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I)  PREFACE

ACKNOWLEDGEMENT:

One of the incentives is the “rewards” one gets from accomplishing a task or a
goal. Like was in the Pavlov’s experiments with dogs-to man it is not so much related;
See [ enjoyed very much my supervisor’s way of instructing, by making sure he puts
across if possible all my negatives before me! Unlike what many of our policy makers
would like to anticipate i.e. positive rewards in most of the times, this is the sort of
advisors fit in the “developing world” I presume. This is not other than Stephen
Thomas, a senior lecturer and researcher in Health Economics Unit, UCT.

in my case of findings out the indicators or determinants that may be used in
measuring motivation. This is like one looking from the other end —if one wants to
monitor the impact of providers’ motivation towards achievements of equity,
efficiency (allocative/technical), quality of care and efficacy/output will look then for
the prevalence of one of these indicators/determinants going up /down. Not only that
as one can as well monitor other indicators of health improvement as IMR, LE,
decrease in YLL, etc. Thus from the baseline to policy to input; then the processing
through decision making and involvement of each one in the institution in the
“planning spiral” to oufput (1.e. the development achievement/improvement of health
status), I owe much to the undermentioned:

1) To my youngest daughter Jacqueline (7) who kept encouraging me “keep on

writing dad” and when I had no more pens to write with she offered me her pencil.
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order that I could as well go through my master’s degree course.

3) To Prof. Di McIntyre-for changing my perception of the world from eastern

‘quasi” African socialism to market economy.

4) To Prof. J. Myers and his assistant DR Young, for correcting the study design
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5) To Prof. Watson (Occupational Therapy department ~UCT) for her tireless
assistance on my frequent questions on the qualitative study design

6) To DR Stilwell Barbara- WHO headquarters for her encouragement.

7) To DR Nicole Cotzee-who kept charging me—“run man ...keep on running!

8) The Canons Collins Educational Trust for Southem Africa for support on my
living and transportation costs in Cape Town ~South Africa.

9) Our Class convenor Prof. Rodney.

Lastly if not the least, I gratefully acknowledge the staff of Wolfson’s and Health

Science computer laboratories for their tireless efforts assistance they offered me

during the data collection and write up of the project.

1) GLOSSARY
TANU-Tanganyika African National Union
ATP-Ability To Pay
ANC-African National Congress
CCM-Chama Cha Mapinduzi (the present ruling party in Tanzania, literally meaning
“revolutionary party”)
CUPD-Clinics Upgrading and Building Program
DOT-Directly Observed Treatment
EME- Established Market Economies
HDI-Human Development Index
NHA-National Health Accounts
NEPAD-New Partnership for Africa’s Development.
MMD-Movement for Multi-party Democracy

OPEC-Organization of Petroleum Exporting Countries



OECD-Organization for Economic Co-operation and Development
SSA-Sub-Saharan Africa

PHC-Primary Health Care

PHE-Public Health Expenditure

PPP-Price Purchasing Power

GNI-Gross National Income

GDP-Gross Domestic Product

MEC-

STD-Sexually Transmitted Diseases

STI-Sexually Transmitted Infections

THE-Total Health Expenditure

WTP-Willing To Pay

YLL-Years of Life Lost

LE-Life Expectancy- (an indicator of ill-health-survival) is the average number of
years that a person lives from birth if the age specific mortality rates apply.
IMR-Infant Mortality Rate (an ill-health indicator) is the number of infant deaths in a

year divided by the number of live births in the year.

IIT) INTRODUCTION:
HEALTH WORKER MOTIVATION STUDY

Motivation is hereby examined from two angles —the participant observation —
whereby after the findings that almost about half of those participated in the study
complains of inaccessibility to decision making: thus reducing their internal power
and hence contributing to poor technical efficiency possible. Two, though in literature
many thinks that emigration may help the country of origin (from payments sent
home to their families by the workers temporarily abroad), however, there is little
prospect of the so called rich countries allowing immigration on a significant scale,



again it matters a lot, on the question of feeling proud of one’s nation. Still a question
of academics, on “brain drain.”

The emphasis on curative or tertiary hospital resource bias rather than PHC
with efficient referral system is again looked from the perspectives of biomedical and
silver platter models rather than “medical anthropological” and cost-effective
treatment approaches.

The initial format proposed was found in the preliminary questioning and
observation that the “action environment” of the base population and especially so
in Western Cape, though thought at first glance to be conducive; is not so. Not only

that the prevailing conditions, that there was a health workers’ “unrest” in the
setting during the study period, was also a big set back. This gave a picture that
what was suggested more than 10 years ago in one SSA country concerning the
minimum take home of a GP (as about 1560 US §) still make sense in many other
SS8A countries. This being made not to materialize is exacerbated by poor allocative
efficiency (e.g. many participants complained of not being used efficiently in their
place of work-sort of induced “technical inefficiency” as well as, or presence of
departments of health almost equivalent to a ministry of health in every province in
South Africa); poor equity and resource generation in many settings.

My little worry is; since every cadre can urge its case how important it may be, as
important as is our mouth in taking in food it is also important for the posterior Os
(anal orifice) in expelling out the fecal matter. Therefore, if government X spending is
G at its maximum on services and investment, and if offers its workers H: Q salary
level which is tax deductible; and if somehow some workers wants salary level at
Q+Y at a level from which not tax deductible say, it will then “force” government X
to spend more than its maximum earmarked, thus leading to budget deficit which in
turn may lead to inflation. Hence the argument on increasing the size of the “pie,”
though the government program and or institutional organization also matters, calling
for the participatory effect of the professions and community in decision making, a
much delayed culture in many institutions. (JEM, October 2002).

The Groote Schuur tertiary hospital is situated in the Cape peninsula in Cape
Town few kilometers from the city center. Cape Town is the capital city for the
Western Cape Province, one of the nine provinces in the country-South Africa. The
province has 4.2 million people of whom 75% are Whites. The province population is
about (9.7% of total population) out of 41.7 millions of the country’s total
population. (1998, SAHR-2000). The province has 22.6% of total doctors in the
country and about 14.5% of the total country nurses. Most of the Western Cape
workers are employed in formal sector or self employed, and thus enjoy as well health
care services through medical schemes fairly biased towards the formal sector. (See
also Table 1 and 3). Source ~-PERSAL personnel administration system 09/03/1999.

JEM, 2002



V)
ABSTRACT:

The research is about Human resource development.

The objective of this study is to measure health worker motivation in a South African
context. South Africa is a middle income developing country. Health workers
consume up to 60% of public health budgets in South Africa, and yet unlike many
developing countries, it is possible that resource re-allocation may lead to some
drastic changes in health Workers’ motivation. In one unpublished study (Putting
Equity in Health back onto Social Policy Agenda: Experience from South Africa, by
Di Mclntyre and Lucy Gilson), it was noted that one of the causes of health worker
demoralisation was the unavailability of equipment, or the poor quality of the
equipment. Health worker demoralisation has serious consequences, because doctors
and allied health staff are allocating resources in every action they perform every day,
whether they are aware of it or not. When the efficiency and effectiveness of these
actions are considered, it is clear that staff morale makes a big difference. This is the
simplest way to present the importance of motivation in health care.

The more motivated worker will be more accessible physically, socially,

psychologically and even technically, and will be using his/her skills much better. In



terms of efficiency-services, the motivated worker will provide optimal necessary and

appropriate rather than maximum care, and in a more sustainable way.

The methodology to be followed will be that developed by Partnerships for Health
Reform [PRH], but if found not applicable to the context, another general study
design will be sought. The psychoanalytical framework, e.g. affective and cognitive
outcomes, (such as general work satisfaction, organisational commitment cognitive
motivation), includes: -Workers assessed performance (such as conscientiousness,
timeliness)

-Supervised assessed performance (using same indicators as for workers assessed
performance) based on Likert’s scales to assess the determinants of motivation will be
used. The relevance of this conceptual framework will be assessed. From this
appropriate interventions for South Africa and other developing countries will be
identified at both the individual but particularly at organisational levels.

The key methodological tool is a questionnaire which will have qualitative
components (allowing for more detailed comments by respondents) and quantitative
elements using yes/no qﬁéstions and various measurement scales (see attached

annexe).

No nisks to the trial subjects will be encountered;, as the study is not going to engage
in any invasive procedures. Furthermore no reports or publications will reveal any
details that can lead to identification of any person(s) in personal involvement in the

study.

The study is being designed to benefit the population of South Africans as well as other developing

countries. The results will be made available to relevant health services, health providers;
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community bodies and any further stakeholders for their implementation in new or future plans and

health policies.

Summary of the responses:

The response was very much affected by what was happening in Southern Africa
region during the period of study; That were many trade unions calling for
strikes in the country of study itself. In neighboring country Zimbabwe, there
was a nationwide GP and or Health worker strike going on. These made some of
participants in the study to think or might think the study was a sort of “trap” to
know their stand in their place of work. One senior doctor put it this way; “ For
sure your questionnaire is good but am sure it will very much be affected by
what is going on in our region (Southern Africa?) at the moment, and possibly
the respondents may be scared!”

Stiil the results show the stand of our institution or units of work place on

efficiency, equity of accessibility, and quality of services we provide. It also points
out the importance of development in capacity dimensions viz. the action environment
itself e.g. economic growth, political factors, social factors; others being public
institutional context, task network, organization structure, human resources and
performance output. There is no way one may leave aside either of these ifs seriously

wants development and good performance and of course sounds output.



V) EPIDEMIOLOGIC DESCRIPTION/PREFACE:
Health Worker Motivation: - In most developing countries, the health inputs have
been heavily concentrating on the curative services e.g. on the specialized hospitals
often taking more than 40% of total budget to Ministry of Health. The other area of
concern is the health worker /staff and their selective behavior of favoring working in
urban VS rural/periphery ~disadvantaged areas. Given that staffs consumes more than
40%-60% of most health expenditures in many developing countries when it comes to
decentralization of health care services and health care financing; these issues are of
paramount important.

In a country like South Africa where historical backgrounds on political, social
and economical classes created more burden of diseases on the poor
(anxiety/emotional or mental illness) and more so on the black majority, resource re-
allocation, investment in facilities and equipment needs a deeper understanding of the
unconscious mind at work, the anxiety and pain hidden by all such problems in a
society. Thus at the moment —if one needs to make changes in the health care service
delivery system pyramid —that more emphasis is put on the lower levels ~the
households, the clinics/health centers and district hospitals —~where most of essential
clinical problems take place; ‘and mvesting in public health of which are more cost

effective, then understanding the health worker (carer taker) is again of paramount



importance. [World Bank Report —investing in health —2001]. Studies have revealed
in some countries like Chad, 71% of all central hospital consultations were for
problems that could have been treated at lower level facilities. It is in these facilities —
where it is more cost-effective treatments are met than when the same conditions are
treated in the tertiary centres. [Page 135 World Bank report 1993]

When one thinks of incentives, whether non monetary or material wise —to the
health worker provider one has to know who are these providers; why they are acting
the way they are doing so, either individually or as a group, (an organisation say
doctors, nurses, physiotherapists, or allied health workers etc.) to safeguard their
profession and interests. Health care organisations operate upon persons and not upon
the qualities and behavior of material things. The interaction between care workers
(people with particular sets of attitudes about their kind of work) and their raw
material of other persons (patients or clients also with attitudes towards this work) is
more complex, subtle and subjective than the cultural attitudes of an industrialwith
inanimate raw material. (R D Hinshelwood-()bsérving organizations —anxiety,
defense and culture in health care —page 5)...However, while the features of an
institutional culture are carried by the individual members; they cannot be reduced to
individual psychology; they exist within the reality of the whole organization. [Hence
the aims of the study and the objectives below]. The individual however, has his or
her own objectives, conscious and unconscious, for taking part in it. (Hence the
questionnaire will try to formulate or come out with the outcome an explanation of
this hidden /unconsciousness which may either be brought up by emigration (brain
drain) or the unspoken shared attitudes, the unacknowledged anxieties and conflicts as

well as the quality of work done (e.g. adherence /compliance to prescribing generic



brands of drugs rather than trade names/brands cast consciousness of their actions) of
the atmosphere and its unconscious aspects.
The study then while employing an action research approach or a prevalence cross-
sectional survey, following a cohort exposure history ethnographically these anxieties,
and defenses which ends up shaping the staff organization and work output/goal
achievement.
Within this the comparison of work experience are made within the cohort across
subgroups defined by one or more exposures. Examples includes cohorts defined from
membership lists of administrative, or social units, such as cohorts of doctors, nurses,
or cohorts from employment records etc. [Rothmans J K ~Modem epidemiology —non
experimental studies]
Such then will be looked up in three ways ~specific kinds of anxiety, which are
connected with particular forms of work (within the health care system);
-The people drawn to particular professions and certain fields within them are usually
people with certain kinds of personal anxieties and defense mechanisms, and this in
itself has a strong influence on the health worker culture.
-Thirdly —there are very different ways of dealing with these general and personal
anxieties within an organization (the health workers/ hospital staffs/) leading to
different kinds of culture. However, all three are interconnected in many ways. (R D
Hinshelwood, W Skogstad), and the major concern is the economic point of view.
This might take major part of the discussion and or suggestions to policy maker.

This might already put you in a dilemma of division of studies. The division of
epidemiological research into descriptive and analytic compartments has given rise to
illusion that there are different sets of research principles that apply to descriptive and

analytic studies. This notion devolves from a mechanical view of scientific research,
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and diverges from prevailing doctrines of scientific philosophy. The view that
“descriptive data for exploratory studies” generate hypotheses, whereas, the data from
analytic studies are used to test hypotheses, doesn’t cohere with a broader
understanding of science. Hypotheses are not generated Ey data, they are proposed by
scientists. The process by which scientists use their imagination to create hypotheses
has no formal methodology and is certainly not prescriptive. Any study then can serve
to refute or serve hypothesis. [Modern Epidemiology by Rothman KJ 1% edition page
xiii]. Other notion needs mention here too; while hypotheses are often stated in
qualitative terms, the testing of hyp§thesis is predicated on measurements. The role of
measurements is central to all empirical sciences, not only epidemiology, no matter
how qualitative the theories under evaluation, Examples are qualitative stated
hypotheses about evolution-the formation of the earth, the effects of gravity on light
or the method by which birds find their way during migration by measurements of the
phenomenon that relate to the hypétheses. (Rothman page 30)

It is noted that since Hippocrates time physicians recorded history about causes of
diseases, however, it was until scientists began to measure the occurrence of disease
rather than merely reflect on what may have caused disease that scientific knowledge
about causation made impressive strides. {Rothman); see also objective number 1 of

the study below.
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2) Title
2.1) MEASURING HEALTH WORKER MOTIVATION IN A TEACHING

HOSPITAL, WESTERN CAPE PROVINCE IN South Africa.

2.2) Aim:

To assist policy makers to develop interventions to improve health worker motivation

by identifying motivational determinants

2.3) Objectives:

2.3.1) TO DEVELOP APPROPRIATE TOOLS FOR USE IN DEVELOPING
COUNTRY CONTEXTS TO MEASURE HEALTH WORKER
MOTIVATION,

2.3.2) TOIDENTIFY DETERMINANTS OF HEALTH WORKER

MOTIVATION IN A TEACHING HOSPITAL.

12



2.3.3) TO RECOMMEND STRATEGIES TO IMPROVE HEALTH WORKER
MOTIVATION AND ADDRESS ISSUES OF UTILIZATION OF THE

FINDINGS, INCLUDING AREAS OF FURTHER RESEARCH.

I LITERATURE REVIEW, COUNTRY CONTEXT (Background):

Health problems addressed in the project and their role within national health

priorities

Even though salaries are relatively high in the southern parts of Africa, health
workers still look for greener pastures, which contributes to a continual
‘brain drain’ of professionals (including health professionals) from all parts
of Africa. The need to address this ‘brain drain’ highlights the importance of
understanding health worker motivation in detail and taking action to

address factors contributing to low motivation.

Health system structure and current situation

The Health system of South Africa is re-structuring from fragmented system,
which existed before 1994.

~Health care rcform of South Africa has two aims-firstly, to reallocate resources
towards primary care, and secondly — to shift resources from better resourced urban
to under funded rural areas” page 5.2 [Health System Rf:form of South Africal.
While some progresg has been méde in both these areas, more remains to be done in
keeping professionals in néglected areas. Health worker morale is known to be poor
(South African Health Review 1999): many factors related to the special
transformation processes, which have taken place in South Africa, militate against a

contented and motivated workforce.
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Key to strengthening the health system is attention to human resources motivation and

satisfaction, and this is the field of work to be addressed by this project.

. National context of health system, and international influences:

South Africa has undergone, in recent years, drastic political changes. From the
minority rule of more than 40 years by whitcs,. together with the tragi; policiesvof the
apartheid era, South Africa is still regarded as one of the most unequal societies in the
world [Fallon and da Silva 1994]. Thus, a key issue on the policy agenda of the
country is that of equity, e.g. .the Reconstruction and Development Program (RDP)
described a package of social and economic policies that were aimed at redressing the
massive inequities within all spheres of South African life. Improving overall health
status, and reducing inequities in health status between different groups, is a
particularly important policy goal for South Africa. Many of the broader social sector |
policies (e.g. improved access to water and sanitation) were specifically motivated in
terms of their likely positive impact on health status. Equitable access to health
services is another factor that will contribute to improved health status in South
Affrica.

The National context of health system and international influences is very
harmonious here in South Africa at the material time. The country is doing
some health sector reformation including privatization, decentralization and
public/private  mix. The population is about 41.7million with 12.5%
unemployed, and 66% are not active in employment (mostly Blacks) and only
22% employed. About 45% of the population earn below R1000 which is
about 100US$ per month. Primary health care within Skms is available to

about 80% of African urban, 40% African rural, 75% Whites, Coloreds and
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Indians. Only 11% of the national budget is used on health; and more than

half in the more resourced urban areas.

Health system problem to be addressed by the project:

Recent studies have indicated that a number of factors adversely affect equitable
access to health services in South Africa. These include infrastructure problems, gaps
in drugs availability and most concerning, staff discourtesy towards, and even abuse
of patients [Jewkes and Mvo 1997, Oskowitz et al 1997, Schneider et al 1998; Tint et
al 1996]. Many of these access issues influence, and are influenced by, health worker
motivation. It is thus critically important to obtain a better understanding of the level
of health worker motivation, and the determinants of motivation, in order to take
policy action to improve motivation and associated staff attitudes to achieve equitable

access to health services.

As in all other sectors of the econofny workers were not consulted nor did
they participate in post independence public health sector management and
bureaucracy and organizational culture were not conducive to sound labor
relations. Efforts were made over the years to reform the services, but the
socio-political order prevented this. Since 1994 there has been commitment to
fundamental reform of the health system including the human resource
elements. [South African Health Review 1999].

-Some confusional state and neglect has met in the pace of all these.
Nevertheless there have been complaints of continuous disruptive effects of

restructuring on motivation; relationships and staff turn over.
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Similarly “new” and “old” management styles and organizational cultures have
clashed. In some provinces the new management is accused of not wanting
to learn from past experiences before implementing new systems and
policies. Discontent of policies being decided “up there’[at the national level]
for the provinces just to implement and leaving their hands “cut off” in the face
of persistence problems. Staff also complains about delivery being squeezed
out of staffs who are over stretched. There is neither co-ordination nor focus.
Thus staff are showing signs and symptoms of “burn out” [South African

Health Review 1999.
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[ 1

INTERNATIONAL COMPARISON OF HEALTH STATUS AND OTHER

INDICATORS:
Country | GNP per | HDI IMR per | LE at IRof TB | % of % of
capita (1993) 1000 birth yrs | per children | children
(USS) births 100000 | 12-23 24-59
pop with mo with
wasting | stunting
S. Africa | 2560 0.649 54 62 250 10 53
Southern
African
countries
Mozamb | 80 0.261 149 43 189 - -
ique ,
Zambia | 360 0.411 106 47 345 10 59
Zimbab | 650 0.534 48 62 207 2 31
we
Botswan | 2530 0.741 36 68 - 6 37
a
Selected
middle
income
countries
Malaysia | 2520 0.826 15 71 67 6 32
Venezue | 2730 0.859 34 72 44 4 7
la
Argentin | 2790 0.885 25 72 50 - -
a
Uruguay | 2840 0.883 21 74 15 - 16
Brazil 2940 0.796 58 66 56 6 29
Mexico | 3030 0.845 36 70 110 6 22

World Bank 1993

Table above shows the differences among different health indicators.

While South Africa has better health status indicators than some of its neighbors, its

health status is worse than Botswana and Zimbabwe? Zimbabwe has GNP per capita

four times lower than South Africa. Same to South Africa and some Latin America

countries (all middle income) with same level of economic development but its health
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status and its HDI are considerably worse than those from the Latin American
countries are. [The mortality rates for South Africa may be much worse as by then it
is estimated as many as 45% of deaths within South Africa population were not

registered. Bradshaw and Schneider 1995].

A lot can be said about the apartheid legacy of inequity and health care. On racial
differences as per IMR (1990s) 11.5 times more in Africans than Whites. Maternal
mortality rates (1991) was 31 times more in blacks than Whites; Provincial
differences on mortality rates and LE worse indicators in poorer provinces which
include large components of the former homelands, e. g. in Eastern Cape,
Mpumalanga, North West and Northern Province. Per capita public sector expenditure
(1992/93) 3.5 times in most well —resourced provinces to those poor resourced. Same
to personne! availability to the population dependent on public sector health services
x6 more times GP doctors and x60 more specialists and x3 more nurses in the most
well-resourced provinces compared to least resourced.

There were also intra provincial differences on per capita expenditure on
public sector health services (1995/96) up to 400% differences between most and least
well resourced health district within some provinces. The rural/urban differences
(1995/96) socio-economic differences on health utilization per capita health
expenditure up to 15x among relative high-income members of comprehensive private
health pre-payment schemes compared to public sector health expenditure. (See tables

1 and 3).

To policy makers post 1994 this needs

-Redistributing public health sector care between and within provinces
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-increase primary health care utilization levels for currently disadvantaged groups
(women, children under 6, rural population) including redistributing resources
between levels of care to improve resourcing of primary care services, while still
maintaining adequate referral services.

-Reduce barriers to primary care access (financial barriers, engendering a caring ethos
among health care providers; and such things calls for needs based formulae for
restructuring or redistribution.

-Addressing the public/private mix to make resources located in the private sector
available to broader section of the population and or redistributing resources from the

private to the public sector.

I will refer back to this simple setting when coming to discuss demoralized workers
and slow going or boycotting work and the relationship to our high salary demands

from our pie GDP/GNI equation.

Policy/health system actors and processes to be addressed by the project:

Shortages of health professionals, doctors, pharmacists, radiographers, emergency
care practitioners do exist and not only that disparities and mal-distribution. Short —
term strategies like importation of foreign doctors [country to country contracts] is not
a solution. Measures to sustain or retain /staffing levels in the public service is one of
the project’s target. The introduction of community service again is debatable in
sustainable/viability. In retention other strategies include —rural allowances and
accommodation for doctor§ excluding other workers; but studies have shown that not

only that the higher ratio of doctors to population matters when it comes to question
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of health improvement! The new public health regulations [effective from 1% July
1999] may bring flexibility to provinces MECs to play around with incentives.
-Targeted recruitment, speﬁsoring, training of own human resources for shortfalls are
to varying degrees in place in all provincés. Relocation of nursing colleges in

deprived areas and purposeful recruitment of student nurses from such areas.

Financial ailo;:ation [global equitable share] budgets to equalize disparities

Redressing of interprovincial inequity —historical backlogs like having no
infrastructure facilities that are dilapidated and “real needs” and complexities of the
provinces.

The project then has to find the inner details of redressing deep onto these strategies.
There is a political will —~we are looking forward for stakeholders willing and ability
to pay (i.e. learning the way to play a role in redressing these problems and use of
‘their technical efficiency better of. The condition or action environment favors the

researchers participation in the solution.

Expected benefits of research project for policy/health system development:
Qut of the project will surface strategies to overcome shortages and disparities in
human resources and to develop the morale of demoralized workers. Useful
information will be provided for provincial departments of health and National

Department of Health for Human Resource development.

Creative strategies to affect morale of staff may include building of nurses homes,
good working offices, transport for staff training courses merit awards etc. stand by

and overtime allowances to mention a few.
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4) CONCEPTUAL FRAMEWORK
Motivation is defined as an individual’s degree of willingness to exert and maintain
efforts towards organizational goals [Kanfer 1.999]. The Collins Dictionary states that

motivation is a reason for a course of action towards a goal.

It is important to separately measure the factors, which determine or contribute to
health worker motivation as well as to assess the actual levels or outcomes of
motivation. Recent research on heaith worker motivation condpctcd by [Bennet and
Franco 1999] used the following concepts and indicators to assess determinants of
motivations:

]

Individual differences:

L ]

Expectations
Values and work ethic
Work-related personality (such as desire for achievement)

Emotional personality

Yy ¥V Vv Y VY

Job preferences

Perceived contextual differences:

» Organizational culture (such as pride in the organization and organizational
citizenship)

» Organizational characteristics (such as management openness, resource:
availability, management support, salary levels)

» Job characteristics (such as job autonomy and feedback)
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outcomes will be explored in South African context. A possibility of
maximizing reliability in the study will be encouraged at the data

extraction phase as well as data entry phase.

5.1) ETHICS
The study is being done to benefit the population of the South Africa as well as other
developing countries. No reports and publications will reveal any details that can lead
to identification of any person(s) in personal involved in the study. It will be a catalyst
to explore strategies to improve health worker motivation. The results will be made
available to relevant health services, health providers; community bodies any further

stakeholders for their implementation in new or future plans and health policies.

Research questions and/or hypotheses:

6) RESEARCH QUESTION (S) / HYPOTHESIS AND EXPECTED BENEFITS
6.1.1 What are the motivational determinants for health workers in South
Africa?

6.1.2 How can policies and strategies to improve motivation be developed?

7) STUDY DESIGN: ACTION RESEARCH APPROACH AND PREVALENCE
CROSS -SECTIONAL SURVEY

Reasons for the choice: One, motivation is an internal psychological construct and can
be explored by looking the outcomes of the motivation-retention and turn over of staff
standards of performance e.g. exploring personal attitudes. [Stilweil 2001). Action

research also gives chance for participants and myself as a researcher to be linked in a
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way to assess the perspective determinénts; identify and confirm the problem and in

giving feedback on the findings; not only increases the validity and reliability of the

study but also is a way to implement those findings!

Resultant limitations: One is that motivation has different meanings to different

researchers. In adapting the scales and also terms already used in other studies an

attempt is made to bring us together in finding a common format in studying
motivation. However, the local culture and its context must always be born in mind.

Thus by use of questionnaire and meeting the participants in focus groups to explain

the tool of measure (i.e. the questionnaire through open questioning and probing for

relevant information.) 1 will record the findings from the interviews myself in writing
and do the analyzing. Analysis will be conducted throughout the process of data
collecting. Confidentiality will be assured and the participants will be informed that
the findings will be aggregated and that not personally attributable.

Constraints regarding validity and ponclusions: See also section 2.6.6. The resuits
may be published in appropriate journal whenever possible and
presented to the relevant stakeholders. This study will be available to
other interested parties to further research of the topic in Africa and
other developing countries or implement similarly in a comparable
population or situation. The results are also intended to highlight ways
to health worker retention, prevention of brain drain, and thus assist in
improving health equity, promotion and improvement in the study
population.

STAKEHOLDERS
All those people, groups, institutions and organizations that have a vested interest in

the promotion of health and health improvement and especially when it
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is taken into consideration —human resources is consuming up to 60%
of the health budget in most of developing countries. Thus health

planners and health policy implementation bodies are also targeted.

Population and/or actors to be studied:

The study design is explorative action research approach, which will include both
qualitative and quantitative components. The key methodological tool will be a
questionnaire [see attached model copy] which will have a quantitative component
(using yes/no questions and various measurement scales) and a qualitative component
(allowing for more detailed comments by respond;ants). It will be completed by a
range of health workers, including doctors, nurses, allied health workers, supervisors,
support workers etc. The questionnaire will cover the perception of the hospital
goals, attitudes towards hospital environment [availability of resources] and the
culture of the people been studied. It will also include components focusing on the
perception of characteristics of fellow workers, possible effects on performance in

- different work conditions and lastly proposed interventions to improve motivation if
any. Taking into account the sensitivity of some questions on motivation, the
questionnaire will draw on question design and scales that have been used in previous

studies (see conceptual framework) that pose questions in a sensitive way.

A sample of health workers will be requested to complete the questionnaires. Either a
purposive sampling strategy (i.e. to include key stakeholders/workers)
or a stratified random sample of different categories of workers e.g.

nurses, allied health professionals will be used. The sample size will
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be about 5%-10% of health workers in an institution. The
questionnaire will be self-administered in small groups, with an
introduction from a trained fellow worker or by the principal

investigator.

There will also be “thick description assessment’ of the hospital staff involved in the

study about major factors associated with worker motivation.

The applicant will undertake the majority of data collection, given that the study will
be a part to fulfillment for my MPH dissertation. However, a research assistant may
be involved who is more familiar with the real world setting of the study respondents.
Limitations taken to avoid bias are big sample size, stratified randomization and

feedback to the health workers of what will be the findings.

8) Key variables and indicators:
8.1 Determinants of motivation
8.2 Expectations
8.3 Values and work ethic
8.4 Work related personality (such as desire for achievements)
8.5 Emotional personality
8.6 Job preferences
8.7 Perceived contextual differences:
8.8 Organizational culture (such as pride in the organization and organizational

citizenship)
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8.9 Organizational characteristics (such as management openness, resource
availability, management support, salary levels)

Job characteristics (such as job autonomy and feedback

The concepts and indicators used to measure motivational outcomes, include:
Affective and cognitive outcomes (such as general work satisfaction, organizational
commitment and cognitive motivation

8.10 Worker-assessed performance (such as conscientiousness, timeliness)

8.11 Supervisor-assessed performance (using same indicators as for worker-

assessed performance)

. 9) DATA SOURCE AND PRELIMINARY ANALYSIS

Although the major component of data will be qualitative in nature, as it is
phenomenological {appearances and experiences of these workers] as
well as ethnographical [as pertaining to their culture towards work], it
will be possible to use EPI-INFO, STATA, Multiple Logistic
Regression models for most of the data analysis. The indicators and
scales to be used in this analysis have been used in other studies,
[Franco et al 2001] so this will enable comparative analysis of the
findings of this study with those from studies [such as Stilwell Barbara,
Health Worker Motivation in Zimbabwe (WHO-publication,
unpublished paper), Bernet and Franco in Geogia and Jordan studies
[ref.] and 2], Measuring Health Worker Motivation in Developing
countries, by Ruth Kanfer, January 1999 and The impact of health
sector reform on Health Worker Motivation in Zimbabwe November

1998, by Dorothy Mutizwa-Mangiza]
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Data will be collected through questionnaires responses as a tool to 1:10
stratified sampling of health workers of different cadres-doctors, nurses,
pharmacists and allied health workers from a teaching hospital, Groote
Schuur in Cape Town. The sémp!ed workers are those who have been in the
center for more than six months. Samples also include departmental
/supervisors of the working sections. Thus the information on the
questionnaire has a range of coverage about all the individual or different
characteristics, expectations, work values employer characteristics wage and
hours of work, basic job characteristics, as seen in the following tables below
on preliminary analysis.

Specialty of the doctor, nurse’'s degree or diploma and or experience, age, of
first registration and employment size of the employer already indicated
above, as well as location. (See also page 6 first paragraph and page 43).
SAMPLE CHARACTERISTICS: The sampﬁng wi_n try as much as possible to
balance gender, except in the nursing profession where female dominates; all
the males may be included to match as much as possible. Same to age,
qualifications, e.g. grades or equivalent/degree/diploma will also be matched.
Job related characters: - post basic training, professional organization
membership, work patterns, e.g. shifts, of which is of one's preference choice;
Control over their working, undertaking duties outside their expected roles,
what reward if any for additional responsibility; reasons for joining the
profession, or specialty, and all other work values as pertained in the

framework.
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Table 3:
PROVINCE
Total Population size
% of total population
Public Sector
Dependant Population
. % Provincial population §
dependant on Public
i Sector s
" Private Sector
Dependant Population
Medical practitioners
Total
TOTAL % total doctors
Ratio
PUBLIC total
SECTOR % total doctors
ratio
PRIVATE fokal
SECTOR % total doctors
ratio
Dentists
toral
TOTAL % total dentists
ratio
PUBLIC total
SECTOR % total dentists
ratio
PRIVATE total
SECTOR % total dentists

ratio

EC

6 469 754

15.5%

5952174

92%

. 517580

1963 -
7.1%
1:3296

820
3.0%
1:7259 :

1143
4.1%
1:453

229
5.5%
1:28252
34
0.8%
1:175064

195
4.7%
1:2654

FS
2703 381
6.5%
2216772

- 82%

iy £

1528
5.5%
1:1769

491
1.8%
1:4515

1037
3.8%
1:469

163
3.9%
1:16585

15
0.4%
1:147785

148
3.5%
1:3288

-
7 543 404
18.1%

4526 042

 40% |

3017362

10214
37.1%
1:739

2183
7.9%
1:2073

8031
29.1%
1:376

1828
43.6%
1:4127

126
3.0%
1:35921

1702
40.6%
1:1773

KZN
8 640 356
20.7%

7517110

i L

1123246

4 699
17.1%
1:1839

1800
6.5%
1:4176

2899
10.5%
1:387

539
12.9%
1:16030

35
0.8%
1:214775

504
12.0%
1:2229

 MP
2875024
6.9%

2472521

86%

402503

966
3.5%
1:2976

281
1.0%
1:8799

685
2.5%
1:588

159
3.8%
1:18082

19
0.5%
1:130132

140
3.3%
1:2875

NC
862618
2.1%
681 468

79%

181 150

371
1.3%
1:2325

87
0.3%
1:7833

284
1.0%
1:638

54
1.3%
1:15974

4
0.1%
1:170367

50
1.2%
1:3623

Comparison of distribution of selected health professionals between public and private sectors, 1998

NP
5060 162
12.1%

4 655 349

92%

404813

750
2.7%
1:6747

476
1.7%
1:9780

274
1.0%
1:1477

103
2.5%
1:49128

16
0.4%
1:290959

87
2.1%
1:4653

Nw
3443 841
8.3%
2961703

86%

482 138

846
3.1%
1:4071

329
1.2%
1:9002

517
1.9%
1:933

144
3.4%
1:23916

22
0.5%
1:134623

122
2.9%
1:3952

wcC
40061 866

9.7%
2924 544

72%

1137322

6214
22.6%
1:654

1149
4.2%
1:2545

5065
18.4%
1:225

973
23.2%
1:4175

53
1.3%
1:55180

920
21.9%
1:1236

SA
41 660 406
100%
33 907 683

81%

7 752723

27 551
100%
1:1512

7616
27.6%
1:4452

19935
72.4%
1:389

4192
100%
1:9938

324
7.7%
1:104653

3868
92.3%
1:2004




Table 3:
PROVINCE EC FS GT KZN MP
Pharmacists¢ :
TOTAL total 829 467 4127 1478 373
% total pharmacists 8.5% 4.8% 42.5% 15.2% ' 3.8%
ratio 1:7804 1:5789 1:1828 1:5846 - 1:7708
PUBLIC total 129 66 282 285 64
SECTOR % fokal pharmacists 1.3% 0.7% 2.9% 2.9% 0.7%
ratio 1:46141 '1:33587 1:16050 1:26376 1:38633
PRIVATE total 700 401 3845 1193 309
SECTOR % fokol pharmacists 7.2% 4.1% 39.6% 12.3% 3.2%
ratio 1:739 1:1213 1:785 1:942 1:1303
All Nurses*
TOTAL total - 22427 12226 46183 33345 7550
% total nurses 12.9% 7.0% . 26.6% 19.2% 4.3%
ratio 1:288 1:221 1:163 - 1:259 1:381
PUBLIC total 16896 7087 18265 23142 5268
SECTOR % tofal nurses 9.7% 4.1% 10.5% 13.3% 3.0%
ratio 1:352 1:313 1:248 1:325 1:469
PRIVATE total 5531 5139 27918 10203 2282
SECTOR % total nurses 3.2% - 3.0% 16.1% 5.9% 1.3%
ratio 1:94 1:95 1:108 1:110 1:176
Notes: Totals do not include registered personnel currently residing outside of South Africa.

Please refer to the chapter text for explanation of some of the data in this table.

Sources:  PERSAL personnel administration system 09/03/1999
Health Professions Council of South Africa, 1998
@ Technical Report to Chapter 10 of the South African Health Review, 1998
*  South African Nursing Council, 1998

SIZ

NC

108
1.1%
1:7987

17
0.2%
1:40086

91
0.9%
1:1991

3471
2.0%
1:249

1563
0.9%
1:436

1908
1.1%
1:95

NP

251
2.6%
1:20160

94
1.0%
1:49525

157
1.6%
» 1:2578

1131
6.5%
1:447

11816
6.8%
1:394

-505
#HtH
###

Comparison of distribution of selected health professionals between public and private sectors, 1998 (continued)

NwW

444
4.6%
1:7756

59
0.6%
1:50198

385
4.0%
1:1252

11939
6.9%
1:288

7329
4.2%
1:404

4610
2.7%
1:105

wc

1638
16.9%
1:2480

188
1.9%
1:15556

1450
14.9%
1:784

25195
14.5%
1:161

10834
6.2%
1:270

14361
8.3%
1:79

SA

9715
100%
1:4288

1184
12.2%
1:28638

8531
87.8%
1:909

173647
100%
1:240

102200
58.9%
1:332

71447
41.1%
1:109
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DIMENSIONS OF THINKING IN THE PROPOSAL /MAIN FORMAT:

OPERATIONALIZATION-

POLICY ACTOR /LEMPIRICAL —from concepts to
empirical done by methods/models -
decisions

NORMATIV onclusm% | $OLUTIONS-

recommendations{prescriptiv

morals/

GENERAL-concept fr ewgrk/ L RESEARCHER

/health system \

IDEAS- hypotheses“///\

AlT [IONS-background/what has

been done/ methods

zgmpling/process
ECIFIC-
jectives/variables/method

PAST- bac <gr0und
CONCEPTU

models/theor%ﬁnedm

SCRIPTIVE-realities

PROBLEMS-emendate/priorities

FUTURE-
planning/sustainability/viability

A HEALTH PROBLEM IS BETWEEN NORMS AND DESCRIPTIVE

MODALITIES.




Perception of Right of
clients/patients/community

l

Appropriate
referral gate/k

Attitudes of Health Workers Facilities/equi
pments/infras
Interpersonal tracture
communication/ Availabili
— effective ty of
Respect of Communities feedback QUALITY of / medicine
towards H/Workers care from -
MOTIVATION clients’ .
erspective . .
of H/workers persp Time get/tin
INCOME/PROVIDER reach/oo/co:
COMPENSATION
Continuity of care
SUPERVISION AND
MANAGEMENT

Career opportunities and

Accessibility, EQUITY, EFFICIENCY

further studies /

SERVICES
RESOURCE

delivery
generation
Continuing Capability of H/Workers

PRIVATE/PUBLIC MIX

?

education [capacity dimensions]

Working
time/hours

FROM CONCEPTUAL FRAMEWORK PERSPECTIVES ~-HEALTH WORKER
MOTIVATION:




COURSE ROAD MAP TO POLICY IMPLICATIONS

OLICY-Health sector
:formation; Equity, efficiency,
1stainability, accessibility esp.
aral areas, quality of care in
ublic sector

/hat is the role of private

sctor contribution?
\\L \ 4

Health system problem is
h
HEALTH WORKER
MOTIVATION

Societal perspectives

Personal
anxieties/emotional/pain/expe
ctations

Evidence to change values of policy maker\

EVIDENCE
CONCEPTUAL FRAMEWORK
.
Logical management
And discrete products
The OBJECTIVES ) .
Equity, accessibility i
<« Research rural vs urban,
questions efficiency and efficac
Quality of care

[as critical questions]

Operationalize
Methods- ACTION RESEARCH

EVIDENC
E

EVIDENCE
BASED

HEALTH

Y CARE
DATA
.
FINDINGS INTERPRETATION/ Conclusions-POLICY IMPLICATIONS

Analysis process




DRAFT QUESTIONNAIRE FOR INDIVIDUAL HEALTH WORKER

MEASURING HEALTH WORKER MOTIVATION IN South African CONTEXT [WESTERN
CAPE PROVINCE]

|

QUESTIONNAIRE FOR INDIVIDUAL HEALTH WORKER SURVEY

(For office use)

| [ ] ' |

Thank you for taking the time to complete this questionnaire —it should take you about 30-45 minutes to do
so. All responses will be kept anonymous. ::nd will only be seen by the research team. After completing the
form ,

PLEASE POST TO HEALTH ECONOMIC UNIT, DEPARTMENT OF PUBLIC HEALTH AND
PRIMARY HEALTH CARE, OBSERVATORY 7935 '

J.EM.

CAPE TOWN

FOR EACH QUESTION, PLACE AN X IN THE RELEVANT SPACE OR CIRCLE THE LETTER
/NUMBER CORRESPONDING TO YOUR APPROPRIATE RESPONSE. WHERE RELEVANT,
PROVIDE ADDITIONAL INFORMATION IN THE SPACF PROVIDED.

SECTION A-GENERAL DEMOGRAPH ! INFORMATION

1. Please indicate your gender (for official use only)

v

1.1 Male

1.2 Female

2. Please indicate your age

2.1 Under 20

2.221-30

2.331-40

2.4 41-50

2.5 51-60

2.6 61 or above

3. Please indicate your marital status

3.1 Married

3.2 Divorced

3.3 Single

3.4 Widowed

4. Do you have any children?

4.1 No

4.2 Yes

4.3 If you answered “yes”, how many arc :till dependent (under 18 years old?)




5. What is your nationality?

| I

Section B- EMPLOYMENT DETAIL AND QUALIFICATIONS
6. To which category of the health team do you belong L 4

6.1 ANURSE/MIDWIFE

6.2 A MEDICAL DOCTOR

6.3 A MEDICAL DOCTOR [SPECIALIST]

6.4 A DENTAL SURGEON

6.5 A DENTAL SURGEON [SPECIALIST]

6.6 A PHARMACIST

6.7 HEALTH WORKER EDUCATOR

6.8 THERAPIST [specify]

6.9 A COMMUNITY HEALTH WORKER

6.10 Any other member of the Health Team
[Please specify]

8) Do you work in %

8.1 A hospital

8.2 District hospital

8.3 Provincial hospital

8.4 Central/tertiary teaching hospital

8.5 A rural clinic

8.6 A primary health care

8.7 A clinic in the city

8.8

9) How many years have you been in your present job? ]
10) How many years since you qualified? —]

11) From question 11 on wards circle the number which best corresponds to your own attitude to each

statement
1=strongly agree 2= agree 3= neither nor disagree 4= disagree 5= strongly disagree

11 I am proud of the service we provide for our patients

12 For the work I do I am well paid

13 I really enjoy the team work I have with my colleagues

14 Doctors are valued members of society

15 The management style in my workplace is strict and domineering
16 I often have a chance to go on courses relevant to my work

17 I worry that I will have no pension for my retirement

18 I can save money quite regularly

19 My salary is always paid in time

20 There are good allowances for working in rural area




48

List what you think are the three most
important recommendations for your f.cility to
consider in order to improve the qualily of
services provided to clients.

49

Please list issues or shortcomings in your
institution that you consider as havin: a
negative impact on the quality of services
that you need to offer .




50 Please list the main complaints that you get to
hear from your patients about the quality of the
services offered by your institution

10

51 List the things you would like your employer
to do for you to either make you stay in your
job or to help you improve the quality of care
that you know you should be offering to your
patients

BY USING THE KEY PROVIDED [ITO 5]
PLEASE INDICATE HOW YOU RATE THE
QUALITY OF CARE PROVIDED IN YOUR
FACILITY IN EACH INSTANCE LISTED BY
PUTTING AN “X” IN THE APPROPRIATL
COLUMN.

KEY: 1= Excellent; 2 = Good; 3 = Average; 4 =Not
good; 5 =Very poor

52 Care provided by me

53 Care provided by nursing/midwifery
colleagues

54 Care provided bv medical colleagues




55 Care provided by other categories of health
workers

56 Care provided in general in this institution as a
whole

PLEASE INDICATE WHETHER YOU AGREE
WITH THE FOLLOWING STATEMENTS

94 58 If you work in the public service it is
necessary to do two (or more ) jobs to make

ends meet YES NO NA
59 My place of work provide me with a good YES NO NA
medical aid scheme
60 I receive study benefits for my children from | YES NO NA
my place of employment {
YES NO NA
61 My place of work provide day care facilities
for my children
YES NO NA
62 Do you know your output daily performance?
[number of clients seen/number of tests done/
number of stations visited/supervised]
[1.98]/2.0
63 ... your weekly output performance? YES NO NA
....... your monthly output performance? [1.98/2.0] ‘
64 Do you know the task ahead /target/objectives E
or output of your unit/department/per month/per ‘ |  — —

year?






