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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 

MJH 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).  



 

vi 

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 
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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.  
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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 

MJH 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].  

 

MJH 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 
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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 
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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 
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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, 
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professional nurses, and rehabilitation therapists. The novelty of the PhD is also the ability to compare 

MJH 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 

MJH 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. 
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Chapter 1:  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.  

Chapter 2:  This chapter presents an overview of the literature on multiple job holding. 

Chapter 3:  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:  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). 

Chapter 5:  Paper 2: Exploring multiple job holding among medical doctors, professional nurses, 

and rehabilitation therapists in South Africa. (Planned submission to Frontiers in Health 

Services).  

Chapter 6:  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).  

Chapter 7:  Paper 4: The ambiguity of regulating multiple job holding in South Africa (Planned 

submission to Health Policy and Planning). 

Chapter 8: 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). 

Chapter 9: 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.  
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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 Definition 

Discrete Choice 

Experiment 

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]. 

Health professional 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). 

Multiple job holding MJH 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. 

Rehabilitation Therapist  Includes an occupational therapist, physiotherapist, speech therapist/ 

audiologist, and audiologist registered with the HPCSA. 

Health labour market 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 
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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 al [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]  

• MJH 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 
labour theory of MJH 
[16-19] 

• Explains MJH in terms of the limits on working hours 
in the main job and a desire for heterogeneous work  

 

• Restrictions on working hours in the primary job limit an individual's 
ability to make more money; hence, individuals may choose to pursue a 
second job to supplement their income.  

• 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' 
framework on MJH [29] 

• Examines MJH by considering local factors such as 
health system governance and the local market 
structure for medical doctor services 

• Health systems governance and market structure 
significantly influence the forms and prevalence of 
MJH.  

• Health system governance: regulation of MJH and the institutions 
responsible for its implementation,  

• Local market structure: supply, demand, and services provided by 
medical doctors 

4. Sociological 
perspectives [8] 

• MJH is influenced by the need of health professionals 
to sustain their professional identity and secure peer 
recognition 

• MJH helps maintain professional identity, align with 
shared values, and advance scientific knowledge and 
practice. 

• Health professional characteristics: specialised training, peer recognition, 
and the pursuit of knowledge. 

5. Governance perspectives 
[20-23] 

• MJH is seen as a:  
  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 servants’ conflict between personal interests and obligation to the 
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 

MJH 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  
approach 

Possible challenges  
for the health system 

Possible key factors  
for success 

Country  
examples 

LIMITING MJH POLICIES    
Complete ban 
The practice of MJH 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 values 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. González 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 al [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].  

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

• 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 MJH 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].  

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

• 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]. 

• Current studies on MJH prevalence are 
dated in SA 

• Paucity of studies among rehabilitation 
professionals  

• 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].  
  

• Lack of studies on factors that influence 
MJH among rehabilitation therapists. 

• Dated information on doctors and nurses in 
SA. 

• 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]. 

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

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

• 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 

MJH [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.  
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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 

MJH. 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 
 
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 • Granted by the University of the 

Witwatersrand HREC (Medical)  
Permission from facilities • Granted by all relevant authorities in GP 

and MP  
Informed consent  • Obtained from all study participants 

following a detailed explanation of the 
study 

Confidentiality & anonymity  • Personal identifiers were not used on all 
data collection tools.  

• Participant responses were coded and 
grouped as themes. 

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

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

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

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

Research integrity  • Compiled a detailed research protocol and 
procedure manual. 

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

• 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. 

• Component 1: Interviews with key informants and document reviews  

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

• 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 Outputs  
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. 

 
 
Component 1  

Sutinen and Kuperan's 
socio-economic theory 
of regulatory 
compliance 
 
Bett’s organisational 
theory on moonlighting 

Qualitative   • Semi-structured interview 
with 33 key informants  

• Document review of 
policies documents and 
guidelines  

• Thematic analysis using 
MAXQDA 

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. 
 
Health Policy and Planning (planned submission) 

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

 
 
 
 
 
Component 2 

Russo and colleagues’ 
framework on MJH 
 
Classical 
microeconomic labour 
theory 
 
Bett’s organisational 
theory on moonlighting 

Qualitative • Semi-structured interviews 
with 30 health 
professionals  

• Thematic analysis using 
MAXQDA 

 

Chapter 5 
Exploring multiple job holding among medical doctors, 
professional nurses and rehabilitation therapists in South 
Africa 
 
 
 
 
Frontiers in Health Services (planned submission)  

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

 
 
Component 3 

Classical 
microeconomic labour 
theory 
 
Bett’s organisational 
theory on moonlighting 
 

Quantitative 
Cross-
sectional 
survey 

• Self-administered 
questionnaire including a 
DCE among 1397 health 
professionals. 

• Quantitative analysis using 
Stata® 17. 

  
  

Chapter 4 
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  
 
BMJ Open (published) 4. Determine the factors influencing multiple job holding. 

 
 
 
 
 
Component 3 

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) 

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

 
 
 
Component 3 

Chapter 6 
Preferences of medical doctors, professional nurses and 
rehabilitation therapists for multiple job holding 
regulation – a discrete choice experiment  
 
PLoS 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 KIs 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). 
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Figure 3: Overview of the key informant interviews.   

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 
MJH 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.
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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. 

 

 
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 

Component 1 (Objective 2)
•In-depth interviews with 3 groups of professionals on 
their experiences on MJH and their views on the 
RWOPS policy

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.

Data Synthesis
•Integration and interpretation of in-depth interviews with 
key informant interviews and document review results
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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  
2. Discussion of codes  • Presentation of codes by each researcher  

• Discussion of codes 
• Agreement on codes  

3. Reviewing 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  • The PR and two supervisors reviewed the themes and 

sub-themes  
• Agreed on sub-themes and themes  

5. Comparing themes to the 
conceptual framework 

• The PR and two supervisors had two workshops to 
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 • 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  • The PR applied the final themes to the interview data  
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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  • 14 public hospitals in GP  

• 15 public hospitals in MP  
Study design and study 
population  

• Cross-sectional survey  
• 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  
• We used Stata's svy commands for complex cluster sampling 

adjustments. 
• Analyses conducted separately for each health professional 

group 
• Weighted to reflect population distributions between the two 

provinces and between the hospital types within the group 
• Adjusted for the sampling strategy  
• Prevalence and time in additional jobs compared by health 

professional category 
• MJH forms classified based on self-employment or 

employment by others 
• Weighted ranking analysis conducted using reverse order 

scoring for the importance of reasons for MJH  
• Multiple logistic regression to determine factors associated 

with MJH  
 

Further analysis of DCE data  
• Stata® 17 

• 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 

MJH 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.  

 



 

41 

CHAPTER 4: EXTENT, FORMS AND FACTORS INFLUENCING MULTIPLE JOB 

HOLDING  
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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 

MJH 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  

1. 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. 

2. 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. 

3. 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.  

4. 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. 

5. 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 KIs was chosen 

from this list to ensure diverse perspectives on MJH. Additionally, we used a snowballing strategy, in 

which we requested KIs to propose other potential KIs 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 KIs 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 
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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 (KIIs) 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  • MJH 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 KIs 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 KIs 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: 

“I 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 

…, so I 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 “tools 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 I 

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” (KI 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 I 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 KIs 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 absenteeism 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.” (KI 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 KIs 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 KIs 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.” (KI 7, hospital manager). 

 

“…some they do report, there’s no consequence. Even if I report it then what? They won’t do 

this and this. So yes, that’s the challenging part. There are no consequences.” (KI 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  
MJH 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). 
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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 

MJH 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  

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. 
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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: 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.  

– 1997: Section 30 was amended to prescribe a 30-day response time by the Executive  
Authority following an individual's application for RWOPS approval 

– 1999: 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: 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. 

– 2016: 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. 

– 2018: 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: Guide on managing RWOPS in the public service outlining legal requirements, 
application procedures, and employee responsibilities  

– 2021: 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. 

– 2024: 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. 

 

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 (KIIs) 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 KIs. 

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 KIs 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 

Sector/ profession Total 
 Gender  Province 

 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 
1. Ambiguity about the 

RWOPS policy 
 

 Perceived value of RWOPS policy – retention of 
skilled professionals 

 RWOPS is a complex trade-off between 
advantages and disadvantages. 

 Proverbial bread buttered on both sides – full-
time employment perks alongside private work. 

 Cumbersome or unclear policy  
 Perceptions of unfairness – approval delays, 

restrictions on private practice hours. 
 Intrusive requirements – financial disclosure  

 Deterrence -gains 
 Moral obligation and 

social influence 
 Legitimacy 
 Process 
 Outcomes 

2. Dissonance in RWOPS 
governance and 
management  

 Manual, laborious, and confusing application 
processes 

 Limited HR officer knowledge of the policy 
 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 goals vs 

implementation 

 Enforcement-
detection and 
sanctions 

3. 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 

 Illegal gains 

4. 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 

5. Ethical practices and 
strict management 
ensure compliance 

 

 Commitment to ethical practices and prioritising 
public sector patient care 

 Moral obligation to uphold public sector 
responsibilities 

 Health professionals with integrity adhere to 
established rules and standards 

 Effective management facilitates compliance  

 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. 

I 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 (KI 
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 
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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: 

It’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], I have the certificate, but so I 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 

Procedure Gauteng Mpumalanga 
Provincial adoption of the 
RWOPS policy  

The Head of Department (HOD) 
adopted the 2020 DPSA RWOPS 
guidelines 

The HOD adopted the 2016 DPSA 
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 KIs 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 KIs 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, I 
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 KIs 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 [MJH] 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 I’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 KIs 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. (KI 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:  

I 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 I 
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. 

I 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 l shouldn’t jeopardise the job that I have for 
something else also it’s much better to have both. (IDI 3 MP, occupational therapist) 

 

Some KIs reported that health professionals used public resources, such as equipment and materials, 

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. (KI 9 professional association) 
 
I think the other is the abuse of resources, where doctors will snitch [steal] things and take 
them to their practices. (KI 23, national department) 
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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 KIs 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 [MJH] 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 KIs 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.” (KI 
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 I told you that whenever they call me in the public hospital, I have to be there. 
So, I 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 KIs 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. (IDI 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. 

 



 

120 
 

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 KIs 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 al'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 al’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 al [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 al [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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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 
• MJH prevalence differed significantly across the three professions: 38.7% among 

rehabilitation therapists; 33.7% among medical doctors; and 8.6% among professional 
nurses. 

• MJH prevalence among medical specialists was 52.2%, compared to 18.9% among 
generalists (medical practitioners/officers).  

• MJH prevalence was highest among orthopaedic surgeons (77.4%), followed by surgeons 
(63.5%) and anaesthesiologists (59.0%). 

• MJH prevalence was 53.0% among physiotherapists, 32.0% among speech 
therapists/audiologists and 29.5% among occupational therapists. 

• 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.  

• Doctors and rehabilitation therapists typically engaged in MJH through independent private 
practice, whereas nurses worked through agencies. 

2. Motivations and factors influencing MJH 
• Financial motivation was the primary driver of MJH, encompassing income 

supplementation, financial stability, debt repayment, and aspirations for a better lifestyle. 
• Secondary drivers of MJH included job variety, career development and professional 

fulfilment.  
• Poor management, insufficient accountability, and inadequate resources in the public sector 

reinforced MJH participation.  
• 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 

• 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.  

• 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.  

• Banning MJH could be mitigated by salary increases or a well-equipped clinical 
environment.  

• 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. 

• 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 al [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 et 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 limiting 

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 et 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  National 
government (DoH/ 

DPSA) 

Provincial 
government/ 

hospitals 

Regulators 
(HPCSA, SANC) 

Professional 
associations/ health 

sector unions 

Individual health 
professionals 

(MD, PN, RT) 

1. A national dialogue with relevant stakeholders on 
MJH and the RWOPS policy 

X     

2. 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. 

b. Communication and awareness raising campaign 
to encourage voluntary compliance 

c. Guidelines on progressive discipline for policy 
transgression 

d. Compliance reporting, monitoring and evaluation 
e. RWOPS policy enforcement   

X X    

3. Meritocratic appointment and capacity building of 
health service managers 

X X    

4. Positive practice environments to reduce high 
prevalence of MJH 

X X    

5. Compliance with professional codes of ethics and 
Employment code of conduct; ensuring awareness of 
rights and responsibilities 

X  X X X 

6. Review of compensation and incentive structures  X     
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:  
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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:  

• 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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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.   



 

237 
 

 

  

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 

School of Public Health 

University of the 
Witwatersrand, Johannesburg 

Phone: +27 74 887 1071 

Email: 
busisiwe.matiwane@wits.ac.z
a  

 

 

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  

 

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 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 
MJH, 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  Supervisor Co-supervisor  

Ms. Busisiwe Matiwane 

School of Public Health 

University of the 
Witwatersrand, Johannesburg 

Phone: +27 74 887 1071 

Email: 
busisiwe.matiwane@wits.ac.z
a  

 

 

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  

 

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 
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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. I 
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 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 I 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. I 
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. I 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. I 
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 I 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. I 
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. I 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 
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Annexure 11: List of policy documents and guidelines 
RWOPS Legislative framework from the Department of Public Service and Administration 
(DPSA) 
• Public Service Act, 1994  
• Public Service Regulation, 2016 
• Public Service Amendment Regulation, 2023 
RWOPS directives and guidelines  
• Public Service Regulations of 1999 - Code of Conduct for Public Servants. 01 July 1999. 
• Public Sector Integrity Management Framework. 2013. 
• 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  
• Guide on managing other remunerative work in the public service. June 2020.  
• 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  
• Directive on the form to be used by members of senior management and head of department to 

disclose their financial interests 1 January 2018 
• Directive of other categories of designated employees to disclose their financial interests and 

directive form date & financial interests to be declared. June 2021. 
• Procedures for assessing and using the eDisclosure system  
Public Service Commission 2004  
• Remunerative work outside the public service – an investigation undertaken in the Gauteng 

Provincial Health Sector.  
DPSA RWOPS reports  
• Report on the implementation of the directive on other remunerative work in the public service. 

01 April 2017 – 31 January 2018.  
• Report on the implementation of the directive on other remunerative work in the public service. 

01 February 2018 – 31 January 2019.  
• Report on the implementation of the directive on other remunerative work in the public service. 

01 February 2019 – 31 January 2020.  
• Report on the implementation of the directive on other remunerative work in the public service. 

01 February 2020 – 31 January 2021.  
• 01 February 2021 – 31 January 2022 – no report.  
• 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  
• Gauteng Province: Personnel circular minute 41 of 2020 – approval guide on managing other 

remunerative work in the public service. 30 June 2020. 
• Mpumalanga Province: Remunerative work outside the public service policy (RWOPS). 23 

August 2019. 
Board of Healthcare Funders (BHF)  
• Application form  
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Annexure 12: Interview guide for key informant interviews 
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Annexure 13: Interview guide for in-depth interviews 
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Annexure 14a: Multi-stage sampling strategy  
 

 

Annexure 14b Selection of health professionals at each hospital category in Gauteng and Mpumalanga 
 

 Gauteng  Mpumalanga 
Hospital 
category 

No. of 
medical 
doctors  

No. of 
professional 
nurses  

No. of 
rehabilitation 
therapists  

No. of 
medical 
doctors  

No. of 
professional 
nurses  

No. of 
rehabilitation 
therapists  

GP: 5 District  
MP: 6 District 

14 per 
hospital  

13 per 
hospital  

 16 per 
hospital  

14 per 
hospital  

 

District Total  70 65 59 96 84 51 
GP: 2 Regional  
MP: 3 Regional  

35 per 
hospital 

32 per 
hospital 

 31 per 
hospital 

28 per 
hospital 

 

Regional Total  70 64 59 93 84 51 
GP: 2 Tertiary 
MP: 2 Tertiary  

35 per 
hospital 

32 per 
hospital 

 46 per 
hospital 

42 per 
hospital 

 

Tertiary Total   70 64 59 92 84 51 
GP: 2 Central  35 per 

hospital  
32 per 
hospital  

 - -  

Central Total 70 64 59 - - - 
Grand total  280 257 236 281 252 153 
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Annexure 15: Self-administered questionnaire  
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Annexure 16 Procedure manual 
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Annexure 17 Turnitin Certificate 

 



 

355 
 

 
  



 

356 
 

 
  



 

357 
 

 
  



 

358 
 

 
 



 

359 
 

 
  



 

360 
 

 
  



 

361 
 

 
 

  



 

362 
 

 
 

  



 

363 
 

 
 

  



 

364 
 

 
 

  



 

365 
 

 
 

  



 

366 
 

 
 

  



 

367 
 

 
 

  



 

368 
 

 
 

  



 

369 
 

 
 

  



 

370 
 

 
 

  



 

371 
 

 
 

  



 

372 
 

 
 

  



 

373 
 

 
 

  



 

374 
 

 
 

  



 

375 
 

 


	DECLARATION
	DEDICATION
	PRESENTATIONS ARISING FROM MY THESIS
	PUBLICATIONS ARISING FROM THIS THESIS
	ABSTRACT
	ACKNOWLEDGEMENTS
	TABLE OF CONTENTS
	LIST OF FIGURES
	LIST OF TABLES
	LIST OF ABBREVIATIONS AND ACRONYMS
	CHAPTER 1: INTRODUCTION
	1.1. Background and context
	1.2. The global context of multiple job holding
	1.3. The South African context of multiple job holding
	1.3.1. Overview of the health system
	1.3.2. The HRH context
	1.3.3. Policy context of MJH

	1.4. Problem statement
	1.5. Study rationale
	1.6. Aims and objectives
	1.7. Structure of the thesis report

	CHAPTER 2: LITERATURE REVIEW
	2.1. Introduction
	2.2. Definition of terms
	2.3. The extent of the different forms of multiple job holding
	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
	2.4.2. Reasons and factors influencing multiple job holding

	2.5. Regulation of multiple job holding
	2.5.1. Limiting MJH policies
	2.5.2. Incentive-based MJH policies
	Remunerative Work Outside of the Public Sector (RWOPS) policy

	2.5.3. Permitted without restrictions
	2.5.4. Other regulatory approaches
	2.5.5. Research gaps

	2.6. Literature review summary and knowledge gaps

	CHAPTER 3: METHODOLOGY
	3.1. Introduction
	3.2. Conceptual framework
	3.2.1. A brief overview of the framework and each theory
	3.2.2. Description of the conceptual framework

	3.3. Study setting
	3.4. Ethical considerations in research and research ethics
	3.4.1. Ethical considerations

	3.5. Overview of PhD methods
	3.6. Qualitative components of the PhD study
	3.6.1. Component 1: Key informant interviews and document reviews
	3.6.2. Component 2: In-depth interviews with three health professional groups

	3.7. Data management and analysis of the qualitative components
	3.7.1. Trustworthiness and rigour

	3.8. Quantitative components of the PhD study
	3.8.1. Component 3: Health professional survey with an embedded discrete choice experiment

	3.9. Data management and quality assurance of the quantitative components
	3.10. Integration of key qualitative and quantitative results
	3.11. Possible bias, limitations of the study, and measures to address them
	3.11.1. Possible sources of bias
	Selection bias
	Non-response bias
	Social desirability bias
	Observer bias


	3.12. Limitations of the study and measures to address them.
	3.12.1 Cross-sectional study design
	3.12.2. Generalisability to other provinces
	3.12.3. Covid-19 pandemic

	3.13. Strengths and scholarly contribution of the PhD

	CHAPTER 4: EXTENT, FORMS AND FACTORS INFLUENCING MULTIPLE JOB HOLDING
	CHAPTER 5: EXPLORING MULTIPLE JOB HOLDING AMONG MEDICAL DOCTORS, PROFESSIONAL NURSES, AND REHABILITATION THERAPISTS
	5.1. Background
	5.2. Methods
	5.2.1. Theoretical framework
	5.2.2. Study setting and design
	5.2.3. Key informant interviews
	Participant selection
	Data collection tool

	5.2.4. In-depth interviews
	Participant selection
	Data collection tool

	5.2.5. Data collection
	5.2.6. Data analysis
	5.2.7. Trustworthiness and rigour
	5.2.8. Ethical considerations

	5.3. Results
	5.3.1. Characteristics of study participants
	5.3.2. Emerging themes
	Theme 1: Financial motivation
	Theme 2: Non-financial motivation
	Theme 3: Conflicting context: well-resourced private sector versus resource-constrained public sector
	Theme 4: Ineffective public health sector management

	5.3.3. Revision of the theoretical framework
	Financial aspirations
	Comparative perceived value
	Non-financial motivations
	Country-specific context
	Institutional level
	Sector level
	National level


	5.4. Discussion
	5.5. Conclusion

	CHAPTER 6: PREFERENCES FOR MULTIPLE JOB HOLDING REGULATION
	CHAPTER 7: THE AMBIGUITY OF REGULATING MULTIPLE JOB HOLDING IN SOUTH AFRICA
	7.1. Introduction
	7.2. Methods
	7.2.1. Conceptual framework
	7.2.2. Study setting and design
	7.2.3. Key informant interviews
	7.2.4. In-depth interviews
	7.2.5. Data collection tool
	7.2.6. Data analysis
	7.2.7. Trustworthiness and rigour
	7.2.8. Ethical considerations

	7.3. Results
	7.3.1. Socio-economic characteristics of study participants
	7.3.2. Emerging themes
	Theme 1: Ambiguity about the RWOPS policy
	Theme 2: Dissonance in RWOPS governance and management
	Theme 3: Informal or dubious MJH arrangements to hide or obscure non-compliance
	Theme 4: Dilemma of managing health professionals
	Theme 5: Ethical practices and strict management enable compliance


	7.4. Discussion
	7.5. Conclusion

	CHAPTER 8: PERSPECTIVES ON REMUNERATIVE WORK OUTSIDE THE PUBLIC SERVICE
	CHAPTER 9: DISCUSSION AND RECOMMENDATIONS
	9.1. Introduction
	9.2. Key findings and cross-cutting discussion
	9.2.1. The extent and forms of MJH
	9.2.2. Motivations and factors influencing MJH among health professionals
	9.2.3. Health professionals’ preferences for MJH regulatory options
	9.2.4. RWOPS implementation and compliance

	9.3. PhD study recommendations
	9.3.1. National dialogue on RWOPS
	9.3.2. RWOPS policy review
	9.3.3. Meritocratic appointment and capacity building of health service managers
	9.3.4. Positive practice environments
	9.3.5. Compliance with professional codes of ethics and employment code of conduct
	9.3.6. Review of compensation and incentive structures

	9.4. Scholarly contribution of the PhD study
	9.4.1. Generation of new knowledge
	9.4.2. Methodological innovation
	Comparative analysis
	Novel application of various theories
	Mixed methods approach

	9.4.3. Policy relevance

	9.5. Recommendation for future research
	9.6. Conclusion

	10. REFERENCES:
	11. ANNEXURES
	Annexure 1: Ethical clearance certificate
	Annexure 2: Ethical approval from health facilities in Gauteng
	Annexure 3: Approval from the Mpumalanga Provincial Health Research and Ethics Committee
	Annexure 4: Permission letters from Mpumalanga Health Facilities
	Annexure 5: Key informant interviews information sheet
	Annexure 6: In-depth interviews information sheet
	Annexure 7: Information sheet for the health professionals’ survey
	Annexure 8: Consent forms for key informant interviews
	Annexure 9: Consent forms for in-depth interviews
	Annexure 10: Electronic consent form for the Health professionals’ survey
	Annexure 11: List of policy documents and guidelines
	Annexure 12: Interview guide for key informant interviews
	Annexure 13: Interview guide for in-depth interviews
	Annexure 14a: Multi-stage sampling strategy
	Annexure 14b Selection of health professionals at each hospital category in Gauteng and Mpumalanga
	Annexure 15: Self-administered questionnaire
	Annexure 16 Procedure manual
	Annexure 17 Turnitin Certificate


