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ABSTRACT

Background

There is global emphasis on the importance of research and analyses of health labour markets.
The latter is defined as dynamic systems consisting of the demand and supply of health
workers, influenced by a country’s regulations and institutions. However, there is limited

national data to inform a health labour market analysis.
Aim
The aim of the study was to analyse the demographic, occupational characteristics and the

economic activities of health workers who were surveyed in the Quarterly Labour Force Survey
(QLFS) from 1 January 2008 to 31 December 2017.

Methodology

This study was a cross-sectional secondary data analysis of the health workers captured in the
QLFS, a household survey that is conducted every three months by Statistics South Africa. The
survey focuses on the labour market activities of individuals aged 15 to 64 years who live in
South Africa. The sample analysed for this study was all health workers surveyed in the QLFS
during the study period. Both the South African Standard Classification of Occupations
(SASCO) and the Standard Industry Classification (SIC) codes were used to extract data on all
health occupations to ensure that the entire health workforce in the QLFS was included in the

current study. To identify predictors of employment a multiple logistic regression was carried

out. STATA ® 15 was used for the statistical analysis.

Results

The study sample comprised a total of 5 502 health workers. Nurses constituted the highest
proportion of health workers in the survey (60.1%) while medical doctors and dentists
represented 10.0%. Nurses were older than the other categories of health workers with a mean
age of 43.6 years (SD:10.3), compared to the mean age of 41.8 (SD:10.8) for doctors, 38.6
(SD+10.4) for mid-level health workers and 37.8 (:10.8) for allied health workers. The majority
(59.0%) of health workers were employed in the public sector, and in urban areas (83.8%).
Only 4.6% of doctors and 7.0% of allied health workers were employed in rural areas.



Overall, the study found that fewer than 1% of health workers reported more than one job
during the 10-year period. The results of the logistic regression showed that the odds of
employment were approximately two times higher for health workers between the ages of 36-
45 and 46-55 years old and 1.8 times higher for health workers between the ages of 26-35.
There were 0.5 odds of employment for health workers aged 56-64 years compared to the
reference age group of 18-25-year-olds. Females were less (OR=0.56) likely to be employed
as compared to males. Compared to health workers in urban areas, those in rural areas were
less (0.47) likely to be employed. Health workers were 0.53 times less likely to be employed

outside the health industry as compared to being employed in the health industry.
Conclusion

Although the QLFS provides useful information on the health workforce in South Africa, the
results highlight the need for investment in a robust human resources for health information

system.

Keywords: human resources for health; health workforce; health labour market; occupational

characteristics, economic activities, South Africa
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CHAPTER 1: INTRODUCTION

1.1 Background
Human resources for health (HRH) are crucial for the effective functioning of any health

system and achieving the global goal of universal health coverage (UHC), aimed at ensuring
equitable access to essential health services and financial risk protection (1). HRH are also
critical for resilient health systems that are able to respond to emergencies and natural disasters,
and for population health improvements (2). The 2030 Global Strategy on HRH uses a labour
market conceptual framework, with a health labour market defined as a “dynamic system
composed of two distinct but closely related economic forces: the supply of health workers and
the demand for such workers” (2, p.13,22). A key objective of the 2030 Global HRH Strategy
is to align health workforce investment with population and health system needs by taking
account of the behaviour of healthcare providers (who supply labour), the institutions that
demand labour (employers), and how these health policy actors respond to legislation,

regulation and health and education policies (2).

In 2016, the High-Level Commission on Health Employment and Economic Growth (HEEG)
recommended further research to analyse health labour markets (3). Despite the growing
recognition of the importance of health labour markets, more research is needed in low-and
middle-income countries (LMICs), particularly in Africa (4). Furthermore, there needs to be
more analyses of standard data sets on the labour market. Such labour market analysis can
generate new knowledge on the characteristics and distribution of the health workforce in order

to inform health policy decisions (3, 4, 5).

South Africa has made strides in HRH since the end of apartheid, with numerous transformative
laws, various governance structures, good fiscal space for public sector employment, and a
robust health professional education system that is well-regulated (1, 6). However, some of the
weaknesses include, “insufficient stewardship of HRH planning across the entire healthcare
system; lack of a national integrated HRH information system; and inadequate information on
overall HRH supply to address historical inequities between urban and rural areas and between

the public and private health sectors™ (7, p.13). The imperative to improve health workforce
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planning and HRH information systems was reiterated in South Africa’s 2030 HRH Strategy

1)

Notwithstanding South Africa’s sub-optimal HRH information system, routine datasets such
as the population census, labour force surveys, and health professional registries could provide
useful information on the health workforce (4, 8, 9). The Labour Force Survey of Statistics
South Africa (StatsSA) is a quarterly household-based survey of the labour market activities of
adult South Africans (10). Since 2008, the Quarterly Labour Force Survey (QLFS) has
collected regular information on the employment, occupation, sector of work, remuneration,
and job changes of the population (10). The surveys could be an important data source on the
occupational characteristics of the health workforce (11). Understanding the South African
health labour market is essential for the successful implementation of the proposed National
Health Insurance (NHI) system, which is the country’s vehicle for UHC (1). This is because
the health workforce is central to the realisation of the goal of UHC (1). In light of the gaps in
health labour market research, the aim of this study was to analyse the demographic and
occupational characteristics as well as the economic activities of health workers who were
surveyed in the QLFS for the period from 1 January 2008 to 31 December 2017.

This chapter provides the background and context of the Master of Science (MSc) research
study. Section 1.2 contains the literature review, including the definition of terms, the
importance of research on the health labour market, and the demographic and occupational
characteristics of the health workforce. This is followed by the problem statement and the
rationale for this research (section 1.3). The chapter concludes with the aims and objectives of
the study (Section 1.4) and the structure and outline of the remainder of the research report
(Section 1.5).

12



1.2 Literature review
1.2.1 Definition of terms

Dual work

Economic

activities

Health worker/

Health workforce

Labour force

participation

Unemployment

Also known as moonlighting, or holding multiple jobs, is understood as

having a second job (s) in addition to a primary full-time job (12).

Activities that contribute to the production of goods and services in a
country. In this study, economic activities are work activities of an
individual within an establishment/s, including dual work and types of
work (13).

Health workers are defined as people whose job is to improve and protect
the health of their communities (5). In this study a health worker is any
individual who indicated that he/she had health training following
completion of matric and delivered or previously delivered direct clinical
or indirect healthcare services to sick or injured patients. The term includes
professional health providers such as doctors and nurses, rehabilitation

therapists, as well as auxiliary health workers and mid-level health workers.

This is the proportion of a country’s working age population which is
actively engaged in the labour market through working or actively looking
for work (13)

Individuals aged 15-64 years who did not have a job, have actively looked
for work or tried to start a business in the four weeks preceding the OLFS
interview, were available for work or had a job or business to start at a
definite date in the future (13).

13



1.2.2 Approach to the literature review

The literature review was informed by the study objectives (Section 1.4). Google Scholar was
the primary search engine used to search for literature. The following databases were also used:
PubMed, ScienceDirect and Web of Science. The following key words and medical subject
headings (MeSH) were used in different combinations during the literature search: Africa;
demographics; dual work; economic activities; gender; geographic distribution; health labour
market; health workforce; health worker; human resources for health; low-and-middle income
countries; quarterly labour force survey; occupational characteristics; South Africa. A grey

literature search was also conducted.

An effort was made to only include results from studies which used routine data such as labour
force surveys. The literature review foregrounds studies published between the beginning of
the study period (2008) until 2023.

1.2.3 Health labour market research

Health labour markets are influenced by various factors, including globalisation, public sector
reforms, population health needs, the demand for health services and the supply and
governance of health workers (5, 14, 15). The 2006 World Health Report cautioned that
expanding labour markets had “intensified health professional concentration in urban areas
and accelerated international migration from the poorest to the wealthiest countries” (16,
p.143). The characteristics of the resultant health workforce crisis included health worker
shortages, inappropriate skill mixes, and health service coverage gaps (16, 17). Although health
labour markets were not singled out as a priority, the World Health Organization (WHO) 2006

report recommended funding for priority human resources research (16).

In the decade between 2006 and 2016, the importance of research on health labour markets
received increased attention from health policy makers and scholars (4, 18, 19, 20, 21). In 2013,
McPake and colleagues (22) argued for the application of labour economic frameworks to
analyses of the health workforce crisis, especially in LMICs. Similarly, Soucat and Scheffler
(23) proposed a labour market conceptual framework and regional and country data to examine
the HRH crisis in Africa. In 2016, WHO released the 2030 Global HRH Strategy, in recognition
of the criticality of the health workforce to the achievement of the Sustainable Development
Goals (SDGSs) (2). The Global HRH Strategy emphasised the centrality of health labour market

14



analysis to the formulation of national health workforce strategies and to the mobilisation of
resources to implement these strategies, subsequently echoed in the 2016 HEEG Report of the
High-level Commission (2, 3). This is because such health labour market analysis can generate
new knowledge on the drivers and policy levers that influence health workforce production,
deployment, retention, and performance, thus contributing to the practical design of health
policies and appropriate interventions (3). In addition, the value of using routine data in health
labour market analyses has been illustrated by joint WHO and World Bank teams (5).
Notwithstanding variations in the completeness and the quality of data, the 2017 estimates
identified a growing HRH demand, with more than 18 million additional health workers needed
by 2030 to achieve the SDGs (5). The modelling estimates suggest that health workers' demand
and supply will continue to fall short of population health needs in LMICs (5). Notably, the
joint WHO and World Bank team underscored the need for quality HRH data and evidence and
recommended that all countries invest in "analytical capacity for HRH and health system data"

based on agreed-upon standards (5, p.21).

High-income countries continue to have superior data quality and analytical capacity for
research on health labour markets compared to many LMICs, yet the evidence base on HRH
labour markets in high-income Organization for Economic Co-operation and Development
(OECD) countries does not provide a clear picture of the expected future HRH situation in
these countries (21). Nonetheless, in other diverse country settings, there is an encouraging
increase in the research and analyses of HRH requirements and labour market dynamics (23,
24,25, 26). Similarly, the 2013 study on the labour market for health workers in Africa provides
valuable information (27). The author highlighted the importance of context for each of the 53
African countries studied and recommended a country's need to select a combination of

relevant health measures and contextual factors to estimate HRH requirements (27).

In South Africa, the Ministerial HRH Task Team adopted a labour market approach and three
different modelling estimates to develop the 2030 HRH Strategy (1). The modelling indicates
a need for more skilled health professionals in South Africa (1). One of the five
recommendations focused on institutionalising data-driven and research-informed health
workforce policy, planning, management, and investment (1, p.42). This recommendation
highlights the importance of analysing routine datasets such as the QLFS conducted by

Statistics South Africa to add information on South Africa's health labour market dynamics.
15



Although Festus, Kasongo, Moses and Yu (6) examined the changes in the South African
labour market from 1995- 2015 and the employment trends in the general South African
population, no published studies could be found that have focused on an analysis of health
workers in the QLFS.

1.2.4 Health workforce and demographic characteristics

Age analysis of health workers

Demographic trends directly impact labour markets, notably labour supply, productivity, and
demand (5). An ageing population due to demographic and epidemiological changes is
expected to increase the demand for health services and, therefore, the demand for HRH, and
is expected to reduce the supply of health workers (28). The age structure of the health
workforce also has important implications for policy and management, such as workability,
training opportunities, and occupational health and safety (29). The combination of an ageing
population and an ageing health workforce has been termed a "double whammy" while

representing an opportunity for innovation and transformation (29, p.1).

In 2020, Szabo and colleagues (30) highlighted the dearth of research on the notion of health
worker demography. This is because demography on age-trends could have direct implications
for labour markets, notably labour supply, productivity, and demand (28). Szabo and
colleagues (30) proposed a conceptual framework that focuses on key types of health workforce
entry (e.g., education, migration) and exit (e.g., dismissal, retirement, death), the nature of
which can influence the age and gender profile of the workforce. Unsurprisingly, the authors
underscore the need for robust data for each health worker category (e.g., doctors, nurses), their

age or age group, and disaggregation by employment sector and geographical distribution (30).

Studies have found that the age distribution of health workers varies across regions and even
among countries within a region. In Finland in 2015, the largest age group among nurses and
midwives was 35 years to 44 years (30). Similar variations in the age distribution of the health
workforce have been reported in LMICs. In China, a study to examine the trends, composition
and distribution of the nurse workforce using national public datasets from 2003 to 2018 found

that most nurses (60.3%) were under the age of 35 years (31). A Cameroon study found that
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36.1% of the health workforce was between the ages of 31 years and 40 years (32), while a
study in Sudan reported that only 20% of health workers were between 50 years and 60 years
of age (33). An analysis of the HRH labour market in Zambia found that most nurses were
under 35 years (34).

The South African Nursing Council (SANC) Statistics indicated that only 28.0% of registered
nurses were less than 30 years of age, with those in the 50 years and older age group accounting
for 47.0% of professional nurses (35). As nurses make up a large part of the healthcare
workforce in South Africa, this ageing nursing workforce has potentially negative implications
for healthcare delivery, exacerbating the widespread reported shortages (35). In contrast, using
the database of the Health Professions Council of South Africa (HPCSA), Tiwari and
colleagues (36) found that the majority of registered male doctors (21.9%) are between the ages
35 years and 44 years, whereas the majority of the registered female doctors (38.8%) are

between the ages 30 years and 39 years.

Gender analysis of health workers

Gender biases in health systems and workforce policies have created systemic inefficiencies
regardless of the country's income level (37). Evidence suggests that structural and relational
factors impact women's engagement in the labour market in general and in the health sector (3,
4,5, 30, 37). Globally, women comprise 75.0% of healthcare workers, yet they face significant
work-related inequities in compensation, working conditions, and health outcomes (37). Data
on 16 high-income countries for 2007 show that women make up the majority of managers in
the health and social sector but were underrepresented when adjusting for their share of total

employment (5).

Nonetheless, an analysis of gender equity in the health workforce of 104 countries
demonstrated progress and changing trends (38). The study found that the nursing and
midwifery professions were dominated by females, whereas most health workers in other
professions such as doctors, dentists, and pharmacists, were males (38). The study also found
that women’s representation in the health sector has increased over time, particularly among

the higher wage health care occupations (i.e. physicians, dentists and pharmacists) (38).
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In the Organization for Economic Cooperation and Development (OECD) countries, the
proportion of female physicians increased by 13.0% between 2000 and 2017 (38). Furthermore,
the majority of health workers in higher wage health occupations (i.e. physicians, dentists and
pharmacists) under the age of 40 are female (38). Interestingly, there is also an increasing share

of male workers in younger age bands in nursing and midwifery (38).

However, females continue to dominate the nursing and midwifery professions, whereas men
continue to dominate in the medical, dental and pharmacy professions (37). Context remains
important regarding gender equity. South Africa’s 2030 HRH Strategy underscores the
importance of gender-transformative policies (1). Although Tiwari et al (36), found that 59.4%
of the medical doctors on the HPCSA register were men, South Africa's HRH Strategy
modelling suggests an average projected increase of 259% in female doctors within the surgical
specialties by 2030 (1).

Geoqgraphical distribution of health workers

The urban-rural maldistribution of healthcare workers is a universal challenge, particularly in
LMICs (39). The maldistribution between urban and rural areas is exacerbated by the inequities
between the public and private health sectors (2). The reasons for the geographical
maldistribution are complex, and include lack of explicit redistribution policies, health
professional education, tertiary hospitals in urban areas, personal preferences of health
workers, resource constraints, poor infrastructure in rural areas, and low employers demand (2,
39, 40, 41, 42). Analysing the urban-rural distribution of health workers provides insights into
targeted policies to address the maldistribution and the shortages (2, 40, 43). In India,
researchers have found a significant disproportion between the urban and rural distribution of
health workers across all provinces (44). A study in Cameroon found evidence of health
workforce imbalances between the capital city, Yaoundé and the poorest and under-developed
regions (45). Similarly, in Sudan the study also reported a maldistribution of the health
workforce between urban and rural areas, with the urban northern state having 4.6 times more
health workers than the rural South Dafar state (45). In South Africa, the NHI white paper
emphasises the disparities between the urban and rural health workforce (1). The
maldistribution of health workers hampers access to health care for people in rural areas and

impacts mortality rates (1).
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1.2.5 Occupational characteristics

Globally, the health sector is the largest employer of workers, accounting for a large portion of
national budgets (5). The majority of health workers fall into four critical healthcare
occupations: doctors, dentists, nurses, and midwives (5). Although countries differ in planning
and implementing human resource policies and strategies, the starting point was to collect data
on health workers' occupational characteristics, especially their categories and skills mix (46).
Skills mix refers to the mix of staff or the distribution of different health professional categories
in the health sector (47). Researchers have investigated the skill mix in the health workforce
and found that globally, nurses make up the majority of the health workforce, with sizable
differences between doctors and nurses across countries (46, 47, 48, 49). Similarly, an
Australian study reported that over half of their health workforce was dominated by nurses,

with medical doctors being the second largest (14).

In LMICs such as Bangladesh, severe shortages of nurses were reported, as well as inadequate
numbers of physicians (48). In contrast, a labour force survey in India found that the majority
of the health workers comprised nurses and midwives and pharmacists (50). The public health
sector in South Africa is predominantly nurse-driven, with nurses making up more than half of
healthcare providers (1). However, there were wide variations in the skills mix across the nine
provinces, with larger numbers of doctors in the urban provinces of Gauteng, the Western Cape

and KwaZulu-Natal, and a greater reliance on community health workers in the rural provinces

(D).

1.2.6 Employment activities

Employment status

The employment status of healthcare workers influences their availability and many other
factors in the healthcare system (3, 51). Traditionally, the health care systems of most countries
offered a standard employment contract featuring permanent full-time work with one employer
(2). However, the permanent full-time employment contract lost its dominance with the
realisation that employees prefer flexible contracts, whereas employers prefer to offer fewer
employee benefits (19). In South Africa, for example, the employment status of many
healthcare workers has changed, with the emergence of non-standard forms of employment

such as agency nursing (52). One study has found that some healthcare workers prefer casual
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employment because of better quality of life, reduced work responsibilities, limited workplace
politics, and work-life balance with reduced job stress and better remuneration (52). In contrast,
permanent healthcare workers have reported the advantages of paid leave for holidays and
illness, retirement annuity, workplace coherence, access to career training and progression and
job security that (52).

Employment sector

There is a dearth of studies that have examined healthcare workers' employment by sector
which would assist in understanding employment preferences and occupational characteristics
(11). More than half of health workforce in India was reported to be in the private sector (53).
Ngah et al. (32) reported that about two-thirds of health workers in Cameroon were employed
in the public sector. The remaining workforce was in the private sector, including non-profit
organisations (32).

In South Africa, the government uses the Personal and Salary System (PERSAL) to record and
pay all health workers employed in the public sector, but this system does not exist in the
private health sector (1). However, an analysis of general practitioner and specialist numbers
by ECONEX reported that approximately 40.0% of general practitioners and nurses work in
the private sector, caring for approximately 17.0% of the population (54). In general, while
many South African healthcare workers continue to work in the public health sector, it has been
reported that they hold negative perceptions about their working conditions and environment,
which often influences their decision to leave the sector (1). Understanding the employment
sector where healthcare workers are located will contribute to new knowledge about their

occupational characteristics and economic activities (1).

Multiple Job holding

Another factor has been multiple job holding (MJH), a practice where an individual has a
primary full-time job with at least one extra paid job (12). Labour economists have also used
the labour supply economic theory to explain multiple job holding as an additional source of
income (12, 55, 56). Researchers have investigated dual practice among medical doctors and
given various reasons for having more than one job, including improving their skills and

knowledge (12, 55, 56, 57).
20



In Cameroon, Ngah et al. (32) found that many public sector health workers have part-time
jobs in the private sector to compensate for their low salaries, resulting in high levels of

absenteeism, reduced performance, and reduce productivity in the public health sector (32).

In South Africa, the Public Service Act makes provision for Remuneration Work Outside the
Public Service (RWOPS) based on certain conditions set by the employer (1). A cross-sectional
study of nurses reported that agency nursing and dual practice were common in the South
African health system (58). Multiple job holding has severe consequences for the health
system, including exhaustion, paying less attention to work while on duty, taking sick leave
when not sick and conflicting schedules between their primary and secondary jobs, thus

undermining the efficiency of the South African health system (58).

1.3 Problem statement and study rationale
This MSc research study was informed by three problems. Firstly, despite an encouraging

increase in research on the health labour market, there are still knowledge gaps on the South
Africa’s health labour market. Secondly, the QLFS datasets from Statistics South Africa are
available, but there has been insufficient analysis of this data source to examine the
demographics, occupational characteristics, and economic activities of health workers, as well
as the factors associated with the employment status of health workers. Lastly, the current HRH
strategy reiterates the need for a dedicated intelligence unit in the National Department of

Health to steer planning and the development of a robust HRH information system (1).

However, it is unclear whether the QLFS data could contribute to the gaps on HRH information
in South Africa. Hence, the rationale for this study was to examine the occupational
characteristics and economic activities of health workers surveyed in the QLFS. Additionally,
the study analysed trends over a ten-year period from the QLFS’s inception in 2008 to 2017.
The study also set out to determine whether the data on health workers in the QLFS can be
used to assist with HRH analysis and contribute to planning. Lastly, the study also contributes

to the generation of new knowledge on the South African health labour market.
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1.4 Aim and objectives

The aim of the study was to analyse the demographic and occupational characteristics as well
as the economic activities of health workers who were surveyed in the QLFS from 1 January
2008 to 31 December 2017.

The specific objectives of the study were to:

1. Describe the trends in demographic characteristics of health workers who were
surveyed in the QLFS from 1 January 2008 to 31 December 2017.

2. Describe the trends in occupational characteristics and economic activities of health
workers who were surveyed in the QLFS from 1 January 2008 to 31 December 2017.

3. Evaluate the demographic and occupational factors associated with employment status
of the health workers who were surveyed by the QLFS using data from the fourth

quarter of 2017.

1.5 Outline of the research report
The remainder of this research report is organised as follows:

Chapter 2 focuses on the study methods, including a detailed description of the primary study,

namely the QLFS, and the methodological approach used to achieve the study objectives.

Chapter 3 describes the study results and the trends for the selected period.

Chapter 4 discusses the study findings, guided by the study objectives and the review of the

relevant literature.

Chapter 5 presents the study conclusion and recommendations.
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CHAPTER 2: METHODOLOGY

2.1 Introduction
This chapter describes the methodology used to meet the objectives of this study, as outlined

in Chapter 1. Section 2.2 presents an overview of the preliminary study, namely the Quarterly
Labour Force Survey (QLFS) from which the data for this study was drawn. Section 2.3
presents a detailed description of the methods of the current study, which was an analysis of
the QLFS data on health workers. Section 2.4 summarises data management, while Section 2.5
describes the data analysis in this study. The chapter concludes with ethical considerations.

2.2 Background to the Quarterly Labour Force Survey
2.2.1 Design and sampling

The QLFS is a household survey that Statistics South Africa conducts every three months (or
every quarter). Although the original Labour Force Survey (LFS) started in 2000, the survey
in its current form was launched in 2008. The purpose of the QLFS survey is to collect data on

the labour market activity of individuals aged 15 years or older who live in South Africa (14).

The QLFS is a longitudinal survey with a rotating panel design. The sampling was done in a
stratified two-stage design. The first stage used probability proportional to size sampling of the
Primary Sampling Unit (PSU), followed by systematic random sampling of the dwelling units
in the second stage. The current sample size of the QLFS is 3 080 PSUs, divided equally into

four rotation groups.

The rotating panel design is shown in Table 2.1, with each shape representing a rotation group
(or panel) and each colour representing a different year. The QLFS base year was 2008, with
the four original sampled rotation groups (panels). The rotation of groups (panels) commenced
in the first quarter of 2009 when 25% of the 2008 sample was replaced with a new rotation
group. Hence, 25% of the sample is replaced every quarter. The sampling meant that every

fourth quarter had a unique group of households.
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Table 2.1: Hlustration of QLFS rotation groups, 2008-2017

Q2 Q3 Q4
2008 | o m A % | o =m A X E A X E A X
2009 | ¢ ®m A X | e m A X B A & E A &
2010 | o m A x| o = A X% E A % E A %
2011 | ¢ ®m A X | e =m A X% E A % E A %
E A X A X *
2014 ° ° ] E A E A %
E A % A x *
2016 | e ° = E A E A %X
2017 | o m A X | o = A % = A X E A %

Source: Adapted from Statistics South Africa [16]

Legend: each shape represents a rotation group, and each colour represents a specific year.

Rotation group Shape Year Colour
1 ° 2008
2 ] 2009
3 A 2010
4 2011

The QLFS used the South African Standard Classification of Occupations (SASCO) to classify
all occupations (such as pharmacists, nurses, and doctors) and used the real-time management
system to code all occupations into four digits which range from 1110-9333. These occupations
were also grouped by the industry they belong to using the Standard Industry Classification
(such as Manufacturing, Health, and Mining). The SIC provides a national framework and

allows for international occupational comparability.
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2.2.2 QLFS materials and methods

The QLFS survey involved interviews with household members using a structured
questionnaire (see Appendix 2). The questionnaire is divided into five sections (illustrated in
Figure 2.1) with various skip patterns depending on the responses to questions on economic

activities.

Section 1
All household members including babies

!

Section 2
Only household members aged 15-64yrs*

I

a. Non-market production Employed
activities (Market production

b. Unemployed activities only)

c. Not economically active

% Mtoceno rhel . G |

| 1
| 1
| 1
| 1
! [
| 1
! 1
| I
! 1

Section 3 Section 4**
» Job search o Formal/Informal sector
o Availability o Extra work
» Economic inactivity e Occupation
e Industry
e Hours etc.,

Figure 2.1: Illustration of the design of the questionnaire used in the QLFS survey

Source: Adapted from Statistics South Africa [13]
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The QLFS questionnaires were completed by trained field staff and captured using an
electronic tool called the Real-Time Management System. As indicated, data collection
happened every quarter, and the results were released in the next quarter while simultaneously
starting the data collection for that quarter (Figure 2.2).

Collect data Q1 E :r Collect data Q2 I E Collect data Q3 EE Collect data Q4 E
l Jan Feb Mar Apr May Jun Jul Aug Sep Oct NovDec
Results Results Results Results
Q4:Core Q1:Core Q2:Core Q3:Core

Figure 2.2:Collection of QLFS data and publication of results

Source: Statistics South Africa (13)

2.3 Description of the MSc study
This study was a secondary data analysis of the QLFS conducted by Statistics South Africa,

focusing on the ten years from 1 January 2008 to 31 December 2017.

2.3.1 Study population

The study population consisted of all health workers who were surveyed in the QLFS during
the study period. Both the South African Standard Classification of Occupations (SASCO) and
the Standard Industry Classification (SIC) codes were used to extract data on all health
occupations to ensure that the entire health workforce is included.

The inclusion criteria were any individual who: (1) had formal health training; (2) and delivered
or previously delivered direct clinical or indirect healthcare services to sick or injured patients,
or (3) formed part of the formal healthcare system defined as public and private health sectors
in South Africa. Table 2.2 shows health occupations included for the final analysis and how
they were grouped into different health worker categories.
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Table 2.2: Health occupations included in the study

SASCO | Health Occupations Grouped categories
codes
2221 Medical practitioners, physicians 1. Doctors/Dentists
2222 Dentists (general), Dental Specialists
2230 Nursing and midwifery professionals 2. Nurses
3231 Nursing associate professionals, Nurses
3232 Midwifery associate professionals
3228 Pharmaceutical assistants 3. Mid-level health workers
5132 Paramedics and nursing aids
3228 Pharmacists’ assistants
3220 Optometrist assistants
3221 Medical assistants
3225 Dental assistants
3223 Dieticians and nutritionists 4. Allied health workers
3224 Optometrists and opticians
3226 Physiotherapists and related associate
2224 Pharmacists
3229 Modern health associate professionals
(e.g., speech therapists)

As shown in Table 2.3, ten health occupations were excluded from the analysis because they
did not meet the criteria of a health worker in this study or did not form part of the formal
health care system. Psychologists were excluded because there needs to be a clear distinction

in the QLFS between clinical psychologists and other psychologists. In addition, psychologists

are grouped with psychometricians and psych technicians who are unrelated to health.
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Table 2.3: Occupations excluded from the study

SASCO codes Health Occupations

3241 Traditional healers

3242 Faith healers

3222 Sanitarians

5139 Personal care workers, e.g., child-minders
5133 Home-based care workers

2445 Psychologists/Psychometricians/
2446 Social work professionals

3460 Social work associates

3152 Safety health inspectors

1110 Legislators

2.3.2 Data collection and preparation

Statistics South Africa publishes the QLFS data on their official website, and the datasets can
be downloaded freely. The de-identified datasets downloaded from the NESSTAR Quarterly
Labour Force Survey database were available on (nesstar.statssa.gov.za:8282/webview/) for

the study period.

Although 40 datasets that correspond to the quarters of the ten-year study period were available
and initially downloaded, only the quarter four data of each year were used. This is because the
fourth quarter represents a unique group of households and individuals due to the rotating panel
nature of the QLFS (illustrated in Table 2.1 above). This avoided the double counting of
individuals and ensured that the health workers in each year were unique. The 10 datasets were
cleaned and inspected individually for consistency and completeness. This was done by
ensuring that all selected variables were named and coded the same in all 10 datasets before
appending them. Figure 2.3 shows the steps followed in preparing the final dataset for
statistical analysis and is further explained in detail below.
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http://nesstar.statssa.gov.za:8282/webview/

Step 1: selecting 4" quarters from
2008-2017

Step 2: data inspection and
cleaning of critical variables in
each dataset.

0 duplicates found

Step 3: appending ten dataset sets
into 1 dataset.

813 861 observations

Step 6: Extract all health
occupations.

9919 health occupations

Step 5: Select key variables for
analysis.

16 variables selected.

Step 4: data inspection and
rechecking of duplicates in the
appended dataset.

0 duplicates found

Step 7: excluded 4263 that did
not meet the criteria., leaving:

5656 health occupations

Step 8: excluded 154 health

workers from the eligible sample

that were not between 18-64
years old.

Step 9: Final study sample: 5502
health workers

Figure 2.3: Data preparation process for analysis

e Step 1 entailed downloading 40 QLFS datasets from the StatsSA website, inspecting the

data to verify the rotating panel (overlap of participants) and selecting data from the fourth

quarter of each year only. At the end of this process, ten datasets were selected.

e Step 2 entailed identifying key variables, checking duplicates, cleaning, and ensuring all

variables were named and coded appropriately in each of the ten datasets before appending.

e Step 3 entailed appending all ten datasets making a final dataset that contained 813 861

observations.

e Step 4 entailed data inspection and rechecking of duplicates in the appended dataset using
UQNO, which is an 18-digit household ID, as the unigue identifier.
e Step 5 entailed selecting 14 key variables that were kept for the analysis of this study. The

14 key variables selected are presented in the data management section below in Table 2.

5.
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e Step 7 entailed excluding observations of 4263 health occupations that did not meet the

definition of health workers in this study, e.qg., traditional healers and environmental health

practitioners.

e Step 8 excluded 154 observations of participants younger than 18 (2) and older than 64
(152) from the dataset.

e Step 9, the remaining eligible health workers were 5502.

2.3.3 Study sample

The entire sample of relevant health workers was used in the analysis (N=5502); hence no

further sampling was done. In the study's final eligible sample of health workers, 461 (8.37%)

were unemployed, and 5 041 (91.62%) were employed health workers. Table 2.4 compares

the total sample of health workers each year and the overall QLFS sample from which these

were drawn.

Table 2.4: Sample of health workers and the overall QLFS sample

Year Overall QLFS sample Sample of health workers
N N
Frequency Frequency

2008 93,062 627
2009 87,653 570
2010 83,357 575
2011 84,953 578
2012 85,112 614
2013 87,523 581
2014 84,274 529
2015 70,345 490
2016 69,231 476
2017 68,351 462
Total 813,861 5,502
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2.4 Variable description and data management
Table 2.5 shows the original variables in the QLFS, their definitions, and the data management

process.

Table 2.5: Data management process

QLFS variable

Definition

Data Management Process

Sociodemographic variables

QLFS defines its working age as
individuals between 15-64 years old.

UQNO: This is an 18-digit ID allocated to Extracted PSU as a new variable and used that
each household, with 1% eight digits  [to adjust for the survey design all analyses.
being the PSU number.

Weight Original survey weights: This variable was used to adjust for the survey
This is the probability or sampling design Weight was added as svyset psu
weight proportional to the inverse [pweight=weight].
probability of being sampled because
of the survey design.

Person No, Person No is the respondent number |We generated a unique ID number for each
of a participant in a single household. |respondent, which was used to check for

duplicates.

Ql4age Respondents' current age, the original [Age was restricted to 18-64 years and further

changed to 5 categories as indicated
below:1(18-25); 2(26-35); 3(36-45); 4(46-55);
5(56-64).

gl6émaritalstatus

Respondents’ marital status:

1. Married

2. Living together like husband and
wife

3. Single

4. never married,

5. divorced/separated

6. widow/widower

This variable had low numbers in some of the
groups and was changed to two categories for
analysis purposes and recoded as:

1-Married (living together like husbhand and
wife, married)

2-Single (never married, divorced/separated,
widow/widower)

gl7education

Respondents’ highest education

This variable was excluded from the analysis
due to data entry errors; over 45 % of this
variable had incorrect information where
Doctors and Nurses, for example, had no
schooling or had primary schooling as their
highest education.

Province

Current province of residence

1- Western Cape, 2- Eastern Cape, 3-
Northern Cape, 4- Free State, 5-
Kwazulu Natal, 6- North-West, 7-
Gauteng, 8- Mpumalanga, 9-

Limpopo

This variable was rearranged into alphabetical
order and coded as:

1-Eastern Cape, 2- Free State, 3-Gauteng,4-
Kwazulu Natal, 5-Limpopo, 6-Mpumalanga,
7- Northern Cape, 8- North-West, 9-Western
Cape
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QLFS variable

Definition

Data Management Process

Geo_type

Respondents' geography type/ type of
areas they lived.

1. Urban

2 Rural

3. Farms, traditional mining

This variable had low numbers in some groups
and was changed to two categories for
analysis. recorded as: 1 -urban (urban)

2 -rural (farms, traditional, mining)

Occupational and economic variables

Q42occupation

The actual occupation of respondents
who were employed when the survey
was conducted. There were

approximately 380 listed occupations

Used the codes derived from the South
African Standard Classification of Occupation
to extract all employed health workers and
classified them into four groups:

Group 1- Dentists and doctors

Group 2- All categories of nurses

Group 3- Mid-level health workers (these
include pharmacy, medical and dental
assistants)

Group 4- Allied health workers (these include
physiotherapists and health workers involved
with the rehabilitation of patients)

g13prevoccupation

The last occupation unemployed
respondents had when they were last
employed. There were about 400
listed occupations.

Used the codes derived from the South
African Standard Classification of Occupation
to extract all unemployed health workers

g43industry and
g316previndustry

g43industry- current industry of
employed respondents.

g316previndustry- previous industry
of unemployed respondents.

1. social and personal services;2.
Agriculture hunting.

3. forestry and fish;4. Mining and
quarrying, manufacturing,

5. electricity: gas and water supply; 6.
Construction; 7 wholesale and retail
trade; 8 transport ;9 financial
intermediation, private households

A new variable was created (Industry) and
recorded as

1.Health industry (social and personal
services)

2. Non-health industry (Agriculture hunting;
forestry and fish, mining and quarrying,
manufacturing, electricity: gas and water
supply, construction, wholesale and retail
trade, transport, financial intermediation,
private households)

Status_expanded

This variable was used to classify the
employment status of all respondents:
1. Employed

2. Unemployed

3. Not economically active

A new variable was generated (employment
status) using the status_exp variable and was
recorded as:

1-employed (employed)

0-unemployed (unemployed, not economically
active)
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QLFS variable Definition

Data Management Process

q415typebusns Respondent's employment sector
1-National/Provincial/Local
government, 2-Government controlled
business (e.g.Eskom/Telkom),
3-private enterprise,

4-Non-profit organisation
(NGO/CBO),

5-Private household)

This variable had low numbers in some
categories and was changed to two categories
for analysis purposes and re coded as

1-public sector (National/Provincial/Local
government, government-controlled business
(e.g., Eskom/Telkom)

2-private sector (private enterprise, Non-profit
organisation (NGO/CBO), private household)

g41multiplejobs Respondents who had more than one |This variable was kept as coded initially
job 1-Yes
1-Yes 2-No
2-No

Other

Year Year of survey

2.5 Data analysis
2.5.1 Trends in sociodemographic characteristics trends of health workers.

In addressing objective 1, the median age with the interquartile range was calculated from 2008
to 2017 and presented in a box plot. A table presenting both the mean with standard deviation
(SD) and median with interquartile range (IQR) by each health occupation was presented.
Proportions were calculated for the categorical variables (health occupation, gender, population
group, and geographic distribution), presented in line graphs, tables, and bar graphs. All
variables were stratified by health worker categories and a Chi-squared test was conducted to
identify significant differences between them. A non-parametric test for trends in ordered
groups was used to assess whether the trends in the different years were statistically significant.

This was done using the nptrend (Cochrane-Armitage) command in Stata.

The Stata svyset and svy: commands were used to account for the stratified two-stage sampling

design in the primary study.

2.5.2 Trends in occupational characteristics and economic activities of health workers.

In addressing objective 2, proportions for economic and occupational variables (employment
status, employment sector, industry, multiple job holding, and geographical distribution) were
calculated. They were presented in tables and bar graphs. All variables were stratified by health
worker categories and evaluated using a chi-squared test. A non-parametric test for trends in
ordered groups assessed whether the trends in the different years were statistically significant.

This was done using the nptrend (Cochrane-Armitage) command in Stata.
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2.5.3 Demographics and occupational factors associated with employment status

In addressing objective 3, the outcome variable was employment status (1-employed/ O-
unemployed). A bivariate analysis (Chi-square test) assessed the association between
employment status and each explanatory variable. These included demographic variables (age
group, gender, population group) and economic and occupational variables (health worker
categories, industry, geography type). A cut-off point for association with a p-value of less than
0.2 was used to select variables for the final regression model. Multiple logistic regression
analysis determined the demographic, economic and occupational factors associated with
employment status in health workers surveyed in the QLFS. Adjusted odds ratios are presented.
The Archer-Lemeshow post-estimation goodness of fit test suitable for survey data was done
to check whether the final model fit. The level of significance (o) was set at 0.05. The Stata
svyset and svy: commands were used to account for the stratified two-stage sampling design in

the primary study.

2.6 Ethical considerations
The University of the Witwatersrand Human Research Ethics (Medical) Committee (HREC)

granted a waiver (see Appendix 3) as a clearance certificate was not required: number W-CBP-
190222-2. This is because the study analyses the information in the public domain, which is
de-identified with no personal identifiers (names, home addresses and identification numbers).
The QLFS is well-established, and the outcomes of interest (occupational characteristics and
economic activities) did not present any ethical dilemmas. Importantly, the downloaded
datasets excluded any information on earnings due to their sensitive nature, while the de-
identified information removed the potential for discrimination against particular groups or

individuals.
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CHAPTER 3: RESULTS

3.1 Introduction
This chapter presents the results of the secondary data analysis of the QLFS from 2008 to 2017,

in line with the study objectives. Section 3.2 presents descriptive statistics of the sample used
in the final analysis. Section 3.3 describes the trends in the demographic characteristics of
health workers surveyed in the QLFS from 2008-2017. Section 3.4 shows the economic and
occupational characteristics of health workers surveyed in the QLFS from 2008-2017. Section
3.5 presents the logistic regression results used to examine the demographic and occupational

factors associated with employment status amongst health workers.

3.2 Study participants
In this study's final eligible sample of health workers, 461 (8.37%) were unemployed, and 5

041 (91.62%) were employed, health workers. Figure 3.1 shows the total number of health
worker cadres in each category. The highest proportion of health worker cadres in the QLFS

were nurses (60.01%), and the lowest proportion were allied health workers (8.10%).

Allied health
wor , 445, 8%

549, 10%

m Doctors/Dentists = Nurses = Mid-level health workers Allied health workers

Figure 3.1: Total number of health workers by occupation category, 2008-2017
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3.3 Trends in socio-demographic characteristics of health workers
3.3.1 Age of health workers

Figure 3.2 presents the trends in the median age of health workers from 2008 to 2017. The
median age remained relatively stable over the study period, with minor fluctuations observed.
In 2008 the median age of health workers was 41.0 years, which slightly increased to 42.0 years
in 2012 returning to 41.0 years in 2017. The overall test for trends in the age of health workers
from 2008-2017 was not statistically significant.

60

50
1

30

2008 2009 2010 2011 2012 2013 2014 2015 2016 2017

Figure 3.2: Median age distribution among health workers, 2008-2017

Table 3.1 shows the mean with standard deviation (SD) and median with interquartile range
(IQR) for age across different health worker categories. The mean age of doctors/dentists,
nurses, mid-level health workers and allied health workers was 41.8 (SD+10.8), 43.6 (SD+10.3),
38.6 (SD:10.4), 37.8 (:10.8) respectively.
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Table 3.1: Mean (SD) and median (IQR) of ages by health worker category

Health occupations Means SD Median IQR
Doctors/Dentist 41.8 10.8 41 33-50
Nurses 43.6 10.3 44 36-52
Mid-level health worker 38.6 10.4 37 30-46
Allied health workers 37.8 10.8 36 29-45

Table 3.2 below presents age groups of different health worker categories. Notably, the
majority of nurses (72.2%) were considerably older (between 56-64 years) than other age
health worker’s categories, as also reflected by the mean and median provided in Table 3.1.
Although doctors/dentists constituted 10.0% of the total health workers, only a small
proportion (4.9%) were found in the 18-25 age-group.

Table 3.2: Age groups by health worker categories, 2008-2017

Age  Doctors/Dentists Nurses Mid-level health Allied health Total n(%o)

group n(%o) n(%o) workers n(%o) workers n(%o)

18-25 27 (4.9%) 121 (3.7%) 114- (9.5%) 55 (12.4%)  317(5.8%)
26-35 161(29.3%) 688(20.8) 406(33.8%) 153(34.4%) 1408(25.6%)
36-45 150(27.3%) 1023(30.9%) 363(30.2%) 126(28.3%) 1662(30.2%)
46-55 146(26.7%)  988(29.9%) 232(19.3%) 74(16.6%) 1440(26.2%)
56-64 65(11.8%)  487(14.7%) 86(7.2%) 37(8.3%)  675(12.3%)
Total 549(100%) 3307(100%) 1201(100%) 445(100%) 5502(100%)
3.3.2 Gender

Figure 3.3 presents trends in the gender distribution of health workers from 2008-2017.
Throughout the study period, females consistently comprised a higher proportion of health
workers surveyed compared to men. However, there was a slight decrease in the proportion of
female health workers over the years (82% in 2008 to 78% in 2017). The proportion of males
gradually increased accordingly from 18.0% in 2008 to 22.0% in 2017. The overall test for the
trend in the gender of health workers from 2008-2017 was statistically significant (p=0.003),

suggesting an increasing proportion of male health workers over time.
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Figure 3.3: Gender distribution of health workers, 2008-2017

Figure 3.4 below provides a breakdown of health worker categories by gender. Nursing had

the highest proportion of females (91.0%) compared to other health worker categories. In

contrast, there was a higher proportion of males (53.0%) than females in the doctors/dentists’

category.
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Figure 3.4: Break down of health worker categories by gender
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3.3.3 Population groups

Figure 3.5 presents trends in the population group of health workers from 2008-2017. Black
Africans accounted for the highest proportion of health workers surveyed, comprising 64.5%
of the total. Specifically, the percentage of Black African health workers decreased from 64.0%
in 2008 to 57.0% in 2012 and then increased to 69.0% in 2017. Indian health workers accounted
for the smallest proportion of health workers surveyed. The overall test for trend in the
population group of health workers from 2008-2017 was statistically significant (p=0.011),
indicating an overall increase of Black African health workers.
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Figure 3.5: Trends in the population group of health workers from 2008-2017

Figure 3.6 below describes the categories of health workers by population group for the period
2008-2018. Among doctors/dentists, the highest proportion (48.0%) was White, while the
lowest proportion was Coloured (8.0%). For nurses, the majority (72.0%) were Black Africans,
with the lowest proportion being Indian (3.0%). Coloureds accounted for a higher proportion
of mid-level health workers (15.0%), compared to Whites (8.0%) and Indians (4.0%). Among
allied health workers, the highest proportion was White (49.9%) with Indians (9.0%) and
Coloureds (11.0%) having the lowest proportion.
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Figure 3.6: Breakdown of health workers’ categories by population group

3.3.4 Geographical distribution

Figure 3.7 presents the trends in the geographical distribution of health workers from 2008-
2017. Overall, most of the health workers surveyed were in urban areas rather than rural areas.
In 2008, the proportion of health workers living in urban areas increased from 85.0% to 88.0%
in 2012, before slightly declining to 84.0% in 2017. The overall test for the trend in the rural-
urban distribution of health workers from 2008-2017 was not statistically significant (p=0.115),

indicating little change in this distribution over time.
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Figure 3.7: Trends in the geographical distribution of health workers, 2008-2017

Figure 3.8 provides a breakdown of the geographical distribution of health workers. The

proportions of nurses and mid-level workers in rural areas were significantly higher at 18.0%

and 21.0%, respectively, compared to 5.0% of doctors/dentists and 7.0% of allied health

workers in rural areas.
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Figure 3.8: Geographic distribution of health worker categories
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3.4 Trends in occupational characteristics and economic activities of health

workers

3.4.1 Health worker occupations

Table 3.3 presents the health worker categories surveyed in the QLFS from 2008 to 2017

shown as numbers (n) and proportion (%). The highest proportion of health workers surveyed

were nurses (60.1%), although there was a decreasing trend over the study period.

Doctors/dentists category increased from 9.9% in 2008 to 11.4% in 2012 but decreased to
10.6% in 2017. Mid-level health workers accounted for 19.0% in 2008, which decreased to
15.6% in 2012 and then increased to 27.1% in 2017. Allied health workers accounted for the

lowest proportion of health workers but showed an increasing trend. The variations in the trends

of health occupations from 2008-2017 were statistically significant (p= 0.001).

Table 3.3: Trends in occupational characteristics of health workers, 2008-2017

Doctors /Dentists NUrSes Mid-level health Allied health
Years workers workers
n (%) n (%) n (%) " (%)

2008 62 (9.9%) 412 (65.7%) 119 (19.0%) 34 (5.4%)
2009 46 (8.1%) 359 (63.0%) 137 (24.0%) 28 (4.9%)
2010 52 (9.0%) 365 (63.5%) 120 (20.9%) 38 (6.6%)
2011 58 (10.0%) 378 (65.4%) 87 (15.1%) 55 (9.5%)
2012 70 (11.4%) 387 (63.0%) 96 (15.6%) 61 (9.9%)
2013 68 (11.7%) 357 (61.4%) 101 (17.4%) 55 (9.5%)
2014 45 (8.5%) 288 (54.4%) 152 (28.7%) 44 (8.3%)
2015 46 (9.4%) 270 (55.1%) 140 (28.6%) 34 (6.9%)
2016 53 (11.1%) 251 (52.7%) 124 (26.1%) 48 (10.1%)
2017 49 (10.6%) 240 (51.9%) 125 (27.1%) 48 (10.4%)
Total 549 (10.0%) 3307 (60.1%) 1201(21.8%) 445 (8.1%)

n: numbers; %: proportions
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3.4.2 Employment status

Figure 3.9 presents the trends in the employment status of health workers from 2008 to 2017.
The proportion of employed health workers increased from 93.0% in 2008 to 94.0% in 2012
before gradually declining to 89.0% in 2017. The overall test for the trend in the employment
status of health workers from 2008-2017 was statistically significant (p=0.001), indicating an

overall increasing trend of unemployed health workers compared to employed health workers.
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Figure 3.9: Trends in employment status of health workers 2008-2017

Figure 3.10 shows health workers categorised by employment status. Among the various
health worker categories, doctors had the highest proportion (97.0%) of employed individuals
compared to other health categories. Mid-level health workers (13.0%) had the highest
proportion of health workers who were unemployed as compared to other cadres.
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Figure 3.10: Breakdown of health worker categories by employment status

3.4.3 Employment industry

Figure 3.11 presents trends in the employment industry of health workers from 2008 to 2017.
The proportion of health workers working within the health industry increased from 85.0% in
2008 to 88.0% in 2012 and remained steady at 88.0% in 2017. The overall test for trends in the
labour force industry of health workers from 2008-2017 was statistically significant (p=0.003).
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Figure 3.11: Industry distribution of health workers, 2008-2017

Figure 3.12 presents a description of health workers by their employment industry. Mid-level
health workers (27.0%) and allied health workers (22.0%) had the highest proportion of health
workers employed outside the health industry. Nurses (94.0%) had the highest proportion of
health workers employed in the health industry.
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Figure 3.12: Breakdown of health worker’s categories by industry
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3.4.4 Employment sector

Figure 3.13 presents the trends of health workers employed in the public sector from 2008 to
2017. In 2008, 2012 and 2017, 59.0% of health workers were employed in the public sector
while 41.0% were in the private sector. The overall test for trends in the employment sector of
health workers from 2008-2017 was not statistically significant (p=0.243), indicating no

change in the distribution over time.
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Figure 3.13: Trends in the distribution of health workers by employment sector, 2008-2017

Figure 3.14 shows the distribution of the health worker cadre by employment sector. The
category with the highest proportion of health workers employed in the public sector was
nurses, at 70.0%. There were more doctors/dentists (57.5%) and allied health workers (65.2%)

in the private sector than in the public sector.
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Figure 3.14: Breakdown of health workers by employment sector, 2008-2017

3.4.5 Multiple job holding

Table 3.4 presents trends in health workers who reported dual work or multiple job holding
from 2008 to 2017. The majority (99.8%) of health workers reported that they were not engaged
in multiple job holding. However, a small proportion (0.2%) reported having a second job; this
slightly increased to 0.3% in 2012 before decreasing in 2017. The overall test for trends on
multiple jobs held amongst health workers from 2008-2017 was statistically significant
(p=0.001).
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Table 3.4 :Trends in reported MJH among health workers, 2008-2017

Multiple
job 2008 2009 2010 2011 2012 2013 2014 2015 2016 2017 Total
holding
v 1 1 1 1 2 2 3 1 0 0 12
es
(0.2%) | (0.2%) | (0.2%) | (0.2%) | (0.3%) | (0.4%) | (0.6%) | (0.2%) (0.0%) (0.0%) | (0.2%)
N 582 510 532 547 576 532 483 440 416 411 5029
0
(99.8%) | (99.8%) | (99.8%) | (99.8%) | (99.7%) | (99.6%) | (99.4%) | (99.8%) | (100.0%) | (100.0%) | (99.8%)
Total 583 511 533 548 578 534 486 441 416 411 5041
ota
(100%) | (100%) | (100%) | (100%) | (100%) | (100%) | (100%) | (100%) | (100%) | (100%) | (100%)

3.5 Demographic and occupational characteristics associated with employment

status

Table 3.5 and Table 3.6 present the results of the bivariate analysis associations of the

demographic variables and the occupational variables respectively with employment status. All

demographics and occupational variables were found to be significant at the 0.2 level and

therefore included in the multiple regression.
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Table 3.5: Association between demographic variables and employment status

Sociodemographic Unemployed health Employed health

Variables workers (n-461) workers (n=5041) p-value
Freq. % Freq. %

Age

18-25 44 13.88 273 86.12

26-35 121 8.59 1287 91.41

36-45 86 5.17 1576 94.83 | <0.001

46-55 73 5.07 1367 94.93

56-64 137 20.30 528 79.70

Gender

Female 403 9.02 4064 90.98

Male 58 5.60 977 9440 | <0001

Population group

African 327 9.22 3,220 90.78

Coloured 68 8.92 694 91.08 <0.001

Indian 11 4.09 258 95.91 '

White 55 5.95 869 94.05

Geography type

Urban 415 7.99 4777 92.01 <0.001

Rural 46 14.84 264 85.16 '

Table 3.6: Association between occupational characteristics and employment status

Occupational variables

Unemployed health

Employed health

p_
workers workers

Freq. % Freq. % value
Health Occupations
Doctors/Dentist 19 3.46 530 96.54
Nurse 261 7.89 3.046 92.11 | <0001
Mid-level health workers 150 12.49 1051 87.51
Allied health workers 31 6.97 414 93.03
Industry
Health industry 365 7.52 4486 92.48 | <0.001
Non- health industry 96 14.75 555 85.25

Table 3.7 shows the results of the multiple logistic regression. The overall model of the logistic

regression was statistically significant (p=0.000). The Archer-Lemeshow post-estimation

goodness of fit test confirmed the final model to be a good fit (p=0.135).
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The results showed that health workers aged 36-45 and 46-55 had significantly (p<0.05) higher
odds of employment as compared to health workers aged 18-25 years, with odds ratios of [2.8
(C11.8-4.4)] and [2.7 (CI 1.6-4.1)], respectively. Additionally, health workers aged 56-64 had
0.5 times higher odds of employment compared to those aged 18-25, with a statistically
significant p-value of 0.011 and a confidence interval ranging from 0.4 to 0.9. Furthermore,
female health workers had significantly (p=0.003) lower odds of employment compared to
male health workers, with an odds ratio of 0.5 (CI 0.3-0.9). The results suggest that age and
gender are significant predictors of employment among health workers.

Indian health workers were more likely to be employed than Black African health workers, but
the association was not statistically significant (p > 0.05). However, White health workers had
1.5 times higher odds of employment compared to Black African health workers, with a
statistically significant p-value of 0.040. In addition, Coloured health workers had lower odds
of employment compared to Black African health workers, although the association was not
statistically significant (p > 0.05). This suggests that there are differences in employment status

among health workers of different population groups.

Health workers from rural areas were 0.47 less likely to be employed compared to health
workers from urban areas, this association was statistically significant with a p-value of 0.001.
Furthermore, mid-level health workers had significantly lower odds of employment compared
to doctors/dentists (OR=0.38, p=0.004). In contrast, the odds of employment for nurses and
allied health workers did not significantly differ from those of doctors/dentists. Employment
of Health workers outside the health industry was 0.53 less likely than those employed in the
health industry which was statistically significant (p<0.001). Additionally, a significant
(p<0.001) difference in the odds of employment between health workers employed in the health
industry and those employed outside the health industry. Health workers employed outside the
health industry had 0.53 times lower odds of employment compared to those employed within
the health industry, and this association was found to be statistically significant. It can be
inferred that there are notable disparities in the likelihood of employment among health
workers, which can be attributed to multiple factors including the geographical setting, health

occupation, and industry of employment.
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Table 3.7: Multiple logistic regression of predictors of employment in health workers

Confidence
Predictors Adjusted odds intervals p-value
ratio
[ 95%]
Age group
18-25 1 (ref)
26-35 1.81 1.18-2.76 0.006 **
36-45 2.83 1.82-4.41 <0.001 ***
46-55 2.65 1.61-4.14 <0.001 ***
56-64 0.56 0.36 - 0.87 0.011 *
Gender
Male 1 (ref)
Female 0.56 0.39-0.82 0.003 **
Population group
African/Black 1 (ref)
Coloured 0.91 0.63-1.30 0.617
Indian/Asian 1.98 0.88 - 4.46 0.097
White 1.52 1.01-2.27 0.040 *
Geography type
Urban 1 (ref)
Rural 0.47 0.31-0.71 <0.001 ***
Health worker category
Doctors/Dentists 1 (ref)
Nurses 0.63 0.32-1.22 0.175
Mid-level health workers 0.38 0.20-0.73 0.004 **
Allied health workers 0.72 0.35-1.47 0.374
Industry
Health industry 1 (ref)
Non-health industry 0.53 0.310- 0.71 <0.001 ***

***: p<0.001, **: p<0.01, *: p<0.05
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CHAPTER 4: DISCUSSION

4.1

Introduction

This was one the first studies to analyse the QLFS data on health workers in South Africa. This

chapter begins with a summary of key study findings (Section 4.2). Section 4.3 discusses the

socio-demographic findings followed by section 4.4 which discusses the findings on

occupational and economic activities. The demographic, occupational and economic factors

associated with employment are discussed in section 4.5. Section 4.6 concludes with the

limitations and strengths of this study.

4.2 Summary of key results

Trends in socio-demographic characteristics

Nurses constituted the highest proportion of health workers in the QLFS albeit with a decreasing trend.

The overall median age of health workers remained steady at around 41 years, with nurses being older at 44 years.
There were more female health workers than males, with the majority of nurses being female.

The results also showed significant imbalances in the distribution of health workers, with a concentration of health
workers in urban areas as compared to rural areas.

Trends in occupational characteristics

The majority of health workers reported that they did not have more than one job.

Most healthcare workers were employed in the health industry, and in the public health sector, but with variations
by category.

The private sector had a higher concentration of doctors/dentists and allied health workers compared to the public

sector, whereas nurses and mid-level health workers formed the largest proportion in the public sector.

Factors associated with the employment of health workers:

Age and gender are significant predictors of employment among health workers. Health workers aged 36-45 and
46-55 had higher odds of employment compared to those aged 18-25 years.

Female health workers were less likely to be employed than male health workers.

White health workers had higher odds of employment compared to Black African health workers, whereas
Coloured health workers had lower odds of employment compared to Black African health workers.

Health workers from urban areas were more likely to be employed than those from rural areas.

Mid-level health workers had lower odds of employment compared to doctors/dentists.

Employment of health workers outside the health industry was less likely than those employed in the health
industry.

The variations in the likelihood of employment among health workers can be attributed to multiple factors,
including geographical setting, health occupation, and industry of employment.
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4.3 Socio-demographic characteristics
This study highlighted an ageing health workforce, especially of nurses who were older

compared to the other professions. The concerns about an ageing workforce of nurses in South
Africa are well documented, with almost one in two professional nurses older than 50 years
(35). There were very few younger doctors/dentists (18-25 years) in the surveyed health
workforce as compared to those approaching retirement age (56-64 years). The 2007 study by
Dal Poz et al. (59) found that there was a reduced number of younger doctors entering the
health workforce. However, the study is more than a decade old. In South Africa, the lower
proportion of younger doctors/ dentists in the OLFS could relate to funding constraints and

inability of the public sector to absorb new medical and/or dental graduates.

In this MSc study there were more female health workers as compared to males, thus supporting
the findings of other studies on the feminisation of the health workforce (9;60). Furthermore,
nurses constituted the majority of the health workers surveyed, which is dominated by females.
This study also found that 53.0% of doctors/dentists were male. The findings of this study are
similar to those of a study that analysed gender equity in 104 countries (38). The multi-country
analysis found a predominance of females in the nursing and midwifery professions and a

predominance of males in the medical, dental or pharmacy professions (38).

The study findings suggest the need to enhance the gender balance across all health occupations
to ensure the delivery of high-quality and equitable healthcare services to all people in South
Africa (1, 6, 36). South Africa’s 2030 HRH Strategy highlights the increasing feminisation of
the health professions and emphasises the need for gender-transformative policies and practice

environments (1).

Overall, this study showed that the majority of health workers surveyed were in urban areas
compared to rural areas, increasing from 85.0% in 2008 to 88.0% in 2012, although it slightly
decreased to 84.0% in 2017. Amongst the health worker categories, the findings showed that
there were very few doctors/dentists (5.0%) and allied health workers (7.0%) in rural areas,
whilst the proportions of nurses (18.0%) and mid-level workers (21.0%) were slightly higher.
These findings are similar to those of prior studies on HRH in Africa and other low-middle-
income nations, demonstrating that HRH are concentrated in urban areas (6, 23, 45). In India,
a study found that 74.0% of health workers were in their urban areas (50). In South Africa,
Zihindulai et al. (41) reported that 43.6% of the population living in rural areas have 12.0% of

doctors and only 19.0% of nurses servicing them. The implications of the MSc study findings
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are that policy intervention is needed to address the maldistribution of health workers between
urban and rural areas, through a combination of incentives, and ongoing monitoring of the

success of these interventions.

4.4 Occupational characteristics and economic activities
The study found that the majority of health workers surveyed during the study period were

nurses (60.0%), albeit with decreasing trends as the proportion of other health worker
categories increased. This predominance of nurses is similar to the findings of studies in other
African or low- and middle-income countries (4, 26, 34, 61, 62). The South African health
system is primarily nurse-based, especially at the primary health care level. Doctors or dentists
represent individuals with scare skills, and shortages remain a persistent challenge in many
African countries (23, 38, 63, 64). In South Africa, the skills-mix vary across the nine
provinces, with a higher concentration of doctors and dentists in the urban provinces of

Gauteng, Kwa-Zulu Natal, and the Western Cape (1).

In this study, the public sector was found to employ a higher proportion (59.0%) of healthcare
workers compared to the private sector (41.0%). This trend is consistent with a study conducted
in Cameroon (32), where the majority (65.9%) of healthcare workers were employed in the
public sector. However, a greater proportion of doctors/ dentists (58.0%) and allied health
workers (65.0%) were employed in the private sector, while nurses (70.0%) and mid-level
health workers (52.0%) were dominant in the public sector. The inequitable distribution of
healthcare workers between the public and private sectors in South Africa is well documented
(7, 65), and it of concern, as the private health sector provides care to less than 20% of the
South African population. The analysis of the OLFS provides evidence of the maldistribution
of health professionals in South Africa, as Barron et al. (65) highlighted the limitation of health
professions registers for obtaining reliable data on the sectoral distribution of health workers.
The study findings point to the need for concerted policy Intervention to address the
maldistribution of health workers between the public and private health sectors. This was also

highlighted in the recommendations contained in the 2030 HRH Strategy (1).
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4.5 Factors associated with the employment of health workers
The multiple logistic regression demonstrated a significant association between age and

employment, consistent with the findings of Dunga and Sekatane (66). Specifically, individuals
in the age groups of 36-45 years and 46-55 years were more likely to be employed, possibly
due to the availability of employment opportunities in the health sector for adults with more
work experience. However, there is a need for concerted efforts to recruit and retain early-
career health professionals as they are the future health workforce (2, 67). Additionally, a
younger health workforce is meet the health needs of an ageing population (28), and
overcoming the potential crisis created by the combination of an ageing population and an

ageing health workforce (29).

Notwithstanding a predominantly female workforce, women were 0.56 times less likely to be
employed than men, suggesting a combination of structural and relational barriers to women's
engagement in the health labour market, as has been found in other studies (3, 4, 5, 30, 37).
South Africa has robust gender equity legislation and policies (73). The study findings
highlight again the need for a gender-transformative health system and the implementation of
the recommendations of the 2030 HRH Strategy (1).

This study found that health workers were less likely to be employed in rural areas than urban
areas. This finding is similar to a study in Peru (26) that found that physicians and nurses were
5 times and 14 times more likely to be employed in urban areas. A combination of factors
influences rural employment, including salary differences, resource availability that enable
health workers to provide quality care, safety of health workers, and lack of basic amenities
such as accommodation and schools for children (68). The unequal distribution of health
workers between urban and rural areas presents a significant challenge to healthcare access and
delivery in South Africa, highlighting the need to strengthen recruitment, deployment
management and retention policies. It is widely acknowledged that an adequate and evenly
distributed healthcare workforce is crucial for improving access to quality healthcare services

and reducing health inequities (69, 70).

In this MSc study, it was found that health workers were more likely to be employed in the
health industry rather than in non-health industries. This was also found by Gupta et al. in an
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analysis of several labour force surveys, with health workers 0.5 times less likely to be
employed outside the healthcare industry (9). This is both expected and encouraging as the

purpose of training health workers is to meet the health and health care needs of a country.

In this MSc study, a minority of health workers in the QLFS reported multiple job holding.
This could be due to under-reporting and/or fear of reprisal as the OLFS is an official
government assessment. Other studies have found that MJH is a common practice among

health workers in South Africa and in other countries (12, 55, 58).

The results demonstrated in this chapter highlight that the South African quarterly labour force
survey data can contribute to the understanding of the HRH situation in the country. The QLFS
is a useful data source for analysing the health labour market in South Africa because it allows
for subgroup analysis. In addition, the QLFS enables for an analysis across different categories
such as gender, age-groups, and geographical distribution. The QLFS includes both public and
private sector health workers, which provides a more comprehensive understanding of the
national HRH situation. The QLFS data is publicly available, this makes it accessible to
researchers and policymakers. Despite the advantages of using the QLFS, there are some
disadvantages, primarily stemming from the relatively small sample size of health workers
included in the survey. As a consequence, concerns may arise regarding the national
representativeness of the data, and further limitations may arise should the analysis be extended
to sub-national levels, as the number of health workers may not be sufficient. While the
valuable insights from this data can be used to improve our understanding of the HRH situation
in South Africa, this emphasises the need to have a single robust health workforce database.

4.6 Limitations and Strengths of the Study

Although the QLFS is a representative household survey, it contains a relatively small sample
of health workers in South Africa. As a consequence, concerns may arise regarding the national
representativeness of the data. Further limitations may arise should the analysis be extended to
sub-national levels, as the number of health workers will not be sufficient. The education
variable in the QLFS was compromised, with inaccuracies and/or missing data and could not

be used for the purpose of this study.
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While SASCO codes were used to extract health occupations, psychologists were grouped with
psychometricians and therefore excluded from this analysis. Social workers and home-based

carers were also excluded, as were traditional or faith healers.

MJH is a common practice in South Africa (71), yet the majority of respondents in the QLFS
indicated they did not have more than one job. Despite being de-identified, the data on labour
force income are not made available for public use, as it is considered confidential information.
Such information could have provided valuable insights in relation to health labour market

analysis.

Lastly, the purpose of QLFS is not specifically designed for health workers and/or health

workforce planning.

Despite these limitations, the study has several strengths. First, this was one of the first labour
market studies to analyse the health worker data from the QLFS over a ten-year period. Second,
the analysis of the QLFS generated new knowledge on health labour market in South Africa.
The study provides empirical information on the demographic and occupational characteristics
of health workers, their economic activities, and the factors associated with their employment.
The study demonstrates the maldistribution of health workers between urban and rural areas,
and between the public and private health sectors. As the QLFS is a household survey, it
includes public and private sector health workers, thus enabling a comprehensive
understanding of the national HRH situation. Lastly, the study demonstrated that the QLFS
provides valuable information to health workforce researchers and policymakers but
underscores the need for a comprehensive and robust health workforce information system to

support planning, health policy development and implementation.
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CHAPTER 5: CONCLUSION AND RECOMMENDATIONS

5.1 Introduction
The primary objective of this study was to describe trends demographic, occupational

characteristics and economic activities of health workers who were surveyed in the QLFS from
1 January 2008 to 31 December 2017. The analysis contributes significantly to filling the
knowledge gaps on the occupational characteristics of health workers, their economic
activities, and the factors associated with their employment in South Africa. The data from the
QLFS data are a useful, relevant, and valid source of information in the absence of a robust

routine HRH information system.

The study contributes to the global and national discourse on HRH and the health labour
market. Notwithstanding the value of the QLFS analysis, the study findings underscore the
need for investment in HRH, and addressing the challenges of an ageing workforce, gender
gaps, and inequitable distribution. The inter-linked and inter-dependent recommendations that
flow from this study are shown in Table 5, together with the actors responsible for

implementation, and elaborated below.

Table 5.1: Recommendations of MSc Study

Recommendation Department | Statistics
of Health South
Africa
1. Invest in the development of robust, HRH information system X
2. Strategies to address ageing workforce X
3. Specific interventions to address health worker maldistribution X
4. Implement recommendations on gender-transformative practice X
environments
5. Review and revise health worker module of QLFS X
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5.2 Investment in HRH information system
The analysis of the QLFS confirms the recommendation of the 2030 HRH Strategy to invest in

a single robust HRH information system (1). Although the Strategy was approved in 2020,
evidence suggests that implementation is lacking.

This MSc study recommends the allocation of funding for the development of such a HRH
information system, and ensuring that the system is user-friendly, accessible, and compatible
with existing health information systems in the country. Important aspects for consideration
include the training of staff responsible for data collection, management, and analysis, and
change management. The data collected through the HRH information system should inform
policy and decision-making related to the health workforce, including their recruitment,
training, deployment and retention. By investing in a robust HRH information system, the
government can ensure that it has accurate and reliable data to inform its decisions related to
the health workforce, which is critical for ensuring the sustainability of the healthcare system
in South Africa. Such an HRH information system assumes greater importance in the context
of the NHI Act which has been signed into law (74).

5.3 Strategies to address the ageing health workforce
The QLFS analysis revealed that the majority of health workers in South Africa were over the

age of 40, indicating the need for the recruitment and retention of early career health workers
in the various professions. However, strategies to address the ageing health workforce cannot
be developed in isolation of an accurate HRH information system and a costed HRH plan that

considers demand and supply factors and the links to the NHI reforms.

In South Africa, the majority of health professionals have to do compulsory community service,
which provides a pipeline of younger or early-career health professionals. However, evidence
suggests that these early-career health professionals are not retained in the public health sector
because of lack of funding and/or posts, and poor working conditions. Nonetheless, short-term
measures for a more balances age structure could include broader discussions with National
Treasury for funding to absorb early-career health professionals, flexibility, possible part-time

posts, and twinning the recruitment of early-career health professionals with retirements.

5.4 Interventions to address maldistribution
The significant health workforce disparities between urban and rural areas, and the public and

private health sectors should be addressed. The 2030 HRH Strategy recommended the

development of specific health policies to address the inequities in the distribution of health
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workers, especially of doctors, dentists and rehabilitation therapists. Although there is a rural
allowance to attract more health workers, there remain numerous challenges of attracting and
retaining health workers in rural areas. These include the lack of adequate infrastructure, social

amenities and resources in rural areas, and limited career advancement opportunities.

A multi-faceted approach is needed, which includes a whole-of-government strategy to
improve the living and working conditions in rural areas. Other strategies include benefits,
such as staff housing, access to professional development opportunities, supportive supervision
or management and improving the working conditions in rural health facilities, such as
providing functional equipment and supplies that enable quality patient care. In addition,
targeted recruitment and retention strategies that focus on recruiting health workers who have
a connection to rural communities or who are interested in working in rural areas have been

shown to be effective (72).

5.5 Gender-transformative practice environments
The 2030 HRH Strategy also recommends the implementation of gender-transformative

policies and programmes at health facilities (1). Given the findings of this MSc study on the
dominance of women in the health sector, gender transformative programmes should include
at the very least participatory forums or processes in each health facility that foster critical
discussions about gender roles, and inequalities, and that allow female health workers a say in
decision-making, and co-creation of practical recommendations (37). Safety is a huge concern
for all health workers, but more so for women. Hence, a recommendation is to develop local
strategies in conjunction with community and/or facility-based governance structures. The
Department of Health should also encourage the sharing of good practices among the provincial
health departments, and among health facilities.

60



5.6 Review and revise the QLFS health worker module
This MSc study has demonstrated the value of analysing the QLFS data on health workers.

However, the study has highlighted the limitations of the data on education. StatsSA is the
custodiam of the QLFS and should strengthen the data verification and cleaning processes to
improve the accuracy and reliability of the data, for example on education. This could entail
cross-checking self-reported occupations with reported educational qualifications to ensure the
accuracy and consistency. Additionally, data quality assurance procedures could be enhanced
by implementing data validation checks, conducting regular audits, and providing training to

data collectors to ensure the accuracy and completeness of the data.

Additionally, StatsSA and the National Department of Health should consider the review and
revision of the health worker module of the QLFS. This could include incorporating more
detailed questions on years of experience, or job location decisions, which could inform health

policy development.

5.7 Future Research
This was a secondary data analysis of the health worker data in the QLFS survey, focusing on

those health workers involved in direct patient care. As HRH include indirect health workers
involved in management and/or support activities, further studies are needed to examine the
characteristics and economic activities of support workers, and managers in the South African
health system, as well as those categories (e.g. social workers, home-based carers) excluded

from the MSc analysis.

Other possible research studies are listed below:

e A comparative analysis of the health labour market in South Africa and other countries
in the Africa region or LMICs with similar economic and social contexts.

e The factors that influence the supply of different health professional categories in rural
Versus urban areas.

e Trends in the employment of health workers post- 2017 (the end period of this study).

e Prospective study on the impact of the NHI Act on the job market for healthcare
professionals?

e Demographic and occupational characteristics of health workers at provincial and

district levels.
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Appendix 2: QLFS Questionnaire

+ STATS SA Quarterly Labour Force Survey .

STATISTICS 50UTH AFRICA
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23 Other non-response 34 New dweling under construction

D. Field staff G ammy ey
D1, DEC Assignment numbear Date chocked
02, oM Aasignment number Date checked
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SECTION 1 This section covers particulars of each person in the household
+ The foliowin g information muet be cbtained for every pereon who hae sEyed in thiz housshald for at

keaat fowrnight= on average perwesk during the |as four weeks.
Do ot forpet babies. f there are more than 10 persons in the household, uae a sscond questionnaine.
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13 = GRADE 12STAMDARD 10VFoRM S MATRIC
[ EXEMPTION BMCHELOR S PASS )

¥ oode 38 or 00=13, Go o Q1.8

14 = NTC 1/NI/NC (viLeEwvE 12

18 = NTC 2/N2/NC (vLEVEL 3

16 = NTC 3/M3/NC (v)Leve. 4

17 = N4NTC 4
18 =NSNTC 5
189 = N&NTC &

20 = CERTFICATE WITH LESS THAN GRWDE 12/51T0 10

21 = DESLCkih WTH LESS THAN GRADE 125810 10

22 = CERTFICATE WITH GRADE 12/5TD 10

23 = DISLCkh WITH GRADE 1:2/5TD 10

24 = HiGHER DIPL0iis

25 = PoaET HGHER Dewosn (MasTeRs, DOCToRM Do)
26 = BACHBEORS DEGREE

27 = BacHnons DEGREE aMD POST GRADUATE DEHoaA
28 = Hosours DeGRes

20 = HiGHER DEGREE (MASTERSPHD)

30 = OTHER, speay in the box o the boftom

31 = Dos T KHOw

¥ code 14-29, Go bo Q1.8
¥ cade 30-31, Go to 1.9

Digh ar cerdi foale should have been at least six months
sty duration fuil time for equivalent)

Wriw the appropriale code in the boxes
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+ h h m m
INTERWIEW START TIME

SECTION 2

This section covers economic activities in the
last week for persons aged 15 years and
above

INDIVIDUAL 1

2.0 Imierviewar lo answer
s the person himherssll responding o
quesBons ¥

1=Yes — Golo Q22 i
2=a 2

2.1 Give person number for the proxy
re spondent

22 Do you have a landline or cellular
ielephone where you can be contacted ?

1=Yis 1
2=ka - Gotfo Q24 2
3=Daw 1 Knaw

23 May | plaass have 5 mumb e whers | can
contaed you ai 8 later stage?

24 Iini e last week (M onday & Sundsy). .. YES NoO

(&) Ol o wiok Tor & wiage, salary, . 2
COMIMESSI0N Of Ay [aym et in king

(ivc i [ dormestic work), svan if
was kaF only cime hsr?

Exarmyles & rendpolar fonh, GOVt G sl or
piece work forpay, wovk i exchange lor
oot or housing, paik! dovmesiic wovk.

() Oid y ou run or do any kind of business,
big ar small, dor yourselfior with ane or mare i 2
parmers, even If il was for only one hair?

Bl Covrrmercial fatring, sellagihihgs,
kg Whinge RoF Rl Con St mpaing
dhiregs, uading coars, brewing beer, codlscting
wemdior waler o sl leivdbessing creche
i, B Or it IFArERDErT i
iy @ dexgal o meofce praatices, pedforming
i puble, hesihga pulie phone shap, e

(€) D youi huslpy wirttaoi it nasiirigy i in sny
Iirvl o etieilineess & runry by yeounr hounsehoid, 1 2
even if it was jor anly snehour?

Enamiples: Commercial famming, hels i sl
g, eres e Bhivgs for s OF erchange,
dhving the SCEOUNIE. GG LEIDT e
busiess, e,

r;-mmyp-ruqsznmmmq
othernise go

In thel ast week (Manday 1o Sunday), YeEs Mo
even though you did nol doany workfor pay,

jprodit or did nat help without pEy in a

heusshokd business, ...

{a]) Did yowhave a peid job thai ypou
w auld definhely retumn in7 i 2
™ Fyes golo Q27
oiffverwise Conbinue

for fooal OF INGLFEING, praifel alovias C Wiark.

() Dibel yoeoes e & it & thad youl i 2
w ould defindiely retumioe?

» Hyes goloQZ7,
alhermiss contime

Exen prplessi: Cowrivmesciand Ramming selog

el sale, heiviressig oreche
bersine sae s, ind orother rarepon
buminess Neviga kg lor e’
praces, pedformiog i pulilie, hashga
puliic phone shap, e,

(i) Didl o hea ve &0 unpaid job in 2my i o
limecl ioff busiroess nun by your
hiusshold that you would definteay

retum a7

= BaQ 11

Examples: Corrmerial lrmhgg, heip i
umhpn.mmgswmw

e fange, ding the acoouns, clesning
i fer e bemine s, oo
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SECTION 3
This section covers unemployment and
economic inactivity for persons aged 15

years and above
a1 In ihe lastfour seeks... 34 Would you haveliked o wor kfor pay orstan
Wes Todking for [P e a business [asiweek (Monday to Sunday)?
W]_\'Eﬁﬂ - 1 1=V = GotoQ3g 1
2=Mo 2 Bl .
() Wiere o trying i start any i nd of 35 Whiai weas le maln reason you did not
Iusiness 7 want to work last wesk (Mondsy & Sunday)7
1= 1
P 5 1 = Sorousmbewssn oS 1
- MK AL 2
¥ No in both G3.1a and G Tb— Go fo & 1.3 # = Housmhiumaom fFunr
” i condl Cormoemnares o S )

3 = HEALTH Frasnns
3 lin the lastfour weeks whatkind of working’ - = ¥
4 = Fmren On Taa Ow Fom woms -
business arrangement wer e you kooking for?
1 =Eul§ma ¥ 1 & = Mo Dezes Ta War 5
2Pt e 2 6 = T Youms To woms: 6
A sliry verbing ey armerd 3 T = Precrancr 7
3z In the lastiewr weeks whathave you dene i U=l I T N TAis s &
saarch for pad work [job) o 5 stain a @ = OTHEm, specly =]
usiness 7
Mok a3 ape’cabl opbons
O = Wareoyfiers seme o b B rvenr -3l
B e v Tmape Uracw
02 = EraLmED AT W soms, Fames, o2 - G310 Q 112
Facnomes OnCausn O Oren
Posmine Burnavees
I8 = Pus oy feekrmmn: Acracr oy 03 a8 mm?:&wuhm without work
4 Pﬂ“ll“llu‘lh.lll
i = Spawren THes e Jos T
FOVIFMENENTY | SEARCH D THE
frERE 01 = Less Tran 3 Maonms o
05 = SoucHT Asasarce Fros Roaoves 03
e P s 02 = 5 Nonme - Less Than 8 Moames (3
08 = Looksn Fom Lano, Buoms, i1 03 = & Monms - Less Than B Maames 03
Enursenr Om treoen Fan Prmsat To 04 = 9 MAONTHS: - Less THan 1 Yesm i}
Sran Owe Busrness On P - 05 = 1 ¥ EAm - L0 Tram 3 Years s
O7F = WHTED AT THE STREET SR 'WHERE
Casuas Womars Ars F oen B U R G
08 = SouaHr Firssscs Aznsmance TaLaok 08 07 = Mg BHan 5 YEAR o7
FamiWom: O ST A BLEmE s 068 = Dow T Ko 0
06 = OTHER, Spacity g
a7 Whal was your main activily before you
staried looking for pald wark (j ob)?
10=Namisg - Go backio G 3.1 10 e 1
- Golo Q16 2 = MANAGHG & Howe 2
13 3= Gone To Smoa 3
Was this becauss you had al ready .
totake up paid work (job) o to starta = Dmean. ypmoly 4
business =t oome laber daje?
1 =¥ 1
2on0 = GotoQ3d -
33a How soon are you expeciing to start - Golo Q38
wiorking in his job or business?
1 =W 1 Movmonss = Gofo 3.6 1
D =l Ha 1 Mo 3 Movms Fa

3 =lors THe 3 Manm s
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.10

aii

What was the main reason why you did not

try o find paid work (jobj or star a busines s

in the last four woeks?

01 = Fevamns THE SEesor FomWoms

02 = Wanne Ta Be Arcaeo Ta Fosen Jo

03 = HEALTH Azasns

04 = P re oy

05 = Dam e Onl s ToWom:
{HAMDCAP I

06 = HOUSEWIPE HOMERAE R FAMLY
CorsDaman ons CHLD Cann)

07 = Unmemcons Tradnc Ta HoPAMD
WA o

08 = MoJons Bymiame i Tre Ama

08 = Lacs Or Miouey To Pay Fom Tresrsron
To Loos Fam Woms

10 = Urnsme To P Wors Froumns
HeHm SHus

11 = Las Hoes OF Feonc feer Breo O
‘Ware

12 = MO TrarsromT L am o

13 = S Om Snoent

14 = AEnmoTaa Qo roWoms

15 = Toa Yo To'Woms

16 = OmHmn AEsecw, Seeory

IT & suitsble pakd work (job) had bean

offered, would you lave bedan ablé o st
winrk lasiwesk (Mondry 1o Sunday)?

1 =Y - Gal D312

2=Mo

d=Don T RRow
If v uirmstanc & had allowsd, would you
have starmd a business |ast week
(Monday bo Sunday)?

1 =5 = Goo@irz

2=Kg

A=Dom T Krow
‘Wheal was té main neasen WINE
ot v i ol & o mmﬂ
(Manday Lo S ¥
1 = ScHOLAm O STLENT

F om Hc s mw e v v | Faay
(Cores Dmmar ons LD Came)

3 = HEALTH REAmIrE

4 = AEnmoyToo o o Wome
& m Mo Desee Ta Woms

B o= T Yo Ta Wom

T = PG M O

B = DVEATELE DV ATLE TE) WEO PR
§ = (hrem, spociy

FEERS

8

5

12
13
14
15
16

[

T RS T R ]

12

.13

a.14

841 i paid work [job) or business opporiunity

acaimme mailabbe, hon Soon can you stan
itk or & i e

1 = WITHM & WEIK

2 = WITHIN TH WEEKS

S = WITHIN FOUR WEDES

4 = LaTER THAM FOLF WEE KE FRCRA RCW

5 = MO D SR TO WO

& oh & LA R -

& = Dan T Ko

Have you ever worked for pay or prodit

o heldped unpaid in s howsshold busines =7
Wik colal e

Fooria woirk for Sy, wage, proli o on @il
wonik i Mo seho b B,
il wonk soch & diaking Bngs firsal,
sailieey hivgg: o freviding & sendce o padnent
woik B @ R o land lra wage or &5 pat af
e toueshoia kG by s

1= 1
2=ia — GofoO1ia

IHierwt long ago was it since pou lasi worked?
O = Less THan 3 Manms

02 = 5 Mo < Less Tran 5 Maunes

08 = & MONTHS - LESS THAN 3 ManTH5

04 = 5 Monms - LessTran { Yean

05 m 1 Yoam s Lo Tran 5 Yoans.

05 = 5 Yoans: 5 Yoams

07 = Mam Tran 5 Yeas == Gd B0 218

08 = Dan 1 Eraow

ESEGERERS

Whint was tha misin reason you siopped

wrorking in your 1ast jobbusiness T

01 = HearH Reasee

02 = ARG Fom Owed CHLDRE AR AT s

0E = Precracr

0 = Crmm Py CommraTr
FrsFonSOLTES

05 = Ganc Ta Soaa

06 = Lo=r Jamd asErce e Qe
Bimrmes S Loenn Daws

55 EER=

OF = CrHapG ED REscence

00 = LN SSSTEF D WITH o

08 = FEmrenTaa O T Wark
10 = QmHER, el

s BE89
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3.15.a

3.15.b

3182

3.18b

What king of werk did you do in your last jolbbusiness?
Wk incivcies @ he sctiities manioned sater
Racard at feast heo words: Car sies pevson, Ofce cisanar,
Vagarmbie fammar, Prmary Sohoal isachen aic.

What were your main tasks ar dulies in this work?
Exampies; Salng ff, mpanng waiches, keenvng acoouwils
fegaing and waking caflie, iseching chidn.

‘What was the name of the establishment |/ institution [
business | organisation that you worked for (the one that
[Pl your salary?

asmabishmen and branch or chision”
.3 Faucatior Dapt - Aapsls Fimary School Hamomy Gohd)
Mg - Mainfananse L.
For individosis who worked from home and their businesaes)|
o P narmes write “Own house”

For individaais who worked in orivade hotsehald write
‘Prvate havsefioa®

For indWwidagds who worked for businesess without nemas
e o Neama ™

‘What wene the main goods or services produced at
place of work or its main fuRcthons? o
Exampies: Aspaiing cavs, Seifng commarncial mal estale,
Sol foad whelssale i mesfaumants, Feal cbthng shap,
Manutaciure sfocincal apmlances, Badresiauran, Frimany
Edircalion, Delvanng newspapers o homes. For domesic
wokars wile Difate fousehoid™.

31T

a.18

Irs wour lnst job business, were youm—

1 = Working for someane #lse for pay?
ircivding pala’ comesHe Workas,
pATGENETS OF SECITY gusros)

Payment in cash orin kind' fo.g. fod,
accammodatian)
Ooffan 1 ncliages all employess:
Full-tims, pat-ima, casval work and
placEaank.

2 = An employer (emekying one or mare
i arrpioyess)?

3 = Own=account worker (nod employing
ary employees)?

4 = Helping wilhout pay in 2 house ok
businessT

Havw da you support yourseli?

Mark all spplicabie aptians

8 = D you b oo joizs dhuring e last wesk
(Monclay 1o Su

—= I yos. 5o back fo @ 2.4, alherwize
continue
b= Ann you supponed by parsons in tha
hovsghold?
= A youl supporied by pereans not in e
hisshola?
d = Anem o suppetes] by chadty, chundn,

wollare, giz,?
8 = [ip you receive Uremployment Insurance

Fuma (UIFT

1= Fram saings or monsy presousl
eamed?

g = Do you receive old age or disabilty
PO

1 = Dy PG G0 SLBPOMISINT Car
rants?

| = D yrd meerve any oiher welfars
grants?

| = Do you heve sy ciiver sources of suppor,
g Dursary, sty loan?

—~ Gota Q59

YES

NO
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SECTION 4

This section covers main work activity in the
last week for persons aged 15 years and
above

&1 I the last week (Monday to Sunday) did

wou have more than ane job/business?
1="YE: 1
Babn 2
S=Dion T BMow 3

if yes, read oul The question thal Tollsws refer to your main
pab/business, Thal is the one whers you usually work the most houws
oor week, sven if you were absent fram it the last weok,

dTa  WhE Kind of work do you usually de in the main
ok buisiness that you had during the last week (Manday
to Sunday)?

Wank Incluidas ail the activitles menbonsd sarer

REcov Al skl b0 ward's: Car salses fersan, Ofcs chaanas,
Vagainfie farmer, Primany Schoo! leacher, s,

4.ZB  Whatare your main iasks or duties in this wark?

Examplag: Seling ful, reoanng watches, Keaming accouss
feauing and walanng caib, isaching chiden.

Wihal is the name af the establshment | institution
bissingss | organisalion thal you wark Tor (lhe one thal
pays your sajaryj?

FiOr ovemimeant oF Mnge angenizanons, give the name of the
estmblishmeant and branah or divsian:

& g Bdocation Deof - Rapels Pimady Schoa Rarmony Gold
Ifiming = antenance Dk,

For indridials wha worked from home and' thedr businesses
dan'T have namss wile "Own houss®

For fdiaduals wiho wirksd i pivahe Rausaniohd wiid
“Privare housshold”

For indricials wha worked for busimesses walkaw! rames
wiite "N Mame®

Wihat are the maln goads ar services prodisced at your
plince of work or its main funclions?

Erampies: Aepaling cars, Saiing commerial real ssiaie,
Saf! o wiossas (0 fesda vanls, Rebsl ciothing shod,
Ifanutacivre sleciica! spofances, Sarhecluand, Primany
Eaucation, Dabaring nowseapers o homes, For domestic
warkers wate “nmate housaiok

Yihen ditl you €lar working fos this emplayer or started
running this business? Give year and monthy

Sate vear in fewr fgures, 5.9, 2007

S.!nn_-.-mmm.i'lg Bpwves, a.g. 08 fov August
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In The jobibusiness . that you had during

e |ast wesk (Monday Lo Sunday) wene Y. ...

1 = Warking lor & armsone ke lor pay?
o huriie g pavel erna sl wokers,
garderiend o S2Curily guards)

Payreni i cash of 0 knd (e.g. Bod,
= commodEion

Cption 1 mchfes af amploye e
Fufbtione, pat-tbne, casus wok ad

e WG
= Go ks Q48

2 = AR ernploysr (Ermpioying Gne of Mofe

el Errigyyenes] 7

pesd == Gok Q413
3 = Owrraccaunt worker [mod amploping

ary emplopees

o 8 -+ GOk Q413
4 = Halping wlhaul pay in a househald

ik et 7
- Go s @ 413

FOR EMPLOYEES OMNLY (option 1in Q 4.5)

4.8

4.7

4.7.b

47.8

IDoetas: o e pioyer Condr bute Lo any
jpeinsion raliremen lund for youT
1=Yim
2=MNa
A=Diow T Euow

Ao you andtled to any paid vacation leaveT
=Y
2=ba
A= 0w T Eow

i o you enfitled to any . .

1=paid ok leawa?
2=maamity { pai amify leza?

i i boi LS 1 bweerhvin mainrithis, b yoii takom

1=paid woion bae?
2=paid sick e’

S=rnazmmmity / patom ity e’
Do o am ployer pay UIF cantributions
far you?

=Y
2=MNa
A=Dor 1 Enow

B e you eniitled to medical sd banelis
froim your @ ployer?

1=Ym

2=Na

=D T Enow

YES

410

411

412

4iZ.a

412.b

4i2.¢

D8 yeur dedusl insem 8 B
(PAYE [ SITE) from your salary fwage?
1=Yis
2=Ha
3= Danr Kaow

e you am ployed on the besis of
1= Awritten contract?
2= Averbal agreement?
I the conracl/agreemmn! of 8. .
1= Limitad duration?
2= Fermansnt naturs?
3= Unspecified durafon?
Whiat is the duraon of your contradt ar
g eemer?

1=LESSTHAN A YEAR

2=1 YEM TOLESS THAN 3 vEAPE

— Gailo
RS

A= Ve O e

Are you a member of a rade union or
ofhar workers” organisations?

1=Yis

P=Ma

A= Danr Knaw
Whio dietenm ines your annusl salary
increass?

1= B G0 TITION BETWEEN MYSILF AND EMPLOTER
AT OO

Dz [ 0 TITIIA PETWEEN LIRECI A EMPLCY R

3= Bewcanr Cou ML o OTHERS DCTOR
DA MG APTRRRNGE METT

4 = Enmcvem orar
& = WO REGLILAY A LEL SALARY INTRTASE
6 = Onrem, specify

—+Gol Q415

M o & L2 R
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FOR EMPLOYERS AND OWHN-ACCOUNT WORKERS AND PERSONS HELPING UNPAID IN
HOUSHOLD BUSIMESSES (Options 2, 3, and 4 in Q 4.5)

413 s your business (or housshold business where you work) regisiered for VAT?
1="es
2=ho
3= Daw T Eraw

414 s the business (or household business where you work) reg sered for income Bx?
1=Yis
2=ha
A= Daw T Kraw

4144 Dows your business or the business where you work beleng to any organissiion | associafion hat
protects your business inerests?

1= YEE
- ]
5 = Diowi 1 Brow
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FOR ALL EMPLOYED PERSONS (employees,
employers, own account workers and persons

helping unpaid in household businesses)

Ask for those with more than one job
(Option 1 in Q 4.1)

4.15

418

4.18.a

s the estmislishmant | ins Sl on | blsbness |

organi saBon you work for [the omethat

pays your salary) o assified as.

1 = NaonalProsingial/Local gowermment 7

2 = Gowerrrnenl contmiiad business (e.g.
EshurnyTedh o) ?

3 = A privale enterpise?

4 = Non-poil organisaiion (NGDCED)?

&= A privale housshold?

8 = DONT Kridw

How i any amplopess are Bers a1ysur
place of work?

ol =00

oF =

05 =24
M=5-89
0E=10-18

o5 =20 -49

07 = 50 On Moss
08 = DO T KRG

Are you Satisfied with your main job?
1= s
2=Ma

[

h th B L

E28REERSE

Ask for those with one job (Option 2 in Q4.1)

4.18
4.19

How many hours do you
eachwesk (Monday o 5

Thinking of esch day lastwesk (Mmday &
Sunday), how many hours dd you achually

Day

On Manday?
On Tuesclay?
On Wednesday?
On Thurscay?
On Fricay?

On Satuday?
On Sunday?

Total hours actually worked

- Gao bo 0 4.22

Haours

420

4.2

4,22

Haow many hours ds y ou ususlly werk
sach week (Monday to =

1. I your frat job/business?
2. In your second jobbusinesa?
3. In 2l oiher phibuzinesses?

Total hours for all jpbs/businesses

Thinking of each day lastwesk (Monday o
Sundiay), hosw many hours. did you achus lly weork...... ..

Hours n ...
- Firstjob/  Second job "‘"I""""I
business busine ss e
0n Monday?
On Tuesday?
10m Wl roeesct any 7
0n Thursday?
On Friday?
On Satunday?
On Suncayl
Taotal hows
Last woak Mondiny 16 Sundy), wodld yod
haweliked to weork more hours than you
schially worked, provided e aictrs hoins
had bean paid?
1 = ¥, in $he curent job 1
2 = ¥, in inking an addionsl job 2
3 = Y=, in snoher o wilh roe hoars 3
4 = HNo 4
—= G0 lo Seclion §
5 = Don T Krow 5
How many additional hours could
haweworked lastweek (onday i Sunday)?
Do yoou ward to work mar e hours al
your currend rate of pay T
1=¥m 1
2=Ha 2
A =Dcr 7 Krcwe 3
If extra work became available, would you
be able to start such work in e mest four
waake?
1=¥m 1
2=Ha -
3 =D 7 Kucw 3
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SECTION 5

This section covers earnings in the main

FOR EMPLOYERS AND OWN-ACCOUNT

job for employees, employers and own-account WORKERS

workers aged 15 years and above

51 Copy recponss fom Q4.5
1 = Waking 1or someons dae ki pay
—= GotoQAD

2 = A ervgloyer [ernglowing ore oF ridrne
aTployees)

—= Go o 5.6

2 = Owrraocoun] warker [nol employing
1y ey )
—= Go o Q 5§

1 = Halping withoul pay in 2 houwsshald
busness — T Go i 0 5.9

FOR EMPLOYEES

52 Tt o i i Job, wihat s the easest wiy
for you i 8l UE your wages or salary
bedore taxes or any other deductions?
Woiild it b
1 = Marthiy?

2 = WmakiyT

3 = Fommighfy {Every o wess k7

4 = [aily?

& = Howly?

& = arrualy?

¥ = Rensmdont Kuw - Gato Q548

53 Do you usually reoshe any tips o
& ol s Sien 7

1 = Yes
2 =RNo

G4.m Whal is your £hoose anel annusl/ monthly’
weeldy daily hourly wage or sl ary before
deduslions? [elede Sas and oo mmissiang)

R

— GokQAi9

Gdb ¥ anound ool siaed

1 = Dan remcaw

. e B }—-ﬁnnau-

B T T R

58

674

5Tb

Whati is the easlest way for you bo tall us

1 = Marihiy?

2= l aklyF

3 = Farmightly {Every twao vwssks) 7

4 = Daly?

& = Howrky?

& = Armualiy?

T = FeremndlonT Kuow — Go e Q 58

=~ @ th B R =

What are yor (Ghodie ong) e Lim anthiy
‘weakly daily sarnings after expenses?
e il Kips: and cofmirRonS)

R

— Gole Q59

W amourk not siabed

1 = DoNT kMNow

P }—:-Gnnqu 2
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For those who don't know, refused or prefer to provide ranges, please use the Prompt Card.

Indicate earnings using

Prompt Card (do not forget to include tips and commission).

the weekly, monthly or annual figures as indicated on the

68  Weskly

m
az2
aa

a2
as
i}

az
aa
a3

10
11
12

13
14
18

18
17
18
18

a0
21

Mo

Rl - A4
R4T - R11&

R118
Reaz

B3y

RATE
=]
R 04

Ri 347
Fil 848
R 641

FaEoe
R gz

PR Eas

A2 &0

kil
el

RETT

FE08
Ealie-]
Rl 388

Rl A48
[z han)
[r=l4:

s 92
R i

12500

1-R14 423
Fils 424 - 6 346
RiE 347

Ri19 232 ommors

Dian Teraw

Famsn

Ri1a 231

Monthly

Marx

R . B0
01 - RSO0

501 - &1 0m

B g1
R 501

e 01
R 01
Fa 01

ol 001
A 001
A1 00

F1G 001
[Re30 0

=l |

54 158
oz 15
B B

R &0

2= Talas]
Ri1 0xd
i aa

R0 00
Rar 500

RS 16T

A2 500
R 200
R 300

R 301 om morm

Daw TRW

Frmsc

Annually

Mare

A1 -R2400

2 am

R 001
B2 a1
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Ask for all persons aged 15 years and above

58

In the last weak (Mengay te Sunday)

{al) Did you d¢ any work on your own or the housshold's plot, farm, food garden,
catfle post or krazl or help in growing farm produce o in looking afier animals for the
own rd

mmmﬁmummm

82}  ye=, Tor howr many howrs?
{b1) Did youlelch water or sollect woodidung for househd d wse?
b2} i yez, Tor h ow many houwrs?

je1) Did you produce any olher geods for hows shold we?
Exsorpress Clithving, famviore, cliypots efc.

(61 Kyes, tor M mammy hours?

id1) Did youdo any consinuction or major repsi r wodk on your own home, pot, caitle
poel or business or hoee o e househad?

() M yes, for how many hours?
fe1) Didyoucach any fish, prawns, shalls, wild animals or other food for houssheld cons umption?

(e Fyes, lor how many hours?

Yes Mo

84 INTERVIEW EMD TIME

End of questions for individual 1

Thank the respondent for his/her co-operation
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Appendix 3: Ethics Waiver

4

o

I

UNIVERSITY OF THF ;‘. ] | HUMAN RESEARCH ETHICS
WITWATERSRAND, 7 | coMMITTEE (MEDICAL
JOHANNESBURG

!

g

Human Research Ethics Committee (Medical)

Research Office Secretariat:

Faculty of Health Sciences, Phillip Tobias Building, 3 Floor, Office 301/2/4. 29 Princess of Wales Terrace, Parktown, 2193
Tel +27 (0)11-717-1252 /1234/2656/2700

Private Bag 3, Wits 2050

Office email: HREC-Medical ResearchOffice @wits ac za

Website: www.wits.ac zag’research.“about-our-research.'ethics-and-research-.integng.-‘

Ref: W-CBP-190222-2 22/02/2019
TO WHOM IT MAY CONCERN:

Waiver: This certifies that the following research does not require clearance from
the Human Research Ethics Committee (Medical)

Investigator:  Aphiwe Dinga (Student Number: 1589447)
Supervisor: Laetitia Rispel and Duane Blauuw
Department: Public Health

Project title:  Occupational Characteristics and Economic Activities of Health Workers in
the quarterly Labour Force Survey: 2008-2017

Reason: Review of information in the public domain

Doctor CB Penny/_//j

Chairperson: Hdman Research Ethics Committee (Medical)

Copy — HREC (Medical) Secretariat: Rhulani Mkansi and Zanele Ndlovu.
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