitpresent the result of this study

Estimated date of feedback _2-Aug-24

: e
To be signed by a m@)ﬂm Manager/Programme Manager/Senior Manager in
Mpumalanga Province

/f""‘-\..*!
twf Not Supported

Signature: sz T Dats: Il'n?!/h(k/?f)f'{

— LA Mufe]q

fee)

A duly signed form can be
ilgd to: Ja St o

uploaded on the nhrd website by the researchér or

HELgO

Plesse note tha this Kiter is not an approval o undersake a study, but a suppiort betice from identified Ticilityedlistrict
i.c. the CTODistrier Manager ocknowledges 1o have been consalied on the study
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MPUMALANGA PROVINCE MPUMALANGA
REPUBLIC OF SOUTH AFRICA Tug PIACY DF THE MISieG Be%
No.3, Govemment Boulevard, Riverside Park, Ext. 2, Mbombela, 1200, M; ga Province
Private Bag X11285, Mbombela, 1200, Mpumalanga Province
Tel I: +27 (13) 766 3429, Fax: +27 (13) 766 3458
Litiko Letemphilo Departement van Gesondheid UmNyango WezeMaphilo

Letter of Support (To be signed by relevant Senior Managers/Responsibility Managers)

7. Study Details

1.1 Name of Applicant Busisiwe Precious Matiwane

1.2 Contact Number: (0) 748871071

1.3 Study Title: \yitiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: (8/2021 End: 08/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected {your
response should 110f be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of

health professionals. "

Pleasc note that this letter is not an approval to undertake a study, but a support letter from identified facility/district,
i.¢. the CEQ/District Manager acknowledges to have been consulted on the study
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7. Resources Required from Facility/Sub-district/Community

2.1 Facility Staff Required to
assist with the Study

Yes[ e |

How many:

Nurses:

Doctors:

Space:

Other, please specify:

HR and HODs to provide

lists of staff on duty
2.2 Patients / Researchers’ Yes| I NO
Records/Files [e]
Year: From: To:
2.3 Interviewing Patients/ Yes Interviews with health professionals Iﬂ-ﬂ—l
participants at Facilities Lo P
2.4 Interviewing Patients/ Yes [ | 5&

pariicipants at Home

2.5 Other, please specify:

A room for the interviews and the survey.

3 Resource Howlbenalits to the Provincial Department

3.1 The research is responsive to which NationaliProvincialidepartmental priority/strategy/research

agenda.

e State your response: Management and regulation of moonlighting (multiple job helding) were

recognised as important policy pricrities in the 5 year Human resource for Heaith
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current

RWOPS policy, including regulation and management.

3.2 Resource Flow (Are there
benefits to
Patients/community)

Yes| |

Please list; all potential remedial ideas emanated from
research will be taken up for healthcare practice and policy

°B

3.3 Resource Flow {Are there
bensfits to Facility/District)

Ves[ @ |

stakeholders

Please list; to create a linkage between all research

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum inform facilities and districts

4 Availability of Required Clearancels

41 Ethical Clearance Yes Provisional ethics | | Pending
Clearance Number: Izl &
4.2 Clinical Trial Yes NA [ | Pending | I NO
Clearance Number: El
4,3 Vaccine Trial Yes NA [ ] Pending | | NO
Clearance Number: [e]
4.4 Is conducted in a village led | Yes [ ] NotApplicable | @ |
by tribal authority? Date tribal authority engaged: & .

Please note that this letter is not an approval to undertake a study, but a suppert letter from identified facility/district.
i.e. the CEO/District Manager acknow ledges to have been consalied on the study
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Declaration by Applicant:

Pl s O Prodciiny. | Busisiwe Precious Mativane agree to submitpresent the result of this study
fack i the CEQuasttuton Datret {

To be signod by a relovant CEO/District Manager/Programme Manager/Senior Manager in
Npumalanga Province

@?pnrted . Not Supported

e _L_-t.i:l-.:-'f Vo oldbg i T SHARIMG OF T Fronc

EWRen 2le Tietm ARV GO

Date:_ A TS | i M

Name: W\ G DNIDLS U ’

GQZ? HBOWJ&H S00LX Ovg/id

i

:
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|

EIONMQHd vauwvwndw

o '""Aduiyslgnsdlwmcanhwhadadonthonﬁdwuhhbyhmmror Ter———
& g e {128 i . A it 1

in ¥ Beim gty trapi;'\l.i cur A paneiy, D3 apr 11 bty S At Baenity Jistngd
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No3, G t Boulevard, Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province

Private Bag X 11285, Mbombsia, 1200, Mpumalanga Province
Tel I +27 (13) 766 3428, Faxc +27 (13) 766 3458

T Study Datais

- Eusiéwé Precious Maﬁwane

12 Contact Number: {0) 748871071

1.3 Study Title: \uitiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga,

1.4 Data coilection period Start: 08/202 End: 08/2022
undertake the study: 1

1.5 Provide summary of the study, study area, and how data will be collected (your
response should not be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professlonals in jow-and-middle-income countries (LMICs), especially those in Africa.
This is also the case In South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and Its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that Is uncommon in MJH studies, and hence will contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study alms -

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth Interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals. "

Please nota that this letter is not an approval to underiake a stady, but s support better from identified fucility/district.
i, the CEQ/District Manager scknowledges to have been consulted on the study
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21 Faciity Siaf Required fo

assist with the Study
Other, please Specify: | ug and HODS to provide
lists of etaff on duty

2.2 Patients / Researchers' Y =

Recaords/Flles “I—-—I

Year: From: To: E ]
EX Ty e Yes [ g | Interviews with health professionals NG
ts at Facllities .
2.4 Interviewing Patients/ ™~
i at Home L] &-

e A room for the inferviews and the survey.
T - 8;. Resource flow/bgniefits: 5 tha Proviiicial Depar e G s

agenda.

= State your response: Management and regutation of moonlighting (muttiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Heslth
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative Impact of RWOPS In public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current
RWOPS policy, including regulation and management.

®5

3.2 Resource Flow (Are there Yes| |
benefits to Please list: all potential remedial ideas emanated from
Patients/community) research will be taken up for healthcare practice and policy
3.3 Resourcs Flow (Are there Yes g
benefits to Facliity/District) Pleasa llst fo create a linkage between all research
stakeholders
The PhD study will inform HRH policies or Interventions on
MJH that will lead to improved health system functioning.
The policy makers will in tum inform facliies and districts
: i T L, “Avaiiabllity of Required Clearance/s T EEET R T 4
T e BT 100 e ) S RRTUR SR L TR EDE, FAmb i . T e T ' = IR I, SR bl o
4.1 Ethical Clearance Yes Provisional sthics | | Pending g ] Iin_l
Clearance Number:
4.2 Clinical Trial Yes NA 1 Pending [ | NO |
Clearance Number: EJ
4.3 Vaccine Trial Yes NA ] Pending | | Eu_&l
Ciearance Number.
4.4 1s conducted In a village led | Yes I | NetApplicable [ @ || NO |
by tribal authority? Date tribal suthority engaged: |£|

Please nots that fhis letter is not an approval tu indertake a study, but s suppont lotter from identified facility/district.
.e. the CBO/District M imawiedges to have been consulted on the sudy
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Declaration by Applicent:

| MeMis/DriPrcfadv._ Busisiwe Precipus Matiwane  agree to sitbmitioresent the result of this study
back 1o the CEQ/Instistion/District

Estimated date of feedback: 2-Aug-24

To e signed by a relevant CEO/District Manrger/Programme Nansgor/Senior inenager in
wipumalengs Provines

Supportec_lzjgﬁ'ﬂﬁiwmﬂ
N
//._%7‘1\__
Signa !JQ Date: 1 2L~ © . 1§
Name: ﬁ\lf Y Lrne e—S‘E L _

A duly signed form can be uploaded on the nhril website by the researcher or
L emailed to;JerrS@mnungpith.oov.za of Thembaii@maubealthoov.za

Plere i thal thes Jeiter s 50! an apnre- gl o enderbaks 2 stedy, b ¢ support lottes foom identified Bacilin: distrct
t e the L bisioct Manapor iidaow ledies fu have been comsiice vn the sudy
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i health e
* WPUMALANGA PROVINCE MPUMALANGA
REPUBLIC OF SOUTH AFRICA FEE FLAEL OF THE Sriene 3%

No.3, G Boul d, Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province
Private Bag X11285, Mbombela, 1200, Mpumalanga Provi
Tel I: 27 (13) 766 3429, Fax: +27 (13) 766 3458

Litke Letemphila Departement van Gesondheid UmMNyango WezeMaphilo

Letter of Support (To be signed by relevant Senior Managers/Responsibility Managers)

1. Study Details
1.4 Nams of Applicant Busisiwe Precious Matiwane
1.2 Contact Number: (0) 748871071 1

1.3 Study Title: \yitiple job holding among public sector medical doctors, professional
nurses and rehabilitation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to Start: 08/2021 End: 0B8/2022
undertake the study:

1.5 Provide summary of the study, study area, and how data will be collected (your
response should 110l be more than the space provided:

Introduction

Multiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-income countries (LMICs), especially those in Africa.
This is also the case in South Africa, where the practice is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Qutside the Public Service
(RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH, and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study will use a discrete
choice experiment (DCE) that is uncommon in MJH studies, and hence wiil contribute to
methodological innovation. The PhD study will inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

The study aims to investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doctors, professional nurses, and
rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,
which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

1. Key Informant Interviews with key informants from across South Africa

2. In-depth interviews with the three categories of health professionals

3. Health professional survey including a discrete choice experiment with the three groups of
health professionals.

Please note that this letter is not an approval to undertake a study, but o support lettor from identified facility/district.
i.c. the CEO/District Manager acknowledges to have been consulted on the study
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2. Resources Required from Facility/Sub-districttCommunity

2.1 Facility Staff Required to
assist with the Study

Yes[ o ]

How many:

Nurses:

Doctors:

Space:

Other, please specify:

HR and HODs to provide
lists of staff on duty

I;

2.2 Patients / Researchers’
Records/Files

Yoo ]

Year: From: To:

NO

2.3 Interviewing Patients/
participants at Facilities

Y08| @ | Interviews with health professionals

2.4 Interviewing Patients/
participants at Home

Yes I_I

R K

2.5 Other, please specify:

A room for the interviews and the survey.

3  Resource flow/benefits to the Provincial Department

3.1 The research is responsive to which National/Provincial/departmental priorityfstrategya’rasearcr

agenda.

» State your response: Management and regulation of moonlighting (multiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Presidential Health Summit highlighted
the need to address negative impact of RWOPS in public sector. The 2030
Human Resources for Health Strategy stressed the need for review of current
RWOPS policy, including regulation and management.

3.2 Resource Flow (Are there
benefits to
Patients/community)

Yes| |

Please list: all potential remedial ideas emanated from
research will be taken up for healthcare practice and policy

i

3.3 Resource Flow (Are there
benefits to Facility/District)

Yes| @ |

Please list: to create a linkage between ali research
stakeholders

The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in turn inform facilities and districts

3

4 Availability of Required Clearaiice’s

4.1 Ethical Clearance Yes Provisional ethics Pending
Clearance Number: l J III ﬁ
4.2 Clinical Trial Yeos NA Pending NO
Clearance Number: | l ]__l |II
4.3 Vaccine Trial Yes NA | | Pending | | ENQQ__J
Clearance Number:
4.4 Is conducted in a village led | Yes [] NotApplicable | @ | I_N_Q_I
by tribal authority? Date tribal authority engaged:

Please note that this letter is not an approval to undertake a study, but a support letter from identified facility/district.
i.e. the CEQ/District Manager acknow ledges to have been consulted on the study
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§ Declaration

Declaration by Applicant:

| Me/Ms/DeProtiddv,_ Busisiwe Precious Matiwane — agres to subsmit/present the result of this study
back to the CEOHnstitution/District, “ !

Estimated date of feedback: 2-Aug-24

To be signed by a _ ! WWW"&W‘“
Mpumalanga Province

=+ _- €A/ coNSTIoON  TUeTT  PERMagsIO N Friom

T Rovnicim, ETHILS  Cdupon et /& SOYGLYy A

& P

Date: ':z,_{}.;r/a_s‘/o_ﬁ;
I Lj

ST M ST AL
PG

BRHIETL RO
03 may 2071
Brrel e

A duly signed form can be uploaded on the nhrd website by ths researcher or
i heaith.gov.z2a o 27t o gl gov .z

Pl =10

Please note that this letier s not an spproval o underiake a stodv, but 3 support Fetier from wdentiffed favitity/district.
iat. the CEQ/District Monager ncknowledges to have been consulicd on ticstudy
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be;_g_i_l_:}l___.______ "’1;_';2\::.,.3.!,_::;

NPUBLC OF SO AFACA MPUMALANGA
No 3 G it Bouh Riverside Park, Ext. 2, Mbombela, 1200, Mpumalanga Province

Ho , F
Private Bag X11285. Mbombela, 1200, Mpumalanga Provines
Tell +27 (13) 766 3429, Fax. +27 (13) 766 2458

“Titike Lelemphilo D {van Gesondheid UmNyango Wezehaphi

1. Study Dstails
11 Name of Applicant Busisiwe Precious Matiwane
1.2 Contact Numbar: {o) 748871071

1.3 Study Title: 1 1tiple job holding among public sector medical doclors, professional
nurses and rehabilftation therapists in Gauteng and Mpumalanga.

1.4 Data collection period to | Start: 08/2021 ~ End: 06/2022
| undertake the study: I

15 Provide summary of the study, atudy area, and how data will b collected youT
response should not be more than the space provided:

Introduction g

Muttiple job holding (MJH) is defined as individuals holding more than one paid job
simultaneously. There are knowledge gaps on the nature and determinants of MJH among
health professionals in low-and-middle-Income countries (LMICs), especially those In Africa.
This is also the case in South Africa, where the praciics is permissible under certain
conditions.

Justification for study

The PhD will generate new knowledge on the Remunerative Work Outside the Public Service
{RWOPS) as a regulatory mechanism for MJH among public sector health professionals, the
prevalence of MJH. and its contributory factors among medical doctors, professional nurses,
and rehabilitation therapists in two South African provinces. The PhD study wilf use a discrets
choice experiment (DCE) that is uncommon in MJH studies, and hence will coniribute to
methodological innovation. The PhD study will Inform health workforce policies or
interventions on MJH that could lead to improved health system functioning.

Study aims

| The study aims 1o investigate the experiences, extent of, contributory factors, and regulation
of multiple job holding among public sector medical doclors, professional nurses, and

rehabilitation therapists in Gauteng and Mpumalanga.

Methodology

The study setting will be 28 public hospitals in Gauteng, and 28 hospitals in Mpumalanga,

¢ which will allow for some geographical comparison. The study consists of three main
components and will use a combination of qualitative and quantitative methods to answer the
research objectives:

| 1. Key Informant Interviews with key informants from across South Africa

| 2. In-depth interviews with the three calegories of health professionals

health professionals. "

‘iHaaIth professional survey including a discrete choice experiment with the thres groups of

Pless nots that this lenier 1 mot & appeosal to undertaki u stady. bu & support bottes fror ideniificd facifity d-srict
ie the CEO Distiict Manager suhtow ldges 10 b e been consulied on the study
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2 Resources Required from Faciity/Sub-distiiciCommunity

2.1 Facility Staff Required to Yes[ @ | &
assist with the Study How many:
Nurses:
Doctors.
| Space:
Other. please specify: HR and HODs to provide
lists of staff on duty
2.2 Patients / Researchers’ Yes NO
Records/Files L
Year: From: To:
2.3 Interviewing Patients/ Yes Interviews with health professionals
participants at Facilities P

2.4 Interviewing Patients/ Yes NO
L]

participants at Home

2.5 Qther, ploase speaify” A room for the interviews and the survey

3 Resource flow/bencdfits to the Provincial Departmant

3.1 The research s responsive to which National/Provincial/departmental priority/strategy/ressarch
agenda. $

» State your response: Management and regulation of moonlighting (multiple job holding) were
recognised as important policy priorities in the 5 year Human resource for Health
strategy for the health sector. The 2018 Presidential Health Summit highfighted
the need to address negative impact of RWOPS in public sector The 2030
Human Resources for Health Strategy stressed the need for review of current

RWOPS policy, including regulation and management n
3.2 Resource Flow (Are there Yes| | :ggl
benefits to Please list all potential remedial ideas emanated from
Patients/community) research will be taken up for healthcare practice and policy
3.3 Resource Flow (Are there Ya[ [ ] 8
benefits to Facility/District) Please list to create a inkage between all research
stakeholders
The PhD study will inform HRH policies or interventions on
MJH that will lead to improved health system functioning.
The policy makers will in turn inform facilities and districts

4 Availabliity of Required Clearance/s

4.1 Ethical Clearance Yes Provisionalethics | | Pending [ 5 |
Clearance Number: - ﬁ

4.2 Clinical Trial Yes NA I ] Pending i I NO
Clearance Number. EI]

4.3 Vaccine Trial Yes NA i ] Pending ] | EE
Clearance Number:

4.4 Is conducted in a village led | Yes T | _NotAppiicable [ & |

by tribal authority? Date tribal authority engaged: ‘f]

Please onte that this letter 15 not an approval (o undortehe a study. Lut 4 support kita from ideatified faciliny ‘dismict.
12 the CTO Distnct Muanager acknowledges 1o have been corsulted on the study
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Annexure 5: Key informant interviews information sheet

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

INFORMATION SHEET FOR KEY INFORMANTS
Introduction and background

Good day. My name is Busisiwe Matiwane; I am a PhD student in the School of Public Health at the
University of the Witwatersrand. I am conducting this research as part of my doctoral studies.

This research study aims to obtain information on the experiences, extent of, contributing factors and
regulation of multiple job holding (also known as dual practice, moonlighting, or Remunerative Work
Outside the Public Sector (RWOPS) among medical doctors, professional nurses, and rehabilitation
therapists in the public health sector. I am requesting your participation as a key informant because you
are a health policy actor and because you have valuable knowledge and experience regarding multiple
job holding.

The interview will last for about 45 minutes and will focus on multiple job holding among health
professionals and the RWOPS policy as a regulatory mechanism for MJH.

The questions are not a test, so there are no right or wrong answers. Your opinions and experiences are
important. My role as an interviewer is to listen and to understand your point of view, but not to pass
judgment. You may refuse to answer any questions that you do not feel comfortable answering. You
may also say that you do not know the answer to a question.

Confidentiality

The information that you give in the interview will be kept confidential. The researchers are independent
and do not work for any health care authority. Only the researcher and the supervisors will know who
has been interviewed. All interviewees will be assigned a code and these codes will be used on the
transcribed interviews. The researcher and the supervisors will only know these codes. I assure you that
all information you provided will be used only for the study. Everything that you say when answering
the questions will be treated as private and confidential. Your name will not be revealed in any written
data or report resulting from the study. The answers given by participants will be combined and analysed
to look for common themes and experiences. The combined information will be written up as a journal
article, which will form part of the PhD thesis.

Consent

The University of the Witwatersrand Human Research Ethics Committee (Medical) has provided ethical
approval for the study. We have also obtained permission from the provincial and hospital authorities.
You will need to provide informed consent to participate in the study. If you are willing to give your
consent and take part, I will appreciate your participation and the information that you are willing to
provide.
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Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to anyone
who participates in the interviews. Similarly, there will be no negative consequences for individuals
who do not want to be interviewed. We will not compensate any participant for taking part in the study.
During the interview, you have the right to decline to answer any questions that make you feel
uncomfortable or to stop the interview at any time. We will adhere to all COVID-19 protocols during
data collection.

Recording the interview

I would like to request your permission to voice-record the interview because I cannot write down all
your answers quickly enough and might miss some important things that you will say in response to
some of the questions that you will be asked if I do not record them. The voice-recordings and notes
will remain confidential and your identity will not be disclosed. The recorded interviews will be
transcribed and transcripts of interviews will bear the code and not the name of the interviewee. These
voice-recordings and transcripts will be kept on a password-protected computer. As per national
requirements, the voice-recordings will be destroyed two years after the publication of the research
findings.

Contact details

I will be happy to answer any question you have about this study. The contact details for the HREC
Chair/ administrator for participants should you wish to direct queries, concerns or complaints regarding
the ethical activities surrounding the study are Prof Clem Penny Tel 011 717 2301, or Ms Z Ndlovu
Administrative Officer 011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have questions
about the research, you may also contact me as the Principal Researcher or the Research Supervisors:

PhD candidate Supervisor Co-supervisor
Ms. Busisiwe Matiwane Professor Laetitia Rispel Dr Duane Blaauw
School of Public Health South African Research Chair  Centre for Health Policy School
of Public Health
University of the School of Public Health
Witwatersrand, Johannesburg o University of the
University of the Witwatersrand, Johannesburg
Phone: +27 74 887 1071 Witwatersrand, Johannesburg
Phone: +27 11-717 3422
Email: Phone: +27 11-717 2043
busisiwe.matiwane@wits.ac.z Email:duane.blaauw(@wits.ac.z
a Email:]aetitia.rispel@wits.ac.z 4
a
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Annexure 6: In-depth interviews information sheet

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

INFORMATION SHEET FOR IN-DEPTH INTERVIEWS
Introduction and background

Good day. My name is Busisiwe Matiwane; I am a PhD student in the School of Public Health at the
University of the Witwatersrand. I am conducting this research as part of my doctoral studies.

This research study aims to obtain information on the experiences, extent of, contributing factors and
regulation of multiple job holding (also known as dual practice, moonlighting or Remunerative Work
outside the Public Sector (RWOPS) among medical doctors, professional nurses and rehabilitation
therapists in the public health sector. I am requesting your participation as a health professional to
provide information on your perceptions and experiences with multiple job holding and the RWOPS
policy.

The interview will last for about 45 minutes and will focus on the extent of the different forms of
MIJH, the reasons for MJH and your experiences with MJH.

The questions are not a test, so there are no right or wrong answers. Your opinions and experiences are
important. My role as an interviewer is to listen and to understand your point of view, but not to pass
judgment. You may refuse to answer any questions that you do not feel comfortable answering. You
may also say that you do not know the answer to a question.

Confidentiality

The information that you give in the interview will be kept confidential. The researchers are independent
and do not work for any health care authority. Only the researcher and the supervisors will know who
has been interviewed. All interviewees will be assigned a code and these codes will be used on the
transcribed interviews. The researcher and the supervisors will only know these codes. I assure you that
all information you provided will be used only for the study. Everything that you say when answering
the questions will be treated as private and confidential. Your name will not be revealed in any written
data or report resulting from the study. The answers given by participants will be combined and analysed
to look for common themes and experiences. The combined information will be written up as a journal
article, which will form part of the PhD thesis.

Consent

The University of the Witwatersrand Human Research Ethics Committee (Medical) has provided ethical
approval for the study. We have also obtained permission from the provincial and hospital authorities.
You will need to provide informed consent to participate in the study. If you are willing to give your
consent and take part, I will appreciate your participation and the information that you are willing to
provide.
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Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to anyone
who participates in the interviews. Similarly, there will be no negative consequences for individuals
who do not want to be interviewed. We will not compensate any participant for taking part in the study.
During the interview, you have the right to decline to answer any questions that make you feel
uncomfortable or to stop the interview at any time. We will adhere to all COVID-19 protocols during
data collection.

Recording the interview

I would like to request your permission to audio-record the interview because I cannot write down all
your answers quickly enough and might miss some important things that you will say in response to
some of the questions that you will be asked if I do not record them. The voice-recordings and notes
will remain confidential and your identity will not be disclosed.

The recorded interviews will be transcribed and transcripts of interviews will bear the code and not the
name of the interviewee. These voice-recordings and transcripts will be kept on a password-protected
computer. As per national requirements, the voice-recordings will be destroyed two years after the
publication of the research findings.

Contact details

I will be happy to answer any question you have about this study. The contact details for the HREC
Chair/ Administrator for participants should you wish to direct queries, concerns or complaints
regarding the ethical activities surrounding the study are Professor Clem Penny Tel 011 717 2301, or
Ms Z Ndlovu Administrative Officer 011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have
questions about the research, you may also contact me as the Principal Researcher or the Research
Supervisors:

PhD candidate
Ms. Busisiwe Matiwane
School of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 74 887 1071

Email:
busisiwe.matiwane@wits.ac.z
a

Supervisor

Professor Laetitia Rispel
South African Research Chair
School of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 11-717 2043

Email:laetitia.rispel@wits.ac.z
a

Co-supervisor
Dr Duane Blaauw

Centre for Health Policy School
of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 11-717 3422

Email:duane.blaauw@wits.ac.z
a
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Annexure 7: Information sheet for the health professionals’ survey

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

INFORMATION SHEET FOR THE HEALTH PROFESSIONALS’ SURVEY
Introduction and background

Good day. My name is Busisiwe Matiwane; I am a PhD student in the School of Public Health at the
University of the Witwatersrand. I am conducting this research as part of my doctoral studies.

This research study aims to obtain information on the experiences of, extent of, contributing factors and
regulation of multiple job holding (also known as dual practice, moonlighting or Remunerative Work
Outside the Public Sector (RWOPS) among medical doctors. professional nurses, and rehabilitation
therapists in the public health sector. I am requesting your participation as a health professional to
provide information on your opinions and experiences with multiple job holding and the RWOPS

policy.

The questionnaire will take you about 25 minutes to complete. and focus on the extent of the different
forms of MJH. reasons for MJH and your stated preferences for various incentives and restrictions
regarding MJH regulation.

The questions are not a test, so there are no right or wrong answers. Your opinions and experiences are
important. You may refuse to answer any questions that you do not feel comfortable answering. You
may also say that you do not know the answer to a question.

Confidentiality

The information that you give in the questionnaire will be kept confidential. The researchers are
independent and do not work for any health care authority. All questionnaires have a study code. The
researcher and the supervisors will only know these codes. I assure you that all information you
provided will be used only for the study. Everything that you say when answering the questions will be
treated as private and confidential. Your name will not be revealed in any written data or report resulting
from the study. The answers given will be analysed and reported as group data. The combined
information will be written up as a journal article, which will form pait of the PhD thesis.

Consent

The University of the Witwatersrand Human Research Ethics Committee (Medical) has provided ethical
approval for the study. We have also obtained permission from the provincial and hospital authorities.
You will need to provide informed consent to participate in the study. If you are willing to give your
consent and take part, I will appreciate your participation and the information that you are willing to
provide.

Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to anyone
who participates in the survey. Similarly, there will be no negative consequences for individuals who
do not want to participate in the survey. We will not compensate any participant for taking part in the
study. You have the right to decline to answer any questions that make you feel uncomfortable or to
stop the survey at any time. We will adhere to all COVID-19 protocols during data collection.
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Contact details

I will be happy to answer any question you have about this study. The contact details for the HREC
Chair/ Administrator for participants should you wish to direct queries, concems or complaints
regarding the ethical activities surrounding the study are Prof Clem Penny Tel 011 717 2301, orMs Z
Ndlovu Administrative Officer 011 717 2700/1234/1252 zanele.ndlovu@wits.ac.za. If you have
questions about the research, you may also contact me as the Principal Researcher or the Research

Supervisors:
PhD candidate
Ms. Busisiwe Matiwane
School of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 74 887 1071

Email:
busisiwe.matiwane@wits.ac.z

Supervisor

Professor Laetitia Rispel
South African Research Chair
School of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 11-717 2043

a

Email:laetitia.rispel@wits.ac.z

Co-supervisor
Dr Duane Blaauw

Centre for Health Policy School
of Public Health

University of the
Witwatersrand, Johannesburg

Phone: +27 11-717 3422

Email: duane.blaauw(@wits.ac.z
a

If you agree to participate, I would ask that you please indicate that electronically before the

commencement of the survey.
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Annexure 8: Consent forms for key informant interviews

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

CONSENT FORM FOR KEY INFORMANT INTERVIEW

I have been given the information sheet on the study entitled: Multiple job holding among public sector
medical doctors, professional nurses and rehabilitation therapists in Gauteng and Mpumalanga. |
have read and understood the Information sheet and all my questions have been answered satisfactorily.

I understand that the researcher involved in this project will make every effort to ensure confidentiality
and that my name will not be used in the thesis and that comments that I make will not be reported back
to anybody else.

I understand that it is up to me whether or not I would like to participate in the interview and that there
will be no negative consequences if | decide not to participate. I also understand that I do not have to
answer any questions that [ am uncomfortable with and that I can stop the interview at any time. My
refusal to participate will in no way prejudice me.

I confirm that I have been given telephone numbers that I may call if | have any questions or concerns
about the research.

Participant’s signature: Date:

Interviewer’s signature: Date:

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

CONSENT FORM TO RECORD KEY INFORMANT INTERVIEW

I have been given the information sheet on the study entitled: Multiple job holding among public sector
medical doctors, professional nurses and rehabilitation therapists in Gauteng and Mpumalanga. 1
have read and understood the Information sheet and all my questions have been answered satisfactorily.

I understand that I can decide whether or not the interview should be voice recorded and that there will
be no consequences for me if I do not want the interview to be recorded. I understand that information
from the voice recordings will be transcribed and transcripts will be given a code and my name will not
be mentioned. [ understand that if the discussion is voice recorded, the voice recording will be destroyed
two years after the publication of the findings.

I understand that I can ask the person interviewing me to stop the voice recording and to stop the
interview altogether, at any time.

Participant’s signature: Date:

Interviewer’s signature: Date:
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Annexure 9: Consent forms for in-depth interviews

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

CONSENT FORM FOR HEALTH PROFESSIONALS IN-DEPTH INTERVIEWS

I have been given the information sheet on the study entitled: Multiple job holding among public sector
medical doctors, professional nurses and rehabilitation therapists in Gauteng and Mpumalanga. 1
have read and understood the Information sheet and all my questions have been answered satisfactorily.

I understand that the researcher involved in this project will make every effort to ensure confidentiality
and that my name will not be used in the thesis and that comments that I make will not be reported back
to anybody else.

I understand that it is up to me whether or not I would like to participate in the interview and that there
will be no negative consequences if I decide not to participate. I also understand that I do not have to
answer any questions that I am uncomfortable with and that I can stop answering the questionnaire at
any time. My refusal to participate will in no way prejudice me. I have been given telephone numbers
that I may call if [ have any questions or concerns about the research.

Participant’s signature: Date:

Researcher’s signature: Date:

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

CONSENT FORM TO RECORD THE IN-DEPTH INTERVIEW

I have been given the information sheet on the study entitled: Multiple job holding among public sector
medical doctors, professional nurses and rehabilitation therapists in Gauteng and Mpumalanga. 1
have read and understood the Information sheet and all my questions have been answered satisfactorily.

I understand that I can decide whether or not the interview should be voice recorded and that there will
be no consequences for me if I do not want the interview to be recorded. I understand that information
from the voice recordings will be transcribed and transcripts will be given a code and my name will not
be mentioned. [ understand that if the discussion is voice recorded, the voice recording will be destroyed
two years after the publication of the findings.

I understand that I can ask the person interviewing me to stop the voice recording and to stop the
interview altogether, at any time.

I consent voluntarily for the researcher to record the interview.

Participant’s signature: Date:

Interviewer’s signature: Date:
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Annexure 10: Electronic consent form for the Health professionals’ survey

Page 1

Survey on multiple job holding (RWOPS) among health
professionals

Good day. My name is Busisiwe Matiwane; | am a PhD student in the School of Public Health at the University of the
Witwatersrand. As part of my doctoral studies, | am conducting a survey on multiple job holding (MJH-also known as
dual practice, moonlighting or Remunerative Work Outside the Public Sector (RWOPS) among medical doctors,
professional nurses and rehabilitation therapists in the public health sector. The questions focus on the extent of, and
the different forms of MJH, reasons for MJH and your preferences for jobs with different MJH incentives and
restrictions.

| am requesting your voluntary participation in the survey, which will take about 20 minutes to complete. Your
responses are anonymous and confidential, and there are no personal identifiers. The survey is divided into sections,
you need to complete each section to move to the next section, you can go back to previous sections, but once the
survey has been submitted you can no longer view the survey.

STATEMENT OF CONSENT

| acknowledge that there are no benefits for survey participation nor penalties for declining participation.

| agree voluntarily to complete the survey.

O Yes
() No
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Annexure 11: List of policy documents and guidelines

RWOPS Legislative framework from the Department of Public Service and Administration

(DPSA)

e Public Service Act, 1994

e Public Service Regulation, 2016

e Public Service Amendment Regulation, 2023

RWOPS directives and guidelines

e Public Service Regulations of 1999 - Code of Conduct for Public Servants. 01 July 1999.

e Public Sector Integrity Management Framework. 2013.

e Directive on other remunerative work outside the employee’s employment in the relevant
department as contemplated in section 30 of the Public Service Act, 1994. 1 November 2016

e Guide on managing other remunerative work in the public service. June 2020.

e Directive on other remunerative work outside the employee’s employment in the relevant
department as contemplated in section 30 of the Public Service Act, 1994. 21 February 2024

Financial disclosure directives and guidelines

e Directive on the form to be used by members of senior management and head of department to
disclose their financial interests 1 January 2018

e Directive of other categories of designated employees to disclose their financial interests and
directive form date & financial interests to be declared. June 2021.

e Procedures for assessing and using the eDisclosure system

Public Service Commission 2004

e Remunerative work outside the public service — an investigation undertaken in the Gauteng
Provincial Health Sector.

DPSA RWOPS reports

e Report on the implementation of the directive on other remunerative work in the public service.
01 April 2017 — 31 January 2018.

e Report on the implementation of the directive on other remunerative work in the public service.
01 February 2018 — 31 January 2019.

e Report on the implementation of the directive on other remunerative work in the public service.
01 February 2019 — 31 January 2020.

e Report on the implementation of the directive on other remunerative work in the public service.
01 February 2020 — 31 January 2021.

e 01 February 2021 — 31 January 2022 — no report.

e Report on the implementation of the directive on other remunerative work in the public service.
01 February 2022 — 31 January 2023.

Provincial policies and guidelines

e Gauteng Province: Personnel circular minute 41 of 2020 — approval guide on managing other
remunerative work in the public service. 30 June 2020.

e Mpumalanga Province: Remunerative work outside the public service policy (RWOPS). 23
August 2019.

Board of Healthcare Funders (BHF)

e Application form
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Annexure 12: Interview guide for key informant interviews
INTERVIEW GUIDE FOR KEY INFORMANTS

¢ Organisation/Department:

¢ Position/Designation:

e Date of interview:

For office use:

Participant code:

Date of interview:

Results code:

01=Completed, 02=Respondent not available, 03 =Respondent refused, 04 =Partially completed
05 = Other

NB:

Circle all that apply

Write information required on the space provided

This interview schedule serves as a guide to explore MJH among key informants

e MULTIPLE JOB HOLDING-CONTEXT AND EXPERIENCE

As you may know, multiple job holding (MJH) is defined as individuals holding more than one paid
job simultaneously. Some people call it moonlighting, dual practice or RWOPS, although I recognise
that these concepts are not the same. My study focuses on MJH among medical doctors, professional
nurses and rehabilitation therapists. I will refer to them as health professionals unless I want to ask about
a specific group.

1. Could you share with us your knowledge or experience of multiple job holding among health
professionals in South Africa?
Probe on:
1.1. The differences among medical doctors, professional nurses, rehabilitation therapists?
1.2.Is MJH common in your province or hospital?

2. In your opinion:
1. What are the factors that influence the practice of MJH among these health
professionals?
Probe on:
Financial and non-financial factors
Organisational factors (health system)
Occupational factors (category of the health professional, speciality
Environmental factors (working conditions)
Individual factors (age, gender, number of dependents)

hods W b

3. In your opinion:
3.1. What are the different forms or types of MJH that exist among the three categories of
health professionals?
Probe on:

e Type of private practice /business
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1. POLICY AND REGULATION

I would like to ask you about the RWOPS policy as a regulatory mechanism. As you know, Section 30
of the Public Service Amendment Act makes provision for remunerative work outside the public service
(RWOPS). if the relevant authority has given prior approval.

1. What are your views or perspectives on the RWOPS policy as a regulatory mechanism for MJH?
Probe on:

1.1. Clarity of legislation?

1.2. Implementation or enforcement of the policy?

1.3. The behaviour of health professionals?

1.4. Evaluation and monitoring of the policy?

1.S5. What could be done to strengthen or improve RWOPS as a regulatory mechanism?

2. Is there a national policy on RWOPS in the health system to give effect to Section 30 of the Public
Service Amendment Act?
Probe:
2.1. Are there provincial policies (For the person at national)?
2.2. Ts there a provincial policy (For provincial person)?
2.3. Is there a hospital policy (For the person at the hospital level)?

3. Has there been any review of the RWOPS policy in your province (or hospital)?
Probe:

3.1. Are there any reports (national, hospital or department level)?
3.2. Are there any audits (hospital or department level)?

4. Are there other possible regulatory or management mechanisms for MJH among health
professionals?
Probe on:
4.1. Human resource policies that need to be developed?
4.2. Management?

5. What are the factors that would discourage or prevent health professionals from engaging in MJH?

6. In your opinion, what are the pros and cons of MJH?
6.1. Individual health professional level?
6.2. Health System level?
6.3. Impact on service delivery

|

. In your opinion:
7.1. Did Covid-19 affect multiple job holding?
Probe on:
Increase or decrease engagement in MJH?
Create opportunities for MJH

8. Are there any other comments that you wish to make about MJH, RWOPS or regulation?

Thank you very much
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Annexure 13: Interview guide for in-depth interviews

INTERVIEW GUIDE FOR THE IN-DEPTH INTERVIEWS

Province: Age: DDIMM/YYYY
District: Gender:
Hospital name:

NB:

For office use
Participant number:
Date of interview:
Results code:

01 = Complete, 02 = Respondent not available, 03 = Respondent refused, 04 = Partially completed,
05 = other

Circle all that apply

Write the information required on the space provided

This interview schedule serves as a gnide to explore MJJH among the health professionals

A. MULTIPLE JOB HOLDING-CONTEXT AND EXPERIENCES

As you may know, multiple job holding (MTH) is defined as individuals holding more than one paid job
simultaneously. Some people call it moonlighting, dual practice or RWOPS, although I recognise that these
concepts are not the same. My study focuses on MJH among medical doctors, professional nurses and
rehabilitation therapists. I will refer to them as health professionals unless I want to ask about a specific

group.

1. Can you tell me about your job here at the facility?
o Probe on:

Position at the facility

Time at the facility and in the current post
Department where you work.

Hours of work, shifts, standard overtime

2. I understand that you also have other paid jobs, in addition to your main job here. Is that correct? Can
you tell me a bit more about your other jobs?
o Probe on:

When did you start doing RWOPS? What made you start?

Number of paid jobs

Location of work/sector

Type of work

Flexible work schedule

Distribution of total working hours over jobs, when - during core hours or after hours
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3. What are your main reasons for having other jobs?
o Probe on:
= Most important reasons. other motivations?
» Fmancial, non-financial, organisational, occupational, environmental or individual
reasons?
= If the respondent mentions a financial reason
» What is it a financial necessity for them or was it more about enjoying the extra income
or more about providing room for creativity with professional skills?
» If it was a financial necessity, what was the necessity?
» Have their expectations been met in their second job (actually earn more money. have better
equipment, fulfilling their creativity, etc.)
= Did anything change concerning your reasons for MJH over time?

4. What are your experiences with having multiple jobs?
o Probe on:
= Advantages or disadvantages
= Satisfaction or dissatisfaction
= Impact on service delivery?
=  What has changed over time?

5. Tell me about the other medical doctors/professional nurses/rehabilitation therapists that you work
with. Do they also have other additional paid jobs?
o Probe on:
= How common is the practice of MTH?
= How do they distribute their time between the two jobs/additional jobs?
= Do they do the same types of work in other jobs?
= What other types of private work are common?

6. Do you think RWOPS is a good policy?
o Probe on:
= Why or Why not?
= Their experiences and attitudes towards the RWOPS policy
= How does it affect service delivery? How can this be better managed?

* What could be done to improve the policy? Does it need to be stricter or more flexible?
= Have they applied for RWOPS for their additional jobs?

7. One of the reasons for the RWOPS policy is about keeping health professionals in the public sector.
In other words, if you were not allowed to do RWOPS you might leave for the private health sector. Is
that true for you?

o Probe on:
= Has RWOPS made you stay in public? Would you leave if RWOPS was stopped?
= Have they considered moving to the private sector completely?
= Why do you stay in their primary public sector job?
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8. What changes would need to be made in your public sector job to stop you from having other private
Jobs?
o Probe on:
= Would they ever really stop private work?
= Ask about interventions related to their motivations for the second job mentioned before.
= Possible incentives and likely effectiveness:
¢ More pay: how much?
¢ Doing more paid overtime in the same facility?
¢ Additional benefits and allowances? Which ones?
e Professional development activities: what, how often?
e Additional training opportunities: what, how often?
¢ Better working conditions, managers, equipment: what could be done in the public health
sector?
e Other?

9. How has Covid-19 affected opportunities or your engagement in MJH?
=  Probe: it increased or decreased opportunities for your engagement in MJH?

10. Is there anything else you would like to add regarding MJH, RWOPS or RWOPS policy?

Thank you very much
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Annexure 14a: Multi-stage sampling strategy

MULTI-STAGE SAMPLING APPROACH

Different sampling strategy for rehabilitation therapists

28 Gauteng province 28 Mpumalanga province

«—————— 56 Public hospitals

public lI'n:aspita Is public hospitals
Five district hospitals Six district hospitals
Two regional hospitals Three regional hospitals
Two tertiary hospitals Two tertiary hospitals
Two central hospitals 1
Randon'{ selection of Random selection of
wards wards
| |
Selection of all eligible Selection of all eligible Selection of all eligible
doctors and nurses rehabilitation therapists doctors and nurses

Annexure 14b Selection of health professionals at each hospital category in Gauteng and Mpumalanga

Gauteng Mpumalanga
Hospital No. of No. of No. of No. of No. of No. of
category medical professional rehabilitation medical professional rehabilitation
doctors nurses therapists doctors nurses therapists
GP: 5 District 14 per 13 per 16 per 14 per
MP: 6 District  hospital hospital hospital hospital
District Total 70 65 59 96 84 51
GP: 2 Regional 35 per 32 per 31 per 28 per
MP: 3 Regional hospital hospital hospital hospital
Regional Total 70 64 59 93 84 51
GP: 2 Tertiary 35 per 32 per 46 per 42 per
MP: 2 Tertiary  hospital hospital hospital hospital
Tertiary Total 70 64 59 92 84 51
GP: 2 Central 35 per 32 per - -
hospital hospital
Central Total 70 64 59 - - -
Grand total 280 257 236 281 252 153
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Annexure 15: Self-administered questionnaire

I

Survey on multiple job holding (RWOPS) among health o
professionals

Good day. My name is Busisiwe Matiwane; | am a PhD student in the School of Public Health at the University of the
Witwatersrand. As part of my doctoral studies, | am conducting a survey on multiple job holding {MJH-alsc known as
dual practice, moonlighting or Remunerative Work Outside the Public Sector {RWOPS) among medical doctors,
professional nurses and rehabilitation therapists in the public health sector. The questions focus on the extent of, and
the different forms of MJH, reasons for MJH and your preferences for jobs with different MJH incentives and
restrictions.

I am requesting your voluntary participation in the survey, which will take about 20 minutes to complete. Your
responses are ancnymous and confidential, and there are no personal identifiers. The survey is divided into sections,
you need to complete each section to move to the next section, you can go back to previous sections, but once the
survey has been submitted you can no longer view the survey.

STATEMENT OF CONSENT

| acknowledge that there are no benefits for survey participation nor penalties for declining participation.
| agree voluntarily to complete the survey.

() Yes
() No
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SECTION A: DEMOGRAPHIC INFORMATION

What is your gender?

) Male
) Female
() Other

What is your age? {in years)

In which month where you bom?

(1 January, March or May
() February, April or June
) July, September or November,
() August, October or December

YWhat is your mantal status?

(] Single

(1 Married/living with long-term partner
() Divorced/Separated

) Widowed

Do you have children?

] Yes
() No

How many children do you have?

How many individuals are you supporting financially?
{Includes wour own children, spouse,
parents, in-laws, siklings' children)

{If nane, put 0)

YWere you born in South Africa?

) Yes
) No

YWhich is your country of kirth?

15-03-2023 10:52

projectredcap. org

REDCap
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SECTION B: CURRENT EMPLOYMENT

Category of health professional

) Medical doctor
) Professional nurse
() Rehakilitation therapist

In which year did you qualify as a medical doctor?

{¥ear )

In which year did you qualify as a professional nurse?

In which year did you qualify as a rehakilitation
therapist?

Did you complete your studies in South Africa?

) Yes
) No

If not, in which country did you complete your
studies?

Have you completed any specialist training?

() Yes
() No

In which year did you qualify as a specialist?

This date is incorrect. Your year of speciality is before your year of gualification.

15-03-2023 10:52

projectredcap. org

REDCap
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Paga 4

YWhich specialisation do you hold?

() Anaesthesia

() Cardicthoracic Surgery

() Clinical Pharmacology

() Dermatology

") Emergency Medicine

() Fammily Physician

() Forensic Pathology

() Maxillo-Facial and Oral Surgery
() Medical Genetics

() Neurclogy

() Neurosurgery

(7)) Nuclear Physician

(C) Obstetricians and Gynaecology
() Ophthalmology

(") Orthopaedic Surgery

() Otorhinelaryngology

() Paediatric Surgery

) Paediatrics

() Pathology

(1 Physician

() Plastic Surgery

(") Psychiatry

) Public Health Medicine

() Radiation Oncology

() Radiglogy

(] Sport and Exercise Medicine
() Surgery

() Urology

) Cther?

YWhich specialisation do you hold?

() Child Nursing

() Community Health Nursing

() Critical Care Nursing {Adult)

() Critical Care Nursing {Child)

() Emergency Nursing

() Forensic Nursing

(_) Health Service Management

(] Infection Prevention and Control Nursing
() Mental Health Nursing

() Midwifery

() Nephrology Nursing

) Mursing Education

() Occupational Health Nursing
()] Onceology and Palliative Mursing
() Ophthalmic Nursing

() Orthopaedic Nursing

() Peripperative Nursing

() Prirmary Care Nursing

() Other?

Do you have profession-specific speciality?

() Yes
) No

If yes, what is it?

15-03-2023 10:52

projectredcap. org
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Are you the head of department?

) Yes
() No

In which department or division of the hospital do you work?

(1 All {district hosgital)

() Anaesthesia

() Emergency Medicine/ Casualty
) Internal Medicine

() Intensive Care Unit

() Neurgsurgery

() Obstetricians and Gynaecology
() Ophthalmology

) Orthopaedic Surgery

() Otorhinelaryngology

() Paediatrics

() Psychiatry

(1 Radiclogy and Radiography

() Surgery

) Other?

In which department or division of the hospital do you work?

() Adult Intensive Care Unit

(C] Emergency department / Casualty
() Matemity ward

() Medical ward

() Occupational health

() Orthopaedic ward

() Qutpatient department

() Paediatrics
() Psychiatric ward
() Surgical ward
{0) Theatre

() Other?

Do you have a Board of Health Care Funders practice number?

] Yes
) No

Are you currently registered with an empleyment recruitment agency?

) Yes
) No

Are you currently registered with a nursing agency?

() Yes
() No

15-03-2023 10:52 projectredcap. org
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SECTION C: CHOICE TASK

Choice task order

Choice task instructions

In this section, | want to try to understand different aspects of public health sector jobs that are important to you.
Imagine that the Department of Health has adwvertised two jobs and that you have to choose between them. You will
see that each job offers different advantages and disadvantages. You must indicate which job you would choose by
ticking the appropriate box below the job descriptions. You can also choose neither of the jobs on offer.

The two hypothetical public health sector joks differin:
Attributes

Descriptions

1. Employment contract

5/8 post: 5 working hours per day with overtime not paid

8 working hours per day with overtime not paid

8 warking hours per day with paid overtime offered for 8 hours/week
8 working hours per day with paid overtirme offered for 16 hours/week

2. Current salary

No salary increase: The salary remains the same
25% increase in salary in the post offered
50% increase in salary in the post offered
75% increase in salary in the post offered
3. Clirr:ical practice environment - Shortages: staff, drugs, equipment and infrastructure are not accessible and
enoug

Sub-optimal: inferior/poor quality

Availakility: Staff, drugs, equipment and infrastructure are accessible and enough

Good: superiorfexcellent quality
4. RWOPS conditions - RWOPS prohikited: You are not allowed to do RWOPS
You have permission to do RWOPS after hours for only 8 hours/week
You have permission to do RWOPS after hours for only 16 hours/weelk

15:03-2068Y Mewe permission to do RWOPS during working hours for only 8 hoursfwe el gro wide g that you&EDtap"
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done and are available when needed

5. Hospital management - The hospital management does not have the necessary skills to manage RWOPS in
the hospital.

The hospital management has the necessary skills to manage RWOPS in the hospital.

Please note, the salary is the current salary or increase above the current salary for the post offered. So a 25%
salary increase in a 5/8 post would ke a 25% increase in the current salary for a 5/8 job, not a 25% increase for a
full-time post.

You can assumae that other characteristics of the joks not mentioned in the above list are the same for both jobs,

Choice task

» There will be 9 questions with two job choices {Job 1 and Job 2} for each question.

» Indicate which of the two jobs you would choose for each question by ticking the appropriate box.
* Please answer all 9 questions.

= There are no right or wrong answars,

+ A sample question is shown on the next page.
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Sample choice task

This is an example on how to complete the choice task, to select a job, please click on the
appropriate box below your preferred job. Should you want to select a different job then click
reset and select another job. If you are not clear about any aspect of the choice task you can
go back to the previous page to confirm before proceeding with the proper choice task.

Please note that if there is an empty page after completion of the choice task section, kindly
click on the next page to continue with the survey.

Example question: Which of these two public health sector jobs would you choose? Please
complete this sample choice task.

Job Characteristics
Job1
Job 2

Meither
1. Employment contract

Full-time post with no paid overtime

5/8 post with no paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Awvailability of staff, drugs, equipment and infrastructure result in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4, Conditions for RWOPS
RIWOPS prohibited

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week.

5. Hospital management
Sub-optimal management, unakle to manage RWOPS in the hospital

Sub-optimal management, unakle te manage RWOPS in the hospital

Which job would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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If you could only choose between the two jobs, which job would you choose?

15-03-2023 10:52 projectredcap. org
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Question 1: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
75% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to

patients

Awvailability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to

patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed during working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which job would you choose?

15-03-2023 10:52 projectredcap. org

REDCap
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Question 2: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
No salary increase

75% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 3: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

Full-time post with no paid overtime

2. Current salary
No salary increase

25% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 4: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
75% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 5: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
50% salary increase

75% salary increase

3. Cinical practice environment
Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of subk-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed during working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours perweek

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which job would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 6: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 7: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with no paid overtime

2. Current salary
50% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"
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Question 8: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
No salary increase

75% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

RWOPS prohibited

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 9: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
75% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 1: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
No salary increase

75% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

RWOPS prohibited

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 2: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with no paid overtime

2. Current salary
50% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 3: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 4: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
50% salary increase

75% salary increase

3. Cinical practice environment
Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of subk-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed during working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours perweek

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which job would you choose?
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Question 5: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
75% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 6: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

Full-time post with no paid overtime

2. Current salary
No salary increase

25% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 7: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
No salary increase

75% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 8: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
75% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to

patients

Awvailability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to

patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed during working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which job would you choose?
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Question 9: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
50% salary increase

75% salary increase

3. Cinical practice environment
Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of subk-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed during working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours perweek

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which job would you choose?
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Question 1: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
25% salary increase

75% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 2: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
No salary increase

50% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 3: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
75% salary increase

25% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 4: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"

282



fage 32

Question 5: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with no paid overtime

2. Current salary
25% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?

15-03-2023 1052 projectredeap.ory &EDCap"

283



fage 33

Question 6: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
25% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 7: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

Full-time post with no paid overtime

2. Current salary
75% salary increase

No salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 8: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
25% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

RWOPS prohibited

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 9: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 1: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
25% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

RWOPS prohibited

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 2: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

Full-time post with no paid overtime

2. Current salary
75% salary increase

No salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 3: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 8 hoursfweek paid overtime

2. Current salary
25% salary increase

No salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 16 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 4: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with no paid overtime

2. Current salary
25% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 5: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with no paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
50% salary increase

25% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 6: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 16 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
75% salary increase

25% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 7: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

Full-time post with 16 hoursfweek paid overtime

2. Current salary
No salary increase

50% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
RWOPS prohibited

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

5. Hospital management
Sub-optimal management, unakle te manage RWOPS in the hospital

Competent management, able to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 8: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

Full-time post with 8 hoursfweek paid overtime

5/8 post with no paid overtime

2. Current salary
25% salary increase

75% salary increase

3. Cinical practice environment

Availakility of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

Shortages of staff, drugs, equipment and infrastructure result in the provision of sub-optimal health care to patients

4. Conditions for RWOPS
Approved RWOPS allowed, but only after working hours and limited te 16 hours per week

Approved RWOPS allowed, but only after working hours and limited to 8 hours per week

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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Question 9: Which of these two public health sector jobs would you choose?

Job Characteristics
Jeb1
Job 2

Neither
1. Employment contract

5/8 post with no paid overtime

Full-time post with no paid overtime

2. Current salary
25% salary increase

50% salary increase

3. Cinical practice environment

Shortages of staff, drugs, equipment and infrastructure result in the provision of suk-optimal health care to patients

Availability of staff, drugs, equipment and infrastructure results in the provision of good quality health care to
patients

4. Conditions for RWOPS

Approved RWOPS allowed dunng working hours but limited to 8 hours per week

RWOPS prohibited

5. Hospital management
Competent management, able to manage RWOPS in the hospital

Sub-optimal management, unakle to manage RWOPS in the hospital

Which job would you choose?

If you could only choose between the two jobs, which jokb would you choose?
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SECTION D: OVERTIME

In the past 12 months have you done overtime at this hospital?

) Yes
) No

YWhat type of commuted overtime are you currently doing?

() Group B: between 4 and 8 hours per week
() Group C: between 9 and 12 hours a week

() Group D between 13 and 20 hours per week
) Group E: more than 20 hours a week

Did you do overtime in the past manth?

) Yes
() No

In the past month, how many hours of overtime did you
work in total?

In which department of the hospital did you do the overtime in?

(71 All {district hosgital)

() Anaesthesia

() Emergency Medicine/ Casualty
() Internal Medicine

() Intensive Care Unit

() Neurgsurgery

() Obstetricians and Gynaecology
() Ophthalmolegy

() Orthopaedic Surgery

() Oterhinclaryngology

() Paediatrics

() Psychiatry

() Radiclogy and Radicgraphy

(J Surgery

) Other?

In which department of the hospital did you do the overtime in?

() Adult Intensive Care Unit

() Emergency department / Casualty
() Matemity ward

) Medical ward

() Orthopaedic ward

() Outpatient department

() Paediatrics
() Psychiatric ward
() Surgical ward
) Theatre

) Cther?

15-03-2023 1052 projectredeap.ory ﬁEDCap"
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In which department of the hospital did you do the overtime in? - Please select all that apply

[ Adult Intensive Care Unit
[ Medical ward

[ Necnatal 1CU

[ Orthopaedic ward

[ Paediatric ICU

[ Surgical ward

[ Other?

Did your overtime hours increase because of Covid-197

() Yes
1 No

15-03-2023 10:52 projectredcap. org
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SECTION E: MULTIPLE JOB HOLDING (M]H)

In this section, | would like to ask you about other paid jobs that you might have, in addition
to your primary postfjob in the public health sector {i.e. at this hospital). The other job (5]
could be clinical (i.e. direct patient observation and/or treatment in your private practice,
working in a private hospital or working in another public hospital) or non-clinical {e.g. selling
products, consultancy, paid research etc.)

In the past 12 months have you had an additional job {in addition to your primary job)?

() Yes
1 No

How many additional jobs do you currently have?

{How many additional jobs? {in numbers))

Did you work more in your additional jobk{s) because of Covid-197

) Yes
() No

Did you start your additional jobk{s) because of Covid-197

() Yes
) No

15-03-2023 1052 projectredeap.ory ﬁEDCap"
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SECTICH F: EXTENT AND FORMS/TYPES OF MULTIPLE JOB HOLDING
In this section, | want you to tell me more about each of your additional jobs.

Please note:

- Clinical work: work related to direct patient cbservation andfor treatment (locum, working in

a practice or hospital)

- Non-clinical: work not related to direct patient observation and/or treatment { academia,

consultancy, selling products)

Name of Job 1

{ {e.g. Private practice, locum, nursing agency,

paid research, sales, speaker))

YWhat is the nature of the additional Job 17

) Clinical
) Non-dlinical

YWhen did you start this additional Job 17

{Year )

YWhere is the additional Jok 1 located?

() Same province
() Different province

In this additional Jok 1, are you self-employed?

) Yes
() No

Where do you work? {Clinical job) Select all that apply - Job 1
{Select all that apply)

[ A private hospital

[ Client's home {heme visits)

[J Your consulting rooms inside a private hospital
[ ¥our consulting rooms cutside a private hospital
[ Other?

15-03-2023 10:52 projectredcap. org
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Where do you work? {Clinical job) Select all that apply - Job 1
{Select all that apply)

[J A private hospital

[ dient's home {home yisits)

[ Consulting rooms owned by colleagues inside a private hospital
[ Censulting rooms owned by colleagues outside a private hospital
[J Medico-legal

[] Occupational health

[ Telemedicine

[ Gther?

YWhere do you work? {Non-clinical job) - Jola 1
{Select all that apply)

) Educational and academia {lecturing, training, examiner, tutoring)
() Phlebotomy
() Work unrelated to your health profession {freelance artist, beauty, gifting, sales)

() Other?

How often do you get paid? ) Weekly
) Every second week
< Monthly

) Per consultation/ session

Did you work at this additional Jok 1 last month?

] Yes
() No

How many hours did you work last month?

{Hours include weekends)

15-03-2023 10:52 projectredcap. org
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ADDITIONAL JOB 2

Name of Job 2

{{e.g. Private practice, locum, nursing agency,

sales))
YWhat is the nature of the additional Job 27
() Clinical
() Non-dlinical
YWhen did you start the additional Jok 27
{Year )

YWhere is the additional Jok 2 located?

() Same province
(") Different province

In this additional Jobk 2, are you self-employed?

() Yes
) No

Where do you work? {Clinical job) Select all that apply - Job 2
{Select all that apply)

[J A private hospital

[ Client's home {hame visits)

[ Your consulting rooms inside a private hospital
[ Your consulting rooms outside a private hospital
[ Other?

Where da you work? {Clinical job) Select all that apply - Job 2
{Select all that apply)

[J A private hospital

[ dient's home {home visits)

[ Consulting rooms owned by colleagues inside a private hospital
[ Consulting roems owned by colleagues cutside a private hosgital
[J Medico-legal

[] Occupational health

[ Telemedicine

[ Other?

YWhere do you work? {Non-clinical job) - Joby 2
{Select all that apply)

(C) Educational and academia {lecturing, training, examiner, tutoring)

() Phlebotomy

() Work unrelated to your health profession {freelance artist, beauty, gifting, sales)
() Other?

How often do you get paid? - Job 2 ) Weekly
) Every second week
7 Monthly
{_) Per consultation/session

15-03-2023 10:52 projectredcap. org
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Did you work at this additional Jok 2 last month?

) Yes
() No

How many hours did you work last month? - Job 2

{Hours include weekends)

15-03-2023 10:52 projectredcap. org
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ADDITIONAL JOB 3

Name of Job 3

{{e.g. Private practice, locum, nursing agency,

sales))
YWhat is the nature of the additional Job 37
() Clinical
() Non-dlinical
YWhen did you start the additional Jok 37
{Year )

YWhere is the additional Jok 3 located?

() Same province
(") Different province

In this additional Jobk 3, are you self-employed?

() Yes
) No

Where do you work? {Clinical job) Select all that apply - Job 3
{Select all that apply)

[J A private hospital

[ Client's home {hame visits)

[ Your consulting rooms inside a private hospital
[ Your consulting rooms outside a private hospital
[ Other?

Where da you work? {Clinical job) Select all that apply - Job 3
{Select all that apply)

[J A private hospital

[ dient's home {home visits)

[ Consulting rooms owned by colleagues inside a private hospital
[ Consulting roems owned by colleagues cutside a private hosgital
[J Medico-legal

[] Occupational health

[ Telemedicine

[ Gther? {cther_form_work_clini_3a}l

If other, please specify - Job 3

YWhere do you work? {Non-clinical job) - Jolz 3
{Select all that apply)

) Educational and academia {lecturing, training, examiner, tutoring)

() Phlebotomy

() Work unrelated to your health profession {freelance artist, beauty, gifting, sales)
() Other?

15-03-2023 10:52 projectredcap. org
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How often do you get paid? - Job 3 ) Weekly
{3 Every second week
) Monthly
{7y Per consultationf session

Did you work at this additional Job 3 last month?

() Yes
() No

How many hours did you work last month? - Job 3

{Hours include weekends)

15-03-2023 10:52 projectredcap. org
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ADDITIONAL JOB 4

Name of Job 4

{{e.g. Private practice, locum, nursing agency,

sales))
YWhat is the nature of the additional Job 47
() Clinical
() Non-dlinical
YWhen did you start the additional Job 47
{Year )

YWhere is the additional Jok 4 located?

() Same province
(") Different province

In this additional Jobk 4, are you self-employed?

() Yes
) No

Where do you work? {Clinical job) Select all that apply - Job 4
{Select all that apply)

[J A private hospital

[ Client's home {hame visits)

[ Your consulting rooms inside a private hospital
[ Your consulting rooms outside a private hospital
[ Other?

Where da you work? {Clinical job) Select all that apply - Job 4
{Select all that apply)

[J A private hospital

[ dient's home {home visits)

[ Consulting rooms owned by colleagues inside a private hospital
[ Consulting roems owned by colleagues cutside a private hosgital
[J Medico-legal

[] Occupational health

[ Telemedicine

[ Other?

YWhere do you work? {Non-clinical job) - Joby 4
{Select all that apply)

(C) Educational and academia {lecturing, training, examiner, tutoring)

() Phlebotomy

() Work unrelated to your health profession {freelance artist, beauty, gifting, sales)
() Other?

How often do you get paid? - Jok 4 ) Weekly
) Every second week
7 Monthly
{_) Per consultation/ session

15-03-2023 10:52 projectredcap. org
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Did you work at this additional Job 4 last month?

) Yes
() No

How many hours did you work last month? - Job 4

{Hours include weekends)

15-03-2023 10:52 projectredcap. org
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SECTION G: REASONS FOR MULTIPLE JOB HOLDING
Why do you engage in an additional job/s?
Please choose your TOP THREE REASONS for having an additional job(s) and rank the reasons

from one to three. One being the most important to you and three being the least important
to you. Please note that you can only choose three options.

1st most important 2nd most important Ird most important

m o~ @

10
11

12

13
14
15
16
17
18
19

Coping strategy
Opportunity for growth/ career
pathing

Job varety offered by the
additional job

Flexikbility offered by the
additional job

Job fulfilment
Too much free time
Test out private sector work

Earn money from my passion
project {hobby)

Eeing able to provide quality
services to dients

Maintain my skills

Availability of resources inthe
additional job

Supplement my salary {extra
cash)

Prestige of the additional job
Boredom in primary job

There is a demand for my skills
Be my own boss

Build clientele

Get exposure to a different

Eggﬁ?ﬂrnew skills

coOO0oOooo O 00 O 0000 o o OOQ

coooCcoo O 00 O 0000 o . OOQ

cooCCooO O 0O O OOoCcO o O OO

Total score why mjh

Please complete the question. You need to choose three options.

Do you have any other reasons for having an additional job?

() Yes
) No

15-03-2023 10:52
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If other, please specify.

15-03-2023 10:52 projectredcap. org
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What are the top three financial reasons for having an additional job (s)?

Please choose your TOP THREE REASONS and rank the reasons from one to three. One being
the most important to you and three being the least important to you. Please note that you

can only choose three options.

Support my extended family
Pay off debts

Generate wealth

Financial freedom

Improve my standard of living/
lifestyle

Insufficient govemment salary
Support immediate family
Fund my studies/courses

Educate my childrenjothers

1st most important

COO0 OO0

Z2nd most important

OO0 o000

3rd most important

CoOO0OC OCOoO00

Total score suppl sal

Please complete the question. You need to choose three options.

Do you have any other reasons for supplementing your government salary?

1 Yes
) No

If other, please specify.

15-03-2023 10:52
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REDCap

310



fage 60

SECTION H: REASONS FOR STAYING IN THE PUBLIC SECTOR
What are the TOP THREE REASCNS for staying your public sector job?
Please choose your TOP THREE REASONS and rank them from one to three. One being the

most important to you and three being the least important to you. Please note that you can
only choose three options.

1st most important 2nd most important Ird most important

M M = WM

-l

10
11

12
13
14
15

16
17
18
19
20

Access to training opportunities
{CPD seminar, specialisation)

Competitive government salary
Jobk is fulfilling

Provides good credit score
Flexikle working hours

Relationship | have with my
colleagues

Fear of leaving govemment job
Additienal jokd{s) not making
enough money

Career growth

Guaranteed salary

Provides paid kenefits {sick
leave, pension, etc.)

Provides research opportunities
YWork in ateam
Help/serve poor communities

Able to teach and train
{academia)

Not easy to lose a government
i%rove clinical skills

Job insecurity in additional job
Pays high overtime rates

Government bursary obligations

o

QOO0 OO0 OO0 OO 00000

-

Qo000 OO0 000 o0 O00DO0CO

@)

oOoooCcoOo OO0 OCO OO COOOOO0D

Total score reason public

Please complete the question. You need to choose three options.

Do you have any other reasons for staying the puklic sector?

) Yes
) No

If other, please specify.
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Fieldwork Manual

Multiple job holding among medical doctors, professional nurses

and rehabilitation therapists in Gauteng and Mpumalanga
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1. Introduction

This fieldwork manual describes the data collection procedure for my PhD research study. This
means that I am the principal investigator (PI) for the study.

The study focuses on multiple job holding among public sector medical doctors,
professional nurses and rehabilitation therapists in Gauteng and Mpumalanga.

We are doing the MJH survey because there is limited information available in South Africa on
multiple job holding among medical doctors, professional nurses and rehabilitation therapists.
The fieldwork manual serves as a guide for surveying the three categories of health
professionals at health facilities in the two provinces.

This manual sets out the procedures for the MJH survey among these three groups of health
professionals.

All the members of the MJH research team (i.e. the PI and fieldworkers) must know all the
aspects of the study procedure manual in detail. Each team member must follow the manual to
ensure the success of the study.

Any deviation from the study procedure manual should be communicated immediately to the

PI, Ms. Busisiwe Matiwane (074 887 1071).

2. Ethics and maintaining confidentiality

In this section, we list the steps that have and must be taken to ensure and maintain an ethical approach

to the PhD study.

1.

3.

The PI has obtained approval from the Wits Human Research Ethics Committee (Medical), the
Gauteng Provincial Health Research and Ethics Committee and the Mpumalanga Provincial
Health Research and Ethics Committee. Permissions were obtained from the relevant health
facilities in Gauteng and Mpumalanga provinces.
Participants should be informed that their participation in this study is strictly voluntary and
that they are free to withdraw from the study at any time.
a. Each team member should ensure that informed consent is obtained.
b. Please give the participants the detailed information sheet to read or ask them whether
you should summarise the contents of the information sheet.
¢. Participants have the right to refuse to answer any questions that make them
uncomfortable.
d. The information sheet has the name and telephone number of the Ethics Committee,
and the PI if any participant has any questions about the study.
To ensure confidentiality and anonymity the survey is conducted electronically using a self-
administered questionnaire on the REDCap software.

a. Consent forms are captured electronically on REDCap.
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b. The survey is anonymous - no names or signatures are required

¢. REDCap will generate a unique participant number for each survey participant

4. All study data will be kept in a secure, password-protected computer.
5. The PI and fieldworkers should address all participant questions that arise.
6. The research team should ensure that all survey documents and information are kept safe and
not viewed by unauthorised persons.
Remember

v" Professional behaviour of the research team is always critical.
v" Confidentiality, privacy and respect for participants is not negotiable and must be
adhered to.

3. Roles and duties

3.1. Principal investigator

a.

Provide leadership of the overall study, including the mtroduction of the research team at each
hospital.

Training of fieldworkers to ensure that they are familiar with the procedure manual and study.
Planning of fieldwork schedules including setting up appointments for visits at the relevant
health facilities in Gauteng and Mpumalanga.

Assigning fieldworkers to different units or departments at the health facilities.

Ensuring that fieldwork operates smoothly and according to schedule.

Quality control and assurance.

Troubleshooting and resolving problems or challenges

3.2. Fieldworkers

Ensure familiarity and knowledge of all aspects of the MIH survey
Assist the PI with surveying medical doctors, professional nurses, and rehabilitation therapists
in the 22 selected hospitals in GP and MP.
The fieldworker will be responsible for the following during fieldwork
i.  Ensure that fieldwork equipment and fieldwork documents required for
fieldwork are always ready.
it.  Assist with recruitment of health professionals
ii.  Ensure informed consent from selected health professionals
iv.  Encourage the relevant health professionals to participate in the survey and complete
the survey.
v.  Setting up appointments with relevant health professionals for an appropriate time to

survey if the participants are unable to participate when approached.
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vi.  Ensure all the sampled health professionals in the designated unit or department
complete the survey.
vii.  Keep a record of all the health professionals surveved in the designated unit or

department.
viii.  Aim to achieve a 100% response rate among participating health professionals

ix.  Ensure that the PI is kept abreast of any refusals and/or challenges.

3.2.1. Participation in training
All fieldworkers are required to take part in the four-day training sessions from Monday 27 June 2022
until Thursday 30 June 2022. During the training sessions, all fieldworkers are expected to be punctual

and participate in all the training activities.

The purpose of the training sessions is to ensure that all the research team members know the
following:

a. The aims of the MTH study

b. The outline of the SAQ and the different sections of the questionnaire

c. Ethical conduct and professionalism

d.  Scheduling appointments with the participants who are unable to complete the survey when
you approach them.
Administering the survey on the tablet using the REDCap link and the REDCap App
Save and transfer any records completed on the REDCap App to the REDCap server
Approaching and establishing rapport during fieldwork

Fw om0

Managing materials needed for fieldwork

-

Handling and dealing with challenges during fieldwork

Assisting health professionals who encounter difficulties with the tablet or Wi-Fi access

—.

4. Fieldwork planning

Please note:

a. The PI has mapped the distance between health facilities in Gauteng and Mpumalanga.

b. The rescarch team will meet at the Wits Public Health Building and travel together to the selected
hospitals in GP and MP.

¢. The research team should report to the CEO or chairperson of the ethics/research committee upon

arrival at the sampled hospitals.
4.1 Commencement of fieldwork

a. Data collection will begin on Monday 4 July 2022 in Mpumalanga province at the district
hospitals.

315



b. You should be ready to travel to and sleepover in Mpumalanga for a week and should
communicate with the project manager, Mr. Serumula “Solly” Siema and PI should any

unforeseen circumstance prevent you from travelling.

4.2 Fieldwork conduct

a. Itis important to be polite, friendly and professional at all times.

b. On arrival at the facility, the research team should report to the chief executive officer (CEQ)
and/or the chairperson of the hospital research committee (as indicated on the ethics approval
letter) and the PI will explain the survey.

¢.  Our approach and appearance as the research team is important, as it will establish the initial
impression.

d. Please wear comfortable clothing and shoes.

4.3 Fieldwork tools and materials

On the day of the survey, the rescarch team should have the following items:

a.
b.

C.

5.

Name tags for identification purposes /Wits staff cards

Masks and sanitizers

Letters of authorization printed documents for each province (Wits Ethics approval letter,
Provincial Ethics approval letter and hospital approval or permission letters)

Fieldwork manual

List of hospitals with the physical address/GPS coordinates and contact details

List of selected clinical departments/units and number of health professionals required at the
relevant hospital

Refusal log sheets and email requests for survey link sheets
Functional and charged tablets with the survey link shortcut on the screen and passwords for the

REDCap App should there be no connectivity at the hospital.

Tablet chargers, power bank and a multi-plug.

Charged Wi-Fi routers

Pencil, eraser, and a pen for filling out the hospital lists.

Small gifts (black pens) to say thank you to health professionals after participation (note-the health

professionals must not be aware of these gifts before the start of the survey)

Fieldwork sites

The survey will take place in 22 selected public hospitals in Gauteng and Mpumalanga, eleven in each

province. Private hospitals and specialized hospitals (TB and psychiatric hospitals) are excluded. Table
1 shows the 22 selected hospitals in GP and MP.

316



3.1. Hospitals to be visited in the two provinces

Table 1: Number of hospitals in each province per hospital category and district

Gauteng Hospitals Mpumalanga Hospitals
Hospital category Selected Selected
1. District hospital |5 6
2. Regional hospital |2 3
3. Tertiary hospital |2 2
4. Central hospital (2 0
Total 11 11

5.2. Participants required in each hospital
Table 2: Participants required at each hospital category and in each Province

Gauteng Mpumalanga
Hospital category No. of No. of No. of No. of No. of No. of
medical | professional | rehab medical | professional | rehab
doctors | nurses therapists | doctors | nurses therapists
GP: Five District 14 per 13 per 16 per 14 per
MP: Six District hospital | hospital hospital | hospital
District Total 70 65 59 96 54 51
GP: Two Regional 35 per 32 per 31 per 28 per
ME: Three Regional hospital | hospital hospital | hospital
Regional Total T0 64 59 93 84 51
GP: Two Tertiary 35 per 32 per 46 per 42 per
WP Two Tertiary hospital | hospital hospital | hospital
Tertiary Total 70 04 50 92 84 51
GP: Two Central 35 per 32 per - -
hospital | hospital
Central Total T0 64 59 - - -
Grand total 280 257 236 281 252 153

6. Procedure at big hospitals (central, tertiary and regional hospitals)

Introductions to the hospital management and clinical head of departments (HODs)

a. The PI will explain the study to the CEO or chairperson of the research chair
b. After explaining the study, the CEO may refer the research team to the head of
departments (HODs). This may vary per hospital; however, the research team must

enlist the support and cooperation of the [elinical] HODs.

¢, The research team will be introduced to the following people:

i.  Head of departments (HOD) of the chosen medical disciplines

ii.  Nursing service manager and HODs of the chosen units

iii,  Clinical support and therapeutic services manager (also known as the allied

manager) and HODs for :

4 Physiotherapy

4 Occupational therapy

“  Speech therapy and audiology
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d. Each fieldworker will be assigned a department or unit after being introduced to the
clinical HODs.

e. When meeting the departmental managers in your designated clinical departments
thank them for their time and assistance as shown in seript 1. Stress the importance
of the study in generating information on multiple job holding (dual practice,
moonlighting or RWOPS) among medical doctors, professional nurses and

rehabilitation therapists.

@ript 1: Introduction to departmental managers \

Hello, my name is and I am a fieldworker for a study on multiple job
holding. I am pleased to meet you. Thanis for meeting with us today. We are doing a study on
multiple job holding (also known as dual practice, moonlighting, or RWOPS) among medical
doctors, professional nurses, and rehabilitation therapists in the public health sector. Our
Jocus is on the two provinces of Gauteng and Mpumalanga. Participation in the study is
voluntary, but we want to encourage maximwm participation. We are interested in
permanently employed medical doctors, professional nurses and rehabilitation therapists. We
will make sure that we do not interfere with the normal functioning of the three categories of
health professionals and the departments/units. If necessary, we will stay here for the whole/

day, to select the most convenient time to get the survey done.

6.1.1. Clinical units and health professionals required at big health facilities

Table 3: List of clinical units and health professionals required at central hospitals

Department Ward No.Drs. | No. of Department = No. of No. of Department No. of
number | required | Drs. PNs PNs rehab
obtained required | obtained required
Anaesthesiology 12 Theatre 11 Physiotherapy = All
Obstetrics and 12 Maternity 11
Gynaecology
Paediatrics 12 Paediatrics 1 Occupational = All
Therapy
Internal 12 Medical 11
Medicine wards
Surgery 12 Surgical 11 Speech All
wards therapy and
audiology
Orthopaedics 12 Orthopaedic | 11
wards
Grant total 72 Grand Total = 66 Grand Total 59
7

No. of
rehab
obtained

318



Table 4: List of clinical units and required health professionals at regional hospitals

Department Ward
number
Anaesthesiology 5]
Obstetrics and )
Gynaecology
Paediatrics i3
Internal 3
Medicine
Surgery 6
Orthopaedics 6
Grant total 36

No. Drs. | No. of
required  Drs.

obtained

Department

Theatre
Maternity

Paediatrics

Medical
wards
Surgical
wards

Orthopaedic
wards
Grand Total

No. of No. of
PNs PNs
required obtained
6

6

6

6

6

6

36

Department

Physiotherapy

Occupational
Therapy

Speech
therapy and
audiology

Grand Total

Department Ward No.Drs. | No. of

number  required  Drs.
obtained

Anaesthesiology [

Obstetrics and 6

Gynaecology

Paediatrics 6

Internal 6

Medicine

Surgery 6

Orthopaedics 6

Grant total 36

Department

Theatre
Maternity

Paediatrics

Medical
wards
Surgical
wards

Orthopaedic
wards
Grand Total

No. of No. of
PNs PNs
required obtained
6

6

6

6

6

6

36

6.2. Procedure for recruitment of the health professionals

The fieldworkers and the PI will work together to recruit health professionals at the selected hospitals.

A. Eligibility criteria for the health professionals

L.

Inclusion criteria: Permanently employed medical doctors, professional nurses, and

rehabilitation therapists:

a.
b.

c.

Medical doctors: medical officers and medical specialists

Department

Physiotherapy

Occupational
Therapy

Speech
therapy and
audiology

Grand Total

Professional nurses: registered nurses with and without speciality

Rehabilitation therapists: physiotherapists, occupational therapists, audiologists,

speech therapists, speech therapists and audiologists.

No. of
rehab
required

All

All

All

59

No. of
rehab
required

All

All

All

59

obtained

obtained
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/Three categories of rehabilitation therapists \

1. Physiotherapists
2. Occupational therapists
3. Speech therapists and audiologists

\ v" Speech therapists j

v" Audiologist
v" Speech therapist and audiologists (dual profession)

2. Exclusion criteria:
a. Health professionals in their internship and community service, because they are not
allowed to engage in MJH.
b. Registrars (specialists in training) because they are postgraduate students.
c. The chief executive officers and nursing service managers because their jobs are
administrative.

d. Health professionals who work as assistants

6.3.Procedure for recruitment of the health professionals at central, tertiary and regional

hospitals

6.3.1. Recruiting medical doctors

a.

In each selected clinical department, the PI will explain the study to the HODs and ask them for
an appropriate time to survey the permanently employed medical doctors.
The PI will ask the HOD where the doctors are stationed on the days that the research team are
visiting the hospital.
The PI will inform the HODs of the number of medical doctors required in each clinical
department.
In theatre and intensive care units (ICUs), the same approach is used

i.  Intheatre, introductions will be made to the doctor in charge or the head of anaesthesia

ii.  InICU introductions will be made to the doctor in charge or HOD
1. In some hospitals, we may be allowed to survey the medical doctors in the tea room or

change room

6.3.2. Recruiting professional nurses

a.

In each selected clinical department, ask the HODs for the appropriate time to survey the
permanently employed professional nurses and make appointments with the professional nurses.
Inform the HODs of the number of permanently employed professional nurses required in each
department and they may assist you in locating the professional nurses

Each clinical department has several wards depending on the hospital category, note down the

wards and visit each ward
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In each ward report to the matron/sister in charge or unit manager and ask them to assist you in
locating permanently employed professional nurses.
In theatre and intensive care units (ICUs), the same approach is used.
i.  In theatre, introductions will be made to the matron/sister in charge or unit manager
it.  InICU introductions will be made to the matron/sister in charge or unit manager
iii.  Insome hospitals, you may be allowed to survey the professional nurses in the tea room or
change room
iv.  You may be asked to don boots, a cap and a theatre gown in some instances to gain access
to the professional nurses in theatre.
v.  In other instances, you may have to sit in the tearoom or change rooms and approach the

professional nurses as they come for a short break.

6.3.3. Recruiting rehabilitation therapists

a. All rehabilitation therapists who meet the inclusion criteria will be eligible to participate in the study
in the 22 sampled hospitals.

b. In big hospitals, the three categories of rehabilitation therapists will have their own departments so
each department needs to be visited.

c. At each of the departments, introduce yourself to the assistant director (AD) or senior therapist and
explain the study.

d. Inform each AD that all the rehabilitation therapists who fit the eligibility criteria can participate in
the study.

e. Askthe AD for the appropriate time to survey the rehabilitation therapists and make appointments
with the rehabilitation therapists.

f. If the required sample sizes are not met after the selected therapeutic departments are visited, the
fieldworker should inform the principal investigator.

REMEMBER

v'  In the selected clinical units only health professionals who meet the inclusion criteria are eligible to
puarticipate in the study

v Medical doctors, professional nurses and rehabilitation therapists employed on a contract basis are
excluded from the study.

6.4. Procedure at small hospitals (district hospitals)

Introductions to the hospital management and clinical head of departments (HODs)

a.

b.

The PI will explain the study to the CEO or chairperson of the research chair

After explaining the study, the CEO may refer the research team to the head of departments
(HODs). This may vary per hospital; however, the research team must enlist the support and
cooperation of the [clinical] HODs.

The rescarch team will be introduced to the following people:

10
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i.  Head of departments (HOD) of the chosen medical disciplines
ii.  Nursing service manager and HODs of the chosen units
1. Clinical support and therapeutic services manager (also known as the allied manager) and
HODs for :

% Physiotherapy
< Occupational therapy
% Speech therapy and audiology

d. 'When meeting the departmental managers thank them for their time and assistance as shown in

seript 1. Stress the importance of the study in generating information on multiple job holding (dual

practice, moonlighting or RWOPS) among medical doctors, professional nurses and rehabilitation

therapists.
@ript 1: Introduction to departmental managers \
Hello, my name is and I am a fieldworker for a study on muitiple job

holding. I am pleased to meet you. Thanks for meeting with us today. We are doing a study on
middtiple job holding (also known as dual practice, moonlighting, or RWOPS) among medical
doctors, professional nurses, and rehabilitation therapists in the public health sector. Our
Jfocus is on the two provinces of Gauteng and Mpumalanga. Participation in the study is
voluntary, but we want to encourage maximum participation. We are interested in
permanently employed medical doctors, professional nurses and rehabilitation therapists. We
will make sure that we do not interfere with the normal functioning of the three categories of

Qalth professionals and the departments/units. If necessary, we will stay here for the wholy

6.4.1. Clinical units and health professionals required at district hospitals

Table 6: List of clinical units and health professionals required at district hospitals

Department  Ward No. Drs.  No. of Department = No. of No. of Department No. of No. of

number | required | Drs. PNs PNs rehab rehab
obtained required obtained required | obtained
All 14 All 13 Physiotherapy = All
Occupational = All
Therapy
Speech All
therapy and
audiology
Grant total 14 Grand Total = 66 Grand Total 59
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6.5. Procedure for recruiting the health professionals at small hospitals

6.5.1. Recruiting medical doctors

a.

In each selected clinical department, the PI will explain the study to the HODs and ask them for
an appropriate time to survey the permanently employed medical doctors
The PI will ask the HOD where the doctors are stationed on the days that the research team are
visiting the hospital.
The PI will inform the HODs of the number of medical doctors required in each clinical
department.
Please note: Most district hospitals will not have intensive care units, but they may have a high-
care or observation unit
In theatre and intensive care units (ICUs), the same approach is used

1. Intheatre, introductions will be made to the doctor in charge or the head of anaesthesia

it.  InICU introductions will be made to the doctor in charge or HOD

iii.  In some hospitals, you may be allowed to survey the medical doctors in the tea room or

change room

6.5.2. Recruiting professional nurses

a.

In each selected clinical department, ask the HODs for the appropriate time to survey the
permanently employed professional nurses and make appointments with the professional nurses.
The PI will inform the matron in charge of the number of permanently employed professional nurses
required in each department and they may assist you in locating the professional nurses.
Each clinical department has at least one ward depending on the hospital, note down the wards and
visit each ward
In each ward report to the sister in charge or unit manager and ask them to assist you in locating
permanently employed professional nurses.
Please note: Most district hospitals will not have intensive care units
In theatre and intensive care units (ICUs), the same approach is used.
1. Intheatre, introductions will be made to the matron/sister in charge or unit manager
il.  InICU introductions will be made to the matron/sister in charge or unit manager
iii.  In some hospitals, you may be allowed to survey the professional nurses in the tea room or
change room
iv.  You may be asked to don boots, a cap and a theatre gown in some instances to gain access
to the professional nurses in theatre.
v.  In other instances, you may have to sit in the tearoom or change rooms and approach the

professional nurses as they come for a short break.
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6.5.3. Recruiting rehabilitation therapists

a. All rehabilitation therapists who meet the inclusion criteria will be eligible to participate in the study
in the 22 sampled hospitals.

b. In some hospitals, the three categories of rehabilitation therapists will have their own departments,
so each department needs to be visited.

c. Insomehospitals, the three categories of rehabilitation therapists will be in one building or one big
office.

d. At each of the departments, introduce yourself to the senior therapist and explain the study.

e. Inform each senior therapist that all the rehabilitation therapists who fit the eligibility criteria can
participate in the study.

f.  Ask the senior therapist for the appropriate time to survey the rehabilitation therapists and make
appointments with the rehabilitation therapists.

g. If the required sample sizes are not met after the selected therapeutic departments are visited, the

fieldworker should inform the PI.

6.5.4. Scheduling appointments with survey participants
a. Each fieldworker will arrange with the health professionals for the best time to conduct
the survey should they be busy when you approach them.
i.  Ask for the alternative time and ward where you will find them
ii.  Ask for their name

iii.  Note down the time and ward

7. Self-administered questionnaire (SAQ)

7.1. Questionnaire structure

The electronic self-administered questionnaire has 10 different sections and 2 instruments as follows:
A. Instrument one: “Survey in multiple job holding (RWOPs) among health professionals”

i, Section A: Demographic information

ii.  Section B: Current employment

iii.  Section C: Choice Task

iv.  Section D: Overtime

v.  Section E: Multiple job holding (MJH)

vi.  Section F: Extent and forms/types of multiple job holding

vii.  Section G: Reasons for multiple job holding

viii.  Section H: Reasons for staying in the public sector
ix.  Section I: Reasons for not doing MTH (RWOPS)
X.  Section J: Permissions and rules on RWOPS

xi. Additional comments
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B.

Instrument two: Office Use Only
i.  Name of fieldworker
ii.  Date of collection (auto-fills)
1. Province
iv.  Hospital name GP
v.  Hospital name MP
vi.  Category of hospital

7.2. Questionnaire logistics

In certain instances, you may need to assist some senior health professionals to complete the survey.

A,

Skip patterns

i.  Please note that not all the questions and sections of the questionnaire will be relevant to
each health professional.

ii.  The self-administered questionnaire will skip certain questions depending on the

responses of the different health professionals.

B. Pop-up messages
i.  Abox with a message will pop up on the screen to notify a participant if a section is not
fully completed or if an incorrect value has been typed.
ii.  Read the message carefully, it will tell you which section needs to be corrected or changed
C. Limits on values
i.  The questionnaire has limits on values a participant can enter for questions asking about
the year of an event or their age. In terms of age, a participant cannot enter a value less
than 21 and a value greater than 65.
ii. A pop-up message will appear to inform the health professional about the limitation
D. Required
i Most of the questions are required in the questionnaire, meaning that the participant will
not be able to proceed to the next question or section unless the question is completed.
ii. A pop-up message will appear to inform the health professional about the question that
needs to be completed.
E. Reset

1. Ifa participant has clicked on the wrong option or wishes to change their choice, they can

click on the reset button on the right bottom cormer of each question.
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8. Completion of the questionnaire
8.1.1. Establish rapport
a.  When approaching health professionals please ensure that, you are wearing your nametags.
b. Make sure that you are polite and professional at all times, even if health professionals are
abrasive or rude.
¢.  You can use script 2 to approach the health professionals
d. Encourage the health professional to complete the questionnaire as soon as possible.
e. If they are unable to complete it on the day that you approach them ask them for a convenient
time on the same day.
f. Tell them that you will be there for the whole day to conduct the survey.
g. In certain instances, the fieldworker may need to assist some health professionals to complete
the survey, or to access the Wi-Fi. In that instance, show them what to do, but let them complete

the questionnaire on their own

Script 2: Encouraging health professionals to participate

My name is . T am from the Wits School of Public Health. We are doing a
survey on multiple job holding (also known as dual practice, moonlighting or RWOPS) among medical
doctors, professional nurses and rehabilitation therapists. We are requesting your participation in this study.
It will take about 20 minutes.

We have obtained permission to conduct this study. Ethical approval for this study has been obtained from
the University of the Witwatersrand Ethics Committee for Research on Human Subjects.

The questions are not a test, so there is no right or wrong answers. Your opinions and experiences are
important. Everything that you say will be treated as private and confidential. Your name will not be used
when the results of the study are presented or written up.

Your participation is voluntary. There will be no negative consequences if you do not want to participate.
There will be no direct benefit to you if you participate in this study but we hope that the information
collected will assist with health workforce interventions in South Africa.

If you are willing to give your consent and take part, we will appreciate your participation and the
information that you are willing to provide. You can fill in the questionnaire on this tablet.

Should you face any technical difficulties, we will provide assistance. We have a detailed information sheet
for you to read, but the information is also available on the tablet.

DO YOU HAVE ANY QUESTIONS?

8.1.2. Completion of the questionnaire online
a. The survey will be completed online; the offline version on the REDCap App is the last resort
if the internet is not available.

b. Check the connectivity strength at all times to find a suitable spot
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¢. Make sure that the tablets have enough battery power before you request the professional to
begin the survey
d. Once you have explained the study to the participant and they have read the electronic
iformation sheet, tell them to select ‘Yes™ on the statement of consent on the tablet if they are
willing to proceed with the questionnaire on REDCap.
e. Please inform the participants that each section needs to be completed to proceed with the
survey.
f. They should click “reset” should they wish to change their option for a particular question.
g. When they completed the survey, they should give the tablet back to you to complete the
“Office use only” section and they should not close the survey.
h. Please note:
1. If a prospective participant is unable to complete the survey at the time you approach
them, ask them for an alternative time.
ii.  If after several attempts, a prospective participant says that they do not have time to do
the survey and do not provide you with an alternative time,
iii.  Offer the survey completion via email.
iv.  Make sure that you ask for their email address and inform them that the PI will email them
a survey link to complete the survey.
% NB: Please ensure the participants that we necd the email address to send a unique
survey link to them.
% We are sending unique links to ensure data quality.
% When they complete the survey, REDCap creates a unique participant number so their
responses will be anonymous and confidentiality will still be maintained.
v.  Please record down the number of participating health professionals at each study unit
daily, those who say they are too busy, and those who refuse after an explanation of the

MIJH study.

8.1.3. AFTER COMPLETION OF THE SURVEY (Online)
a. Thank the health professional for their participation in the survey
b. Give the participant the pen as a token of appreciation
¢. Complete the office use only section and submit.

d. Thank the manager on duty for assisting with the study

REMEMBER

Thank the health professional for their participation in the survey
Thank the manager on duty for assisting with the study

Complete the office use only information

SSEENEENEEN

Please do not falsify information or complete the questionnaire on your own.

WE WILL BE ABLE TO PICK IT UP AND IT IS A SERIOUS OFFENCE
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8.2. Completion of the questionnaire offline
Please note on the REDCap App:
a. The sections are not separated by page numbers as on the online version the questionnaire
appears on a single page.
b. Whether health professionals select “Yes™ or “NO” for the statement of consent, no message
pop-ups, ask the health professional to proceed after selecting “Yes™.

¢. To proceed to the next section or question, the health professional needs to scroll down the

page.

Summary of steps

1. Select the REDCap icon on the screen and fill in the login details found at the back of each tablet.
Select “Login™.

Select “My projects™

Select “MJH survey tool”

Select “Collect data™

Select the “Survey in multiple job holding (RWOPS) among health professionals™ instrument

Create new record

Ask the participant to read or read the electronic information sheet to the participant. Ask the
participant to select “Yes” to proceed

NS R W

AFTER COMPLETION OF THE SURVEY
8. Check that the questionnaire is completed successfully by clicking on “save and stay”™
9. Please check if sections G to I are completed and that there are no pop-up messages.
10. If all required sections are, complete select “save and exit”.
11. If no messages pop-ups or you get the following message then the survey is completed

Complete the office use only section and submit.
12. Go back to “collect data”
13. Select the “Office Use Only™ instrument
14. Select the record you want to complete the office use only information

15. Complete the “Office Use Only™ instrument

16. Click on “complete”

17. Select complete and click on “save and exit”
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8.2.1. A step-by-step visual guide on the REDCap App
1. Select the REDCap icon on the screen and fill in the login details found at the back of each

tablet. Sclect “Login™.

REDCap

Mobile App
Log In
Username: fieldworker1-
PIN: dkacih

Tiubie ouglng n?

A | 5Em | B go
7 roe 8 nn G vy Sym
0 : &

2. Select “My projects™

[CLoguat ] "3§P$?p T

¥ nsma

Set Up Mobile Project

Frequently Asked Questions

Translate the Interface (Translate)

Report a Bug
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3. Select “MJIH survey tool”

< REDCap o

My Projects

MJH Survey tool

Last Download: 2022-05-30 11:23 AM
0 Records (0 new; 0 modified)

4. Select “Collect data™
< ReDCap

B> fﬁ

MJH Survey taol
Lazt Downlnad 2022-05-30 11-23 AM

ords {0 new; 0 modified)

Flle Manager

Sync Archive

Visit REDCap Website

Send Emergency Data Dump

5. Select the “Survey in multiple job holding (RWOPS) among health professionals™ instrument

< REDCap =

ynls

MJH Survey tool

Select Instrument

Survey in multiple job holding (RWOPS) among
health professionals

Office Use Only

330



6. Create new record

< REDCaP

MJH Survey tool

Instrument - Survey in multiple job holding (RWOF

' UNMOD = Unmodified | MOD = Modified | NEW = New |
| [BLANK] = Empty
| ® Incomplete | ' Unverified | ® Complete |~ No data saved
I

Select Record

7. Ask the participant to read or read the electronic information sheet to the participant. Ask the

participant to select *Yes™ to proceed

< REpGp =

Project: MJH Survey teel E
Survey in ple job holding (] ) amang

health professionals

Record: 7

Participant ID

1

STATEMENT OF CONSENT

1 ecknowledge thot there are no benefits for survey participation nor
for

1 egree veluntarily to complete the survey.

#iruamt gicwice smioe

‘O Yes

O

SECTION A: BEMOGRAFHIC INFORMATION

What is your gender?

* st pirvice éme

O e

‘ O Female
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AFTER COMPLETION OF THE SURVEY
8. Check that the questionnaire is completed successfully by clicking on “save and stay™
9. Please check if sections G to I are completed and that there are no pop-up messages.

10. If all required sections are, complete sclect “save and exit™.

< REDCap =
‘ @ Tertlary
‘ O Central

District name MP
‘ @ Ehlanzeni

‘O Gert Sibande

‘ O Nkangala

Form Status

Complete? |Complete -

Save & Exit Form

Save & Stay

Show More Save Options

Delete data for this Form

Cancel
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11. If no messages pop-ups or you get the following message then the survey is completed

Processing Comphrte
- Searching for reouited Nelds (complete) .

Saving to datehate (complate) L 3

12. Thank the health professional for their participation in the survey

13. Give the participant the pen as a token of appreciation

82.2. Complete the office use only section and submit.
14. Go back to “collect data™
15. Select the “Office Use Only” instrument

16. Select the record you want to complete the office use only information

%4 REDCap =

(v5 Z0H)

MJH Survey tool
Instrument - Office Use Only

| UNMOD = Unmodified | MOD = Madified | NEW = New |
| [BLANK] = Empty
| @ Incomplete | = Unverified | ® Complete | - No data saved

Select Record

NEWD 1
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17. Complete the “Office Use Only™ instrument

£ REDCap

Mobiile App

e

K

Project MJH Survey tool a

Instrument: Office Use Only
Record: 1

Participant ID
1

OFFIGE USE ONLY

1o By ihe for each survey particijant

Name of fieldworker

Date of collection

Salect Date
30-05-2022
D-MY
Province
‘ O Gauteng ‘

‘ 0 Mpumalanga

18. Click on “complete”

19, Select complete and click on “save and exit”

< ‘Repcap =

@ Terlisry
0 Central

District name MP

O ehanzeni

O Gert Sibande

@ Mkangola

Form Status

Gomplete? | Incomplete -

hesrplee s

bl

Tor this Form
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8.2.3.1. Refusal log sheets (example)

Please note: This form should only be filled in if a participant has refused to participate in the study

after several attempts to motivate their participation.

No. | Date Hospital Profession | Ward/Unit | Province | Reasons for refusal
(GP/MP)

1

2.

3.

8.2.3.2. Email request for survey links sheets (example)

No. | Date Hospital Profession | Ward/Unit | Province | Email address
(GP/MP)

1

2.

3.

8.2.4. Sending data from REDCap App to the server

Summary of steps

a.

=

e oo

P @ om0

At the end of each day, please follow the following steps to send data from the REDCap
App (offline survey) to the server

Select “My Projects”

Select “MIH Survey tool”

Select “Send data to server”

Select “Select a partial set of records”

Select the records you want to send to the server

Select “Sync only selected records™

Select “Yes” for the App to access your location

You will then land on the “Sync complete” page to show you that the data was sent
successtullv to the REDCap server.
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8.2.4.1. Step-by-step guide for sending data to server from the REDCap App
a. At the end of each day. please follow the following steps to send data from the REDCap App
(offline survey) to the server
b. Select “My Projects”
c. Select “MJH Survey tool™
d. Seclect “Send data to server”

Mahie ARp

< REDCap ?’%"‘..V'

MJH Survey tool
Last Download: 2022-05-30 11:23 AM
1 Records (Some new; 0 modified)

Collect Data

end Dat: ver

Data Search

File Manager
Sync Archive

Visit REDCap Website

Send Emergency Data Dump
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e. Seclect “Selecta partial sef of records™

< REDCap

Send Data to Server
MJH Survey tool

Ta send back the data coflected o the mobile app and push It with your praject on the
REDCaP sarver. press the bution befow and begin the process of sending the data

Begin Send of All Data

Select a Partial Set of Records

Send Data will look at only new and modified data.

Your project uses autonumbering. The numbers
assigned to your records may be reassigned upon
upload due to conflicts. Please check the syne report
to view any possible reassignments after upload. If a
record ID is not reassigned, no message will be
made.

f.  Select the records you want to send to the server

¢ REDCap 2

Mabli= App v,

Send Data to Server
MJH Survey tool

To serd beach the data coliected i the mobile app and push it with your project on the
REDC &p erver, prees the button below and bagin the process of sanding the data,

Begin Send of All Data

Hide the partial set of records

Select the records you want to send to the
server.

Search for Fecords:

3 |

Send Data will look at only new and modified data.

Your project uses autonumbering. The numbers
asslgned to your records may be reassigned upon
upload due to conflicts. Please check the sync report
to view any possible reassignments after upload. If a
record 1D is not reassigned, no message will be
made.
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2. Select “Sync only selected records™
p =

Rabiie App

Send Data to Server
MJH Survey tool

To send back the data collectad In the moblle app and push il with your project on the
REDCag server, press the burton below and begin the process of sencing the data.

Begin Send of All Data

Hide the partial set of records

Select the records you want to send to the
server.
Search for Records:

Sync only selected records

3

Send Data will look at only new and modified data.

Your project uses autonumbering. The numbers
assigned to your records may be reassigned upon
upload due to conflicts. Please check the sync report
to view any possible reassignments after upload. If a

h. Select *Yes™ for the App to access your location

GPS coordinates

Can this 2pp access your lacation?

Yes

No
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You will then land on the page below to show you that the data was sent successfully to the
REDCap server.

2.

Problem-solving
Possible participant questions and responses

Why are you doing the study?

This survey is part of the PhD study of Busisiwe Matiwane. [ am/she is doing the study because
there is limited and dated information available in South Africa on multiple job holding among
public sector medical doctors, professional nurses, and rehabilitation therapists and the RWOPS

policy as a regulatory mechanism. We are doing the MJH survey to begin to address the gap.

Are you planning to report people who do RWOPS without permission to the authorities?
NO, we do not work for the national or provincial health departments. We are not collecting
any personal information, the hospitals were selected randomly, and so are the health
professionals. The information that you provide is confidential and anonymous. When we
report the findings of the study. all the information from the questionnaires will be combined

and reported in aggregate.

Is the DoH planning to ban RWOPs?
We do not work for the Department of Health. We do know that the DoH is looking for ways
to manage RWOPs more etfectively in the public sector to ensure the quality of care. We hope

that our study will enrich the discussions on the effective management of RWOPs.
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9.3.  Dealing with fieldwork problems from participants

Table 7: Fieldwork problem and solutions
Problem
1. The participant objects to participating in
the study because of certain concerns

2. The participant refuses to participate in
the study

3. The participants ask vou what will they
benefit or gain from participating in the

study

94.  Dealing with technical issues

Solution

Listen attentively to the participant’s
concerns

Try to address these concerns or reasons for
objecting

Remind the participant that the survey is
anonymous and only aggregate results will be
published.

Please refer to (possible participant questions
and answers).

Ask if they would mind telling you their
reasons for refusal

Accept their refusal courteously and thank
them for their time

Please do not coerce or argue with a
prospective participant

Treat the participant with respect

Tell the participant that should they change
their mind they are welcome to get back to

you
You can tell the participants that is it a bit of
a double-edged sword — the survey is

voluntary, but if they choose not to
participate, the survey is meaningless; we
would like them to participate.

There are no direct benefits for participating
in the study or penalties for refusing to
participate in the study

However, the study will contribute to
solutions to address health workforce
challenges and advocate for health workforce
interventions or reforms.

It a participant reports technical issues with the tablet, do not panic.

Table 8: Technical issues and solutions

Technical issue Solution
1. The online survey is not responding or « Do not panic
keeps loading « Do not refresh the page or press any arrows on
the web browser
s Check if the Wi-Fi router 1s still on
e  Check the connectivity
« Move around to find a connection
2. A participant reports that there is a pop-up |« Read the message carefully and inform the
message on the screen participant of the section that needs to be filled
in or corrected.
s Close the box on the “x” icon or click okay to
proceed
29
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9.4.3. Save and Return later

During the survey, a participant might be interrupted or need to attend to an emergency. When this

happens, please follow the steps below:

Summary of steps:

Ask the participant if they can select Save and Return later

b. A return code will be generated

¢. They can also continue with the survey if the “Save & Return Later™
button was pressed by mistake

d. The participant can select “Continue Survey Now”

e. Do not give the participant the option to give them the email address to
“Send survey link™

f. When the participant is ready to continue the surve . Open the survey
link on your home screen. Select the “Returning?” icon on the right top
corner

g. A pop-up message will come up. Select “Continue the survey™

h. Enter the “Return code and continue the survey”. Select “Submit your

Return Code™.

30

341



a.  Ask the participant if they can select Save and Return later

rﬂ AR AR _

g € Q@ & redeapcorewits.ac.zaled 3w [+]
What Is your gender?
®) paie
Femate
Cither
et
‘What i= your age? {In years)

In which manth where you born?
' January, March or May
February, Apri| or June
~July, September or Novembes,
August, October or December

4 What is your marital status?
_ single
Married/living with long-term partner
Divorced/Sepatatad

Widowed

5 Do you have children?

Cves
No

& How many individuals are you supporting
finanelalty? (Includes your awn children, spouse,

parents, In-laws, siblings' children) L

7 Were you born in South Africa?

- Yes

No
reast

<< Previous Page |

NextPage s> |

Save & Retum Lates

b. A return code will be generated
i.  Copy the return code to your notepad or Samsung notes

ii.  Note down the ward and participant name
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0 &« > o @ redcap.corewits.ac.za/red 'ﬂ' S OO + ]

'Return Code’ needed to return x

Copy orwrite down the Retun Code befow Without it, you will not be able to retum and
continge this survey. Once you have the code, click Close and follow the other Instructione
on this page

Return Code: | TBJX9CRH

Closa

c. They can also continue with the survey if the “Save & Return Later™ button was pressed by
mistake

1. The participant can select “Continue Survey Now™
ii. Do not give the participant the option to give them the email address to “*Send survey hink”
iii.  If they would like a survey to be sent to them, the PI will generate a unique link for them with
their email address.
iv. Do Not send them a link via their email, a generic link will be sent and this will compromise

the data quality.
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I R Surveyenimubipiehhaidng X _

a € C @ redcap.corewits.aczarec Y % O ©

Your survey responses were saved!

You have chosen 1o stop the survey Tor now and returm &t a later tme to complete i To return 1o this survey,
you will need both the survey ink and your refurn code. See the instructions besow.

1.) Betum Code
A return code is *required® in order to continue the survey whare you left off. Please write down
he vathue Hsled below

Return Code  TBJX9CRH

 The rienarm cocle wil ROT b Incluched 104 he emsd beicw

2.) Survey link far reluming
You miay bookmark this page o mium 1o the survay, DR you can have the survey link emailed to
you by previding your amail addrass bidow. For secunty purposes, the relum code will NOT be
Included in the email If you do not receive the email soon afterwerd, please check your Junk
Email [ulder

Send Survey Link

Or If you wish, you may continue with this survey again now.

Continge Survey Now

Powered by REDCap

d.  When the participant is ready to continue the survey
i.  Open the survey link on your home screen

i.  Select the “Returning?” icon on the right top corner

L
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U maturning?
Aan
=

Survey on multiple job holding (RWOPS) among health professionals

Good day. My name 15 Busisiwe Matrwane, | am a PR student in the School of Public Heafh af the University of the Witwatersrand As
part of my doctoral studies. | am condueling 8 sorvey on iuliple b Bolding (WUH-atso known as dual practics. moonlighting of
Remunerative Work Oulsids the Pubilic Sectoer (RWOPS) among medical doctors, protossionsl nurses snd renabilitalion Morspists in
tha public healh seclor The queshons focus on the extent of, and the diferant forms of MJH, reasons for MUH and your preferences
for jabs with differant MJH incentives and resiichions

| am requesting yous valuntary paricicabion in the survey, Which Wil lake about 20 minules 1o complsta. Your fespenses are
anonymes and confidetal. and thera are no personal identifiers The survey s divided infe sections, vou need to compiete ssch-
sechion o move o the next section. you can g0 back to previous sections. bul once the survey has been submiied you can no longes
e The SUvey.

Page 1 of 52
STATEMENT OF CONSENT
I acknowledge that there are no benefits for survey participation nor penaties for declining participation.
1 agres voluntarily o complete the survey,
2 Yas
CINo
e

HNext Page »>

Save & Retum Later

e. A pop-up message will come up. Select “Continue the survey”™

rh g TR " _

O ¢ I & redcspooewitsaczaied 7t £ @ O

Survey on multiple job holding (R I Retuming? Begin whens you & o'l

Dmfeﬁsmna[s IF you have cirescy completec port of the survey
you mey sonfinue whese vouleft off. A1l you need

toac day. My Name (¢ Bucicwo Malwara, | 2m & ::.kaer::fbﬂ?mﬁﬁozmﬁéiﬂ‘

Univerity of the Witwatersrard. &3 pars of my continue the survey.

Job holing [MJH-010 known @5 fua prastca e

Publis Secter (RWOPS) among redical doclars, p Confinue the suvey

the publie hash gsecier, The quastiors foms

teasens or MUK ond your prefersnces for jaba with different MUH incentivea and reatiictionz,

| & fequestng your voilntary perticipstion in the survey, which will teke about 20 minutes 1o

iplle Yo anl el fhse ere ro perstnal ldis Taes Tha

Sy 15 aivided inbd seetions, you Roed %0 eempicto cocT Soclion 0 mevE 16 the Next 30cTien, yau

60 00 DACK I [revions Secnnne, ot cne Ths surver hes Besn sunmiced Yoo con o Knges vies

e sy,

Page 1 of 52
STATEMENT OF CONSENT
| scknowiedge that thers are na bensfita for aurvey participation nor penalties for declining

perticipatian,
| egree volunierily to complets the surver.

i
i

Mawi Page ==

Save & Return Later |
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1. Enter the “Return code and continue the survey™. Select “Submit vour Return Code™.

r“ ooy Tt b kg %

0O < > c @ redcapcorewitsaczaired ¥r % (O ©

Survey on multiple job holding (RWOPS) among health
professionals

To continue the survey, please enter the RETURN CODE that was auto-generated for you when
you left the survey.Please note that the return code is "not* case sensitive,

Submit your Return Cade

Fawered by REDCap

9.4.4. The online survey gets submitted incom plete

1. Note down the time and inform the principal investigator to generate a link

2. Send the PT a WhatsApp text or text depending on the connectivity and call the PI to inform her

3. Do not try to complete the survey on the REDCap App if a survey is submitted incomplete on the

REDCap server the new information will not be saved.

4, The PI will send a survey link via Whats App text or email,

@ummary of steps
a  Select “Start over” (Reassure the health professional that the survey will not
start from the beginning”
b.  Click “ok” on the pop-up message.

¢ The health professional needs to give consent again

\ completed the survey.

o

d.  The health professional will need to click next page until at the place they last

P

5]
L
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a

Select “Start over” (Reassure the health professional that the survey will not start from the

beginning”
-
£ MJIH Survey ool | REDCap % & Survey on multiple job hold » &=
b S » @ @ redcapcorewitsaczalred v % @ O

Survey on multiple job holding (RWOPS) among health
professionals

You have partially completed this survey.

You have not completed the entire survey, and your responses are thus considered only partially
complete. Far securlty reasons, you will not be allowed to continue taking the survey from the place
where you stopped. 5o you have the option to 1) leave your survey responses unchanged as they are,
of 2) you may start the survey over from the beginning so that you may complete it {this will delete
aill your previously existing responses when you begin again). To start the survey again, elick the
button below.

Start Over

Poweted by REDCap

Click “ok™ on the pop-up message.

-
’h MIH Survey toot | KElCap. % W Suvey onmubple obholon . -

& C R redespeorawitsacraied ¥y & (@ O

redcap.core.wits.ac.za says

ERASE YOUR RESPONSEST Are you sure you wish 10 stan the
urvey ovar from the bag nning? Plezse nole (hat doing o will
sfrse ALL your responses alrsedy enlered for this survey.

Cancal
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c.

The health professional needs to give consent again

-
rﬁ MJHSurveytool [REDCap % R Survey onmultipte job holdn % -

O € 2> C @ redcapcorewitsaczatec o % @ O

) Abn
Survey on multiple job holding (RWOPS) among health ®me
professionals

Gond day. Wy narme s Busishie Matiwans; | 8 a PHO dtudsat in the Schiol af Public Health st the
University of the Witwaterarand. As part of my docioral studies, | am conducting o survey an multiple
Job bolding (MJH-slse known B3 dusl practee, moonlighting or Remunerative Work Outssde the
Pubibe Sector (RWOPS) among medical deoctons, nwsen and in
the public health sectar. The questiona focus on the axtent of, and the different forms of MJH,
teasong lor MJH and your preferancen for jobs with differant MJH incantives and resiriations.

| am requesting your voluntary participation In the survey, which will take about 20 minutes to
complete. Your respons: and confidential. and there are no personal identfiers. The.
survay is divided into sections, you need to complete sach section to mova 1o the next section, you
AN go back 1o previous sections, bul once the survey Nas bean submilled you can no longer view
the sunvey.

Page 1 of 52
STATEMENT OF CONSENT
1 that ¥ nor p declining
participation.
| agree voluntarily to complete the survey.
®) yas
O
st
Mext Page »> |
Prswered by FEDCag
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d.  The health professional will need to click next page until at the place they last completed the

survey.
-
r'ﬁ MJIH Survey tool | REDCap % %% Survey on muttiple job holdin. %
O € > O @ redcap.corewits.aczarec v ¥ (@ ©
Any
Survey on multiple job holding (RWOPS) among health Eh=
professionals
Page 2 of 52

rosal

What i your age? (in years) 54

In which month where you bom?

) January, March or May
@ Frbirunry, Apel or Jue
L uily, Septeniber o November,

) August, October or December

fasat
4 What is your marital status?

 single
) Married/living with longtem partner
® Divoreed/Separated

- Widowed

5 Do you have children?

® ey
- Ha
[CE
How many children do you have? 4
& How many 8re you supp g o
{ncludes your own children, spouss, Ihrome,

parents, in-taws, siblings’ children)

7 Ware you born in South Africa?
Wy
" Na
fesel
== Prevlous Page

Mext Page ==

9.5, Dealing with difficult questions

Please answer all the questions from prospective participants, however, if vou do not know the answer

please contact the principal investigator, Busisiwe on 074 887 1071.

10. Data quality control

=

o

d. Fieldworkers will be orientated in each study unit by the PI to observe the standard of practice.

38

The principal investigator, Busisiwe Matiwane, will conduct the data guality control.
Prof Laetitia Rispel and Dr Duane Blaauw supervise the overall PhD study.

Training of field workers will be done to ensure the standard of practice and adherence to ethics
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¢. Daily meetings will be held with fieldworkers to submit and report daily progress

f. The PI will audit the completed data daily on REDCap to verify the quality of the data.

g. The accuracy of the data is very important because it will inform the findings of the study, whose
findings will be written up as journal articles and might inform policy reforms for health
professionals.

11 General tips

a. Planning-make sure there are the required equipment and documents are ready.

b. Working, as a team and pro-active communication is critical.

¢. Punctuality is important- arrive early before the scheduled appointment with hospital management.

d. Initial presentation to the hospital CEO, chairperson of the research/ethics committee and
particularly the therapeutic service and clinical support manager (also known as the allied
manager), medical and nursing service managers is critical. We need to demonstrate enthusiasm
for the survey, discuss why it is important, talk about planned feedback and acknowledge that
people are doing us a great favour, often by giving us so much of their time and goodwill.

e. The survey requires active management- the health professionals should be encouraged to
complete the questionnaire as soon as possible.

f. Aim to have a 100% response rate in each hospital.

Remem ber

v" Please do not hesitate to contact the principal investigator if there are any queries or

any problems.

12.

Checklist
What is required for fieldwork? Required number | Check
1. Ethics clearance | Ethics clearance 1
certificate certificate from Wits
Approval letters 2
from GP and MP
Provincial
department of health
Permission letters 56
from the relevant
hospitals
2. Information sheet 1
3. List hospital of 66 (3 per hospital)
units
4. Refusal log
sheets
39
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5. Email request for
survey links
sheets

What should be done during fieldwork?

Summary of steps

Introductions with CEO and HODs
Visiting assigned clinical departments
Introductions to departmental managers
Approaching prospective participants
Survey prospective participants

Verify completeness of survey

Thank the participants and give them a gift
Thank the departmental managers

E_M....._[\)!—-

40
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UNIVERSITY OF THE
WITWATERSRAND,
JOHANNESBURG

MULTIPLE JOB HOLDING AMONG PUBLIC SECTOR MEDICAL DOCTORS,
PROFESSIONAL NURSES AND REHABILITATION THERAPISTS IN GAUTENG AND
MPUMALANGA

INFORMATION SHEET FOR THE HEALTH PROFESSIONALS’ SURVEY
Introduction and background

Good day. My name is Busisiwe Matiwane; [ am a PhD student in the School of Public Health at the
University of the Witwatersrand. I am conducting this research as part of my doctoral studies.

This research study aims to obtain information on the experiences of, extent of, contributing factors and
regulation of multiple job holding (also known as dual practice, moonlighting or Remunerative Work
Outside the Public Sector (RWOPS) among medical doctors, professional nurses and rehabilitation
therapists in the public health sector. I am requesting your participation as a health professional to
provide information on your opinions and experiences with multiple job holding and the RWOPS
policy.

You will be invited to complete an online self-administered questionnaire, which will take you about
20 minutes to complete, and focus on the extent of the different forms of MIH, reasons for MJH and
your stated preferences for various incentives and restrictions regarding MJH regulation. The questions
are not a test, so there are no right or wrong answers. Your opinions and experiences are important.
You may refuse to answer any questions that you do not feel comfortable answering. You may also say
that you do not know the answer to a question.

Confidentiality

The information that you give in the questionnaire will be anonymous. The researchers are independent
and do not work for any health care authority. (All questionnaires have a study code, which is not a
personal identifier. 1 assure you that all information vou provided will be used only for the study.
Everything that you say when answering the questions will be treated as private and confidential. Your
name will not be revealed in any written data or report resulting from the study. The answers given will
be analysed and reported as group data. The combined information will be written up as a journal article,
which will form part of the PhD thesis.

Consent

We have obtained permission from the provincial and hospital authorities. You will be asked to provide
informed consent to participate in the study. If you are willing to give your consent and take part, T will
appreciate your participation and the information that you are willing to provide.

Benefits and risks of participation

Please note that participation in this study is voluntary and there will be no direct benefits to anyone
who participates in the survey. Similarly, there will be no negative consequences for individuals who
do not want to participate in the survey. We will not compensate any participant for taking part in the
study, nor is there any cost to participants. You have the right to decline to answer any questions that
make you feel uncomfortable or to stop the survey at any time.

Contact details

I will be happy to answer any questions you have about this study. If you have questions about the

41
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research, you may contact me as the Principal Researcher or the Research Supervisors:

PhD candidate Supervisor Co-supervisor

Ms. Busisiwe Matiwane Professor Laetitia Rispel Dr Duane Blaauw

School of Public Health South African Research Chair | Centre for Health Policy School
University of the School of Public Health of Public Health
Witwatersrand, Johannesburg | University of the University of the

Phone: +27 74 887 1071 Witwatersrand, Johannesburg | Witwatersrand, Johannesburg
Email: Phone: +27 11-717 2043 Phone: +27 11-717 3422

busisiwe.matiwane@wits.ac.z | Email:lactitia rispel@wits.ac.z = Email:duane.blaauw(@wits.ac.z
a a a

If you agree to participate, I would ask that you please indicate that electronically before the
commencement of the survey.

Study Results

Please let me know should you wish to get feedback on my study.

The Human Research Ethics Committee (Medical) of the University of the Witwatersrand,
Johannesburg (“Committee™), has approved this study. A principal function of this Committee is to
safeguard the rights and dignity of all human subjects who agree to participate in a research project and
the integrity of the research.

If you have any concerns over the way the study is being conducted, please contact the Chairperson of
this Committee who is Dr Clement Penny, who may be contacted on telephone number 011 717 2301,
or by e-mail at Clement. Penny@wits.ac.za. The telephone numbers for the Committee secretariat are
011 717 2700/1234 and the e-mail addresses are ZaneleNdlovu@wits.ac.za and

Rhulani. Mukansi@wits.ac.za

Thank you for reading this Study Information Sheet.
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