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ABSTRACT 

An integrated framework of employee satisfaction and 

service quality for public healthcare professionals in 

KwaZulu-Natal 

BRIAN TAWANA 

Promoter: Prof Yvonne du Plessis 

Co-promoter: Prof Nicolene Barkhuizen 

DEPARTMENT: NWU School of Business and Governance 

FACULTY: Economic and Management Sciences 

DEGREE: PhD in Business Management and Administration 

Introduction 

The antecedents and consequences of employee satisfaction and service quality have 

been researched widely and within multiple contexts . However, there still exists a gap in 

the body of knowledge on the antecedents and consequences of employee satisfaction and 

how these influence talent retention and service quality, with specific reference to an urban 

and a rural context, referring to professional employees in the public health sector of 

KwaZulu-Natal (KZN) , South Africa. 

Research purpose 

From a theoretical and methodological point of view, the purpose of this research was to 

determine, explore, and distinguish the antecedents and consequences of employee 

satisfaction. This was done in to establish a framework regarding how it relates to the 
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retention of professional healthcare employees as well as service quality within an urban 

and rural context of public healthcare facilities in KZN. 

Motivation for the study 

The transformation of public healthcare in South Africa has long been the focus of the 

National Department of Health, which aims to ensure quality healthcare at its facilities. 

These facilities are, however, still suffering from a lack of adequately qualified employees. 

Rural health facilities, in general, have suffered from a lack of talent, with subsequent poor

quality service delivery. 

Concerns about the retention of healthcare professionals in South Africa have been voiced, 

and it is of critical importance to address the loss of, and lack of healthcare employees 

(National Department of Health Policy Paper, 2012). Professional healthcare employees 

have been blamed for not wanting to accept positions in rural areas, and the Department 

of Health has tried to attract workers without distinguishing the antecedents and 

consequences of employee satisfaction, and how these could relate to service quality and 

the retention of talent. 

Research design, approach, and method 

The research design for the study was a mixed-method sequential design, involving a 

quantitative phase, followed by a qualitative phase. A quantitative survey using a structured 

questionnaire, inclusive of the following constructs: Work environment, Fulfilment, Work 

satisfaction, Job satisfaction, Employee retention, and Service quality, was administered to 

a sample of urban and rural healthcare professionals in KZN (N = 405). In addition , the 

researcher conducted three focus group discussions with ten, eight, and six participants 

respectively. Participants for the focus group discussions were selected purposively from 

two hospitals and one clinic, and the interviews were conducted to further explore meanings 

derived from the survey findings that could perhaps not be explained statistically. The 

qualitative data generated from these focus group interviews were transcribed and 

analysed using constant comparative analysis. Ethical conduct and rigour were maintained 

throughout the study. 

vi Pa a e 



Main findings and contribution 

The results showed significant differences between urban and rural healthcare 

professionals' work satisfaction . The qualitative data findings were in support of the 

quantitative findings, and explained why employee satisfaction was not a threat to retention , 

despite the facilities being in rural settings, and why these employees did not show the 

tendency of mobility reported in general , and between rural and urban settings in other 

provinces in South Africa. It also provided deeper insights into why healthcare workers in 

KZN are reasonably satisfied to work in the rural areas to provide healthcare services. 

These are: tribalism ('caring for my people'), family responsibility (especially women), and 

locality (home nearer to work) . 

An integrative framework was developed , indicating organisational factors that influence 

individual factors , and, combined with contextual factors , influence service delivery. 

Organisational factors comprise the following : Work environment, Compensation, 

Supervision , Work duties, and Development opportunities. Individual factors comprise: 

Fulfilment, Work satisfaction , Job satisfaction , and Retention , and , together with the 

contextual factors of urban and rural environments, distinguish the outcome level of 

perceived quality of service delivery. Significant relationships were found to exist between 

the antecedent and outcome variables for both sample groups. Employee satisfaction in 

general was found to be surprisingly high among the professional health workers in KZN , 

despite several challenges reported in literature. The contextual relevance and factors in 

employee satisfaction , service quality, and retention of talent were clearly indicated by the 

results of this study. 

Limitations/future research 

The results of the study can only be generalised to the public health sector professionals 

in KZN, and not to employees in other provinces or public sectors. There is a need for 

further research on how tribalism affects employee satisfaction and service quality, and 

how this could be utilised as a factor of retention in , specifically, developing countries where 

there is an urban-rural divide. 
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Conclusion 

The primary research objective of the study was met. The study contributes an integrated 

framework for employee satisfaction and service quality in the public health sector in KZN, 

which is a province in South Africa with distinct rural and urban healthcare contexts. 

Keywords: employee satisfaction, service quality, healthcare professionals, South Africa, 

rural and urban sectors, developing country, employee retention, tribalism 
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CHAPTER 1: INTRODUCTION 

Employee satisfaction gets you productivity, pride, quality, and creativity - Jack Welsh , CEO, General 
Electric 

1.1 Introduction and background 

Pillay (2009) points out that the local and global mobility of healthcare professionals poses 

a major challenge to the South African healthcare system. The retention of professional 

public healthcare employees in South Africa is further impaired by the extreme work 

environment and conditions present in the healthcare facilities (Mohase and Khumalo, 

2014) . These challenges, which most healthcare workers in South Africa face , are related 

to the pressures emanating from the demands of an increased workload , coupled with the 

insufficient facilities in the public health sector (Kekana, 2007) . This presents challenges 

in retaining employees in the healthcare services, as this may be an indication of issues 

pertaining to employee satisfaction. Kekana (2007) notes that, in public hospitals in South 

Africa, employee remuneration , poor incentives, work pressure emanating from long 

working hours, hospitals with inadequate resources , and the high staff-to-patient ratio are 

only some of the underlying reasons leading to employee dissatisfaction among healthcare 

workers in South Africa. These are also the challenges faced by employers in retaining 

employees, who have to deal with high levels of employee turnover. Government 

initiatives, which include right-s izing staff complements and offering voluntary severance 

packages, have reduced the staffing levels in public health centres in South Africa , thereby 

exacerbating the dynamics discussed above (Kekana, 2007) . 

Healthcare administrators are often confronted with issues regarding the recruitment and 

retention of healthcare professionals needed to meet the healthcare service demands and 

the provision of consistent, high-quality care to the satisfaction of patients (Peltier et al., 

2009). According to Newman et al. (2001 ), nursing globally is challenged by increased 

work pressure. Mohase and Khumalo (2014) highlight that the retention of healthcare 

workers is more important than the attraction (recruitment) of these workers in South Africa. 
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Peltier et al. (2009) posit that employees in service-based industries have a significant 

influence on customer satisfaction. In this regard, Combs et al. (2006) posit that employees 

affect an organisation's performance, because they interact with customers. According to 

Peltier et al. (2009), great importance should be attached to understanding the concepts of 

employee satisfaction and quality service. 

Love, Revere and Black (2007) note that healthcare service providers are increasingly 

paying attention to not only financial performance measures, but also to the delivery of high

quality care . Studies by Atkins, Marshall and Javalgi (1996) as well as AI-Mailam (2005) 

conclude that the satisfaction of healthcare employees is an important consideration, as it 

can negatively affect the quality of care (service) , which, in turn , negatively affects patient 

satisfaction. 

Clemens (2007) notes the migration of healthcare workers, both in South Africa and abroad, 

as one of the main concerns for the health sector. In South Africa, the loss of talent has 

varied across sectors. It has been mainly observed in the fields of education, health , and 

commerce. While some factors such as the hostile macroeconomic environment could be 

contributing to the loss of human resources in the country, employee satisfaction is 

recognized as one of the factors that determine the decision to change jobs (Bharat , Meyer 

& Mlatsheni, 2002). 

George, Atujuna and Gow (2013) argue that the migration of healthcare workers is 

responsible for the constrained delivery of service in public health institutions. Clemens 

(2007) adds that the migration of healthcare workers results in a shortage of skills in the 

health services sector, as well as in a loss of capacity of the healthcare institutions to deliver 

adequate healthcare. These losses result in the remaining healthcare workers, especially 

in public health institutions, being under extreme pressure due to an increased workload 

(Buchan, 2004). 

Tzeng (2002) notes that the problem with South Africa's healthcare system is twofold. The 

public sector, comprising government institutions, serves predominantly the poverty

stricken, while the private sector, comprising for-profit organisations, assist the insured 

population or those who can afford to pay vast amounts of money for healthcare. Although 
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the public sector is responsible for the well-being of 82% of the population, it accounts for 

only 40% of the total health expenditure in South Africa. In contrast, the private sector 

consumes 60% of the health expenditure, but is responsible for less than 20% of the 

population (Tzeng, 2002). 

Healthcare transformation has been the focus of South Africa 's National Department of 

Health. Some changes were effected in the years 2004-2008, when the department 

implemented rural allowances, scarce skills benefits, and adjustment to salaries of 

healthcare workers. The National Health Insurance (NHI) scheme aims to ensure that 

everyone has access to appropriate, efficient, and quality health services. The NHI further 

aims to bringing about reform that will improve service provision to all South Africans, 

regardless of their socio-economic status (National Department of Health Policy Paper, 

2011 ). It is important that the National Department of Health take action to improve services 

in public facilities; however, this will not be successful if employees are not satisfied. This 

served as the motivation for the present study, which will explore and determine the factors 

that will enhance employee satisfaction of professional healthcare employees , with a focus 

on KwaZulu-Natal (KZN). 

1.2 Justification of study and KZN as the site of the study 

A number of studies have investigated satisfaction among healthcare professionals; 

however, the broader concepts of employee satisfaction and service quality within the 

context of urban and rural healthcare settings have not been described in literature. The 

assumption, based on findings from previous research , is that the rural healthcare sector 

provides different challenges to employee satisfaction and service quality than the urban 

sector. Given the noticeable lack of studies investigating and distinguishing employee 

satisfaction and service quality of clinical and non-clinical healthcare practitioners in both 

urban and rural public health settings (hospitals and clinics) in South Africa, the present 

study will attempt to address this gap in the body of knowledge. KZN with its unique urban

rural divide (as described in section 1.6.1) pertaining to public healthcare facilities provides 

an environment in which such research could be conducted. The findings should assist in 

clarifying the urban-rural situation regarding employment of professional healthcare staff 
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and support the talent management process in attracting and retaining professionals to the 

public health sector in KZN and other areas in South Africa. 

According to Statistics South Africa (Stats SA, 2015), KZN as a province accounts for 

19.9% of South Africa's total population , making it the second-most populated area, after 

Gauteng province. KZN is home to the largest single linguistic group, isiZulu, found in 

South Africa. The 2011 Census revealed that many of the inhabitants of KZN share the 

following common roots (Stats SA, 2015): (i) the most widely-spoken first language is 

isiZulu, spoken by 77% of the KZN population; (ii) 86.8% of South Africans in KZN are black 

Africans. The people of KZN also share a cultural outlook that emphasizes co-operation 

and responsibility. KZN consists of both rural and urban areas. Camlin, Snow and 

Hosegood (2014) posit that KZN is characteristic of the rapid development and urbanisation 

of areas formerly known as 'homelands.' 

This urbanisation may be contributing to the decline in migration from KZN to other 

provinces. According to the mid-year population estimates of 2015, the provincial net 

migration of people from KZN had been declining since 2001 (Stats SA, 2015). Camlin et 

al. (2014) explored the movement of individuals from rural to urban areas in KZN. The 

findings showed gender differences in migration trends, revealing that women were more 

likely than men to migrate to another area in KZN, and that men were more likely to migrate 

out of the province. Marriage suppressed out-migration; most of the women who migrated 

were not married. The main purpose of out-migration for both men and women was 

employment elsewhere. The study by George et al. (2013) investigated the migration of 

health workers in South Africa. They reported that the decision health workers make to 

move was negatively associated with lower income salaries. The decision to move was , 

rather, influenced by factors such as age, stress levels, and satisfaction with the current 

place of work. 

KZN has a stable political environment, due to its homogenous population (Francis, 2011 ). 

It is the only province in South Africa where traditional leadership is particularly vocal and 

politically embedded (Beall , Mkhize & Vawda, 2005). 
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1.3 Problem statement 

There is generally a high turnover of health professionals in South Africa, and the retention 

of especially rural community service professionals is concerning , with 23 .1 % indicating 

that they are likely to leave the country, primarily due to poor working conditions in the 

publ ic sector. There is a lack of retention of graduates in the area of public health , due to 

various 'push' factors and limited public sector posts. A greater number of graduates is 

being produced than what is absorbed into the public sector (Department of Health , 2012: 

26) . 

The populations of both rural and urban areas are growing in South Africa (Stats SA, 2015) , 

which is associated with increased demands for healthcare. KZN has the highest 

prevalence of HIV in South Africa (George et al. , 2013). This alone suggests an increased 

demand for healthcare services, irrespective of the other diseases that burden the 

healthcare system. The uniqueness of KZN , compared to other provinces in South Africa , 

is its extreme urban and rural context in which healthcare has to be provided, which could 

also affect the employee satisfaction and mobility of professional healthcare workers 

between rural and urban facilities. 

According to Camlin et al. (2014) , KZN is rapidly modernizing. Butler, Powles and 

McMichael (2012) point out that significant health concerns, including nicotine addiction , 

physical inactivity, and obesity is a result of economic development which further burdens 

the strained healthcare system. 

Peltier, Dahl and Mulhern (2009) highlight that the delivery of healthcare services is highly 

reliant on competent people. Several studies have shown that the health service sector is 

already burdened by the prevalence of diseases and an increasing population (Camlin et 

al., 2014; Butler et al., 2012). Further pressure on the healthcare system emanates from 

movements of medical professionals emigrating or leaving the profession . A sound 

understanding of the factors affecting employee satisfaction in the context in the public 

health sector is therefore essential. 

The main problem focussed on in this study is the lack of understanding of the antecedents 

and factors that contribute to employee satisfaction and quality of service in the healthcare 
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system, which is essential to health practitioners and policy makers. An understanding of 

how employee satisfaction relates to retention and the quality of the healthcare service 

provided is crucial, as such knowledge will inform an integrated framework for improving 

the quality of service in healthcare. 

As noted, satisfaction and service quality of both clinical and non-clinical healthcare 

professionals in South Africa are not well documented (Doherty, 2013), due to a lack of 

empirical research on the views of healthcare professionals, who are the most affected. 

South Africa cannot be compared to other countries, due to its unique history and 

geopolitical and socio-economic situation. A study is required to understand the 

background to employee satisfaction and service quality in public healthcare hospitals and, 

specifically, how the urban-rural situation in South Africa, using KZN, differentiates the 

antecedents and consequences of employee satisfaction and service quality, in order to 

establish a framework for employee satisfaction, retention, and service quality of healthcare 

professionals in South Africa . The findings can also be useful to policy makers, informing 

them on appropriate interventions to counter the shortage of healthcare professionals in 

rural areas. 

1.4 Objectives 

On the basis of the problems stated above, the main objective of the study will be: 

To determine, explore, and distinguish the antecedents and consequences of employee 

satisfaction and how these relate to retention of professional healthcare employees and 

service quality within the urban and rural contexts of public healthcare facilities in KZN, 

South Africa. An integrative framework will be developed, comprising the factors of 

employee satisfaction and their relatedness to retention and quality service delivery. 

The sub-objectives in support of the main objective will be: 

1) To determine the antecedents of employee satisfaction of health professionals in 

KZN; 

2) To determine the consequences of employee satisfaction of health professionals in 

KZN; 
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3) To determine the significant interactive relationships between the antecedents and 

consequences of employee satisfaction of healthcare professionals in KZN; 

4) To determine whether any significant differences exist between the antecedents and 

consequences of employee satisfaction for health professionals , based on their 

geographical area; and 

5) To explore and distinguish the urban and rural contextual factors of employee 

satisfaction in professional healthcare. 

1.5 Research questions 

Based on the research objectives stated above, the main research question will be: 

What are the employee satisfaction factors, and how does the urban-rural divide affect the 

antecedents and consequences of employee satisfaction, retention , and service quality of 

professionals in the public health sector in KwaZulu-Natal? 

The sub-questions of this study will be: 

1) What are the antecedents of employee satisfaction of healthcare professionals in 

KZN? 

2) What are the consequences of employee satisfaction of healthcare professionals in 

KZN? 

3) Are there any significant relationships between the antecedents and consequences 

of employee satisfaction of healthcare professionals in KZN? 

4) Are there any significant differences between the antecedents and consequences of 

employee satisfaction of healthcare professionals, based on their geographical 

area? 

5) How and why does employee satisfaction manifest in the urban and rural contexts 

of a developing country? 
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1.6 Research methodology 

1.6.1 Study's geographical area and context 

The study will be conducted in KZN, specifically within the four districts of eThekwini , 

uMgungundlovu, Umzinyathi, and Harry Gwala (formerly Sisonke). These districts 

represent 36% of the geographical area of the province , and provide a balance of urban 

and rural health facilities. The study will include 16 healthcare institutions, eight public 

hospitals (four urban and four rural) and eight public clinics (four urban and four rural) . Four 

hospitals and two clinics will be targeted in each district. Figure 1.1 and 1.2, below, shows 

the contrast between rural and urban locations and rural and urban hospitals. 

Locations: Rural vs Urban 

Figure 1.1: Location - rural vs urban 

Figure 1.2: Rural hospital vs urban hospital 

Figu re 1.1 and 1.2 as seen above, respectively indicates the contrast between urban and 

ru ral locations. In addition , these figures show the contrast between rural and urban 

fac ilities. 

Al P ::in"" 



1.6.2 Research strategy 

A mixed-method approach involves at least one quantitative and one qualitative method 

(Caracelli and Greene, 1993). Quantitative methods are designed to collect numbers , while 

qualitative methods collect words. Quantitative methods examine the extent to which 

differences in one characteristic or variable are related to differences in one or more other 

features or variables (Bryman, 2004). 

1.6.3 Research design 

A research design provides a framework within which a study will be conducted (Daniel and 

Berinyuy, 2010) . The research design for the present study will be a mixed-method 

sequential design , where a quantitative method will be used, followed by a qualitative 

method (Johnson , Onwuegbuzie & Turner, 2007; Johnson & Onwuegbuzie, 2004). The 

qualitative phase, where data will be collected from a few purposively selected participants 

during focus group discussions, will further explore the quantitative (statistical) results. This 

will be done in order to gain a better understanding and to produce meaningful findings and 

insights (Creswell & Clark, 2007). 

1.6.4 Population and sampling 

As indicated previously, the population will consist of professional healthcare employees in 

urban and rural hospitals and clinics. The location of these hospitals and clinics are in KZN. 

1.6.4.1 Quantitative sample 

The sample for the survey will be purposively selected from two hospitals and two clinics in 

each of the four targeted districts. The study sample will be grouped into two categories -

urban and rural, and according to occupation , i.e. clinical staff (doctors and nurses) and 

non-clinical staff (pharmacists, physiotherapists , occupational therapists, speech 

therapists, oral and dental hygienists, and radiographers , among others). To obtain a 

representative sample, the formula proposed by Krejcie and Morgan (1970) will be used, 

which will be explained in Chapter 3. 
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1.6.4.2 Qualitative sample - focus group discussions 

Sandelowski (1995) stresses that having either too few or too many groups in qualitative 

research may diminish the quality of focus group studies. An inappropriate quantity of 

members in a focus group may result in lengthy interviews, which in turn may result in the 

authors extracting material which has less depth and richness. Carlsen and Glenton (2011) 

mention that literature does not provide support for the ideal number of focus groups. Three 

focus groups will be conducted as part of obtaining qualitative data. The three groups 

would ensure that meaningful contributions would be obtained from participants from 

diverse backgrounds. The focus group participants will not have taken part in the survey. 

This is to ensure that the participants in the focus group discussions (FGDs) are not 

influenced by the questions in the survey questionnaire. 

1.6.5 Methods of data collection 

The study will use primary data. Primary data will be collected using a structured 

questionnaire and FGDs, while a literature review will provide secondary data for the study. 

1.6.5.1 Quantitative Data Collection 

A structured questionnaire was developed to measure employee satisfaction according to 

the following categories: Work environment, Fulfilment, Work satisfaction, Job satisfaction, 

Employee retention, and Service quality. The measures were informed by the literature 

(refer to Chapter 2). A brief description of each of the measures is presented below. 

• Work environment 

The Work environment measure consists of 19 items and measures five factors, 

using a five-point Likert scale ranging from 1 = Strongly disagree to 5 = Strongly 

agree. 

• Fulfilment 

The Fulfilment measure consists of seven items, and uses a five-point Likert scale 

ranging from 1 = Strongly disagree to 5 = Strongly agree. 

• General work satisfaction 

General work satisfaction is measured through three items, using a five-point Likert 

scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

• Employee satisfaction 
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The Employee satisfaction measure consists of six items, measuring responses on 

a five-point Like rt scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

• Employee retention 

The Employee retention measure consists of eight items, measured on a five-point 

Likert scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

• Service quality 

The Service quality measure consists of six items, measured on a five-point Likert 

scale ranging from 1 = Poor to 5 = Very good. 

1.6.5.2 Qualitative data collection 

Qualitative data will be collected through three FGDs. This data will be analysed to broaden 

the understanding of the findings from the quantitative phase, and will also enable 

triangulation of the data. This will provide deeper insights into the contextual data and 

produce more authentic findings. As a participant researcher, I would have to take special 

care not to lead the discussions and avoid bias in my behaviour during the th ree FGDs. 

1. 7 Data analyses 
Here, an abridged description of the methodology is presented, which will be elaborated 

on in Chapter 3. 

1. 7 .1 Quantitative data analysis 

Quantitative data analyses will be done using SPSS 23 (2016). The analyses include 

descriptive statistics, factor analysis, regression analysis, and Pearson's correlations. 

1. 7 .2 Qualitative data analysis from FGDs 
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As proposed by Corbin and Strauss (2014), three steps will be taken in conducting an 

analysis of the FGD data through constant comparison analysis. These steps are open 

coding, axial coding and selective coding. 

1.8 Ethical considerations 

Behi and Nolan (1995) highlight important ethical considerations for research: anonymity, 

confidentiality, informed consent, and dignity of the participants. The present researcher 

will comply with ethical considerations in research . These include ethical approval from 

North-West University's Ethics Committee which includes voluntary participation. Specific 

consideration will be given to both quantitative and qualitative rigor as this study applies 

mixed-methods (as explained in the methodology chapter, namely chapter 3) . In the 

quantitative part validity and reliability will be important. Given the fact that the present 

researcher will be a member-researcher as described by Guba and Lincoln (1982: 246-7). 

1.9 Definition of key terms 
The terms that follow are provided for clarity of the study's concepts. Definitions that apply 

to this study are also provided in this section. 

1.9.1 Employee satisfaction 

Defining the term employee satisfaction is challenging. Some authors use the term as a 

synonym for job satisfaction (e.g., Buttenberg, 2011 ), while others, such as Agho, Mueller 

and Price (1993) , combine the two terms i.e. employee job satisfaction. The present study 

will use the definition of Buttenberg (2011 ), who references Weiss (2002), who defines 

employee satisfaction as "a positive (or negative) evaluative judgment one makes about 

one's job or job situation" (p. 175). 

1.9.2 Service quality 
Ghobadian, Speller and Jones (1994) define the term service quality as "consistently 

meeting or exceeding customers' expectations" (p. 49), and note that the definition of 

service quality focuses on customer satisfaction (Creedon, 1988; Lewis, 1989; Moore, 

1987). 
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1.9.3 Professional healthcare employee 
The term professional healthcare employee has been used to refer to personnel who work 

in healthcare facilities and provide healthcare services in healthcare centres to patients 

(Bulterys et al., 2002) . According to lwu, Allen-lie and Ukpere (2012) , "health-related 

professionals comprise a diverse group of practitioners who deliver high quality care to 

patients across a wide range of care pathways and in a variety of settings" (p. 9659). 

Bartoloni et al. (2009) and Duysburgh and Jacobs (2009) give examples of such personnel, 

being doctors, nurses, and pharmacists. lwu et al. (2012) added optometrists, 

radiographers , laboratory technologists/technicians and emergency medical services to the 

list. The definition adopted in this study is that of lwu et al. (2012) , cited above. 

1.9.4 Retention 
Samuel and Chipunza (2009) define retention as a deliberate move by an organisation to 

create an environment that engages employees for an extended period. Employee 

retention , therefore , is concerned with the capacity of an organisation to keep its 

employees. 

1.9.5 Employee turnover 
Price (1977) defines turnover as a ratio representing the number of members of an 

organisation who have left in a given period under consideration , divided by the average 

number of people who remain in that organisation for the same period. Abassi and Hollman 

(2000) mention worker dynamics of the labour market, such as rotation across firms , jobs, 

and occupations, and employees alternately being in states of employment or 

unemployment. Thus, according to Abassi and Hollman (2000), employee turnover refers 

to the rotation of workers around the labour market. Ongori (2007) mentions that 

administrators and managers regularly refer to the process of filling a job vacancy as 

turnover. The above indicates the constant dynamics of replacing employees who leave 

their jobs. The present research will adapt the definition above by Price (1977), which 

states that employee turnover is the proportion, number or percentage of employees who 

leave an organization and are replaced by new workers. 

1.10 Organisation and layout of chapters 
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The thesis started with Chapter 1, which introduced the study and provided an overview 

and background. 

Chapter 2 will contain the literature review, based on the theory of employee/job 

satisfaction , its antecedents and consequences and, how it could relate to employee 

retention and service quality. A conceptual hypothesised model will be developed, based 

on the theory that emerged from the quantitative phase of the study. 

Chapter 3 will present the research methodology. This chapter will cover the following 

aspects: research philosophy, research design, data collection and analysis , ethical 

considerations , and rigour. 

Chapter 4 will contain the results of the quantitative phase of the study and the relevant 

statistical applications in testing the hypothesised model. The sample demographics and 

descriptive statistics and analysis of the data measurement instruments are presented, 

followed by hypothesis testing. 

Chapter 5 will present the results and findings derived from the qualitative FGDs and how 

the qualitative phase is linked to the quantitative phase as a mixed-method sequential 

design . 

Chapter 6 will provide an empirical discussion on the antecedents and consequences of 

employee satisfaction in the public health sector. 

Chapter 7 will provide an empirical discussion on the antecedents and consequences of 

service quality in the public health sector. 

Chapter 8 will be the concluding chapter, highlighting the unique contribution of the study 

to the body of knowledge and the study's practical contribution. Implications for policy

makers, recommendations, limitations of the study, and suggested areas for future 

research will also be indicated. 
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CHAPTER 2: OVERVIEW OF THE LITERATURE 

2.1 Introduction 

This chapter will discuss and argue the inclusion of antecedents and consequences of 

employee satisfaction , retention, and service quality pertaining to the professional 

healthcare worker in South Africa. Focus will be on KZN as a province with an extreme 

urban-rural divide. 

Employee satisfaction among public sector employees in South Africa, specifically in the 

public healthcare environment, is an area of concern , as highlighted by recent research 

studies and media reports . An exodus of professional staff and a lack of resources have 

exacerbated the problem, impacting effective and efficient service delivery. The literature 

reveals that factors such as poor working conditions , staff shortages, poor salaries and lack 

of promotional opportunities are some of the major factors contributing to poor service in 

the health sector (Herman , 2005). 

The ultimate goal in healthcare is quality service delivery; therefore , it is vital that healthcare 

workers perform optimally and maintain reasonable levels of job satisfaction . Job 

satisfaction of healthcare workers may improve the quality of their service delivery (National 

Department of Health , 2012/2013). 

Organisational commitment and job satisfaction have also been linked to increased 

productivity and organisational effectiveness (Buitendach & de Witte, 2005). It has also 

been postulated that these factors influence employees' propensity to remain with the 

organisation and to perform at higher levels (Buitendach & de Witte, 2005). 

This chapter presents an overview of the relevant literature focusing on socio-demographic 

characteristics in the context of employee satisfaction and quality of service. Antecedents 

and consequences of employee satisfaction will also be discussed as it could pertain to the 

healthcare context. 
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2.2 Socio-demographic characteristics 

Socio-demographic characteristics that will be explored are the age of the health 

professionals and years in service. The age of health professionals is one of the important 

socio-demographic characteristics pertaining to the work environment (Escriba-Ag0ir, 

Mart fn-Baena & Perez-Hoyos, 2006). The ages of employees in a workplace are likely to 

vary greatly, and it is important to understand the effect of age on an incumbent's job 

satisfaction. In their study of the clinical mental-health staff working the psychiatric field in 

Rome, Gigantesco et al. (2003) note that the level of satisfaction was generally low. These 

authors highlight the fact that workers' level of job satisfaction increased with age. Clark, 

Oswald & Warr (1996) postulate that job satisfaction is U-shaped with regard to age, 

illustrating the general belief that job satisfaction does not linearly increase with age. 

However, a study by Jalal Sarker et al. (2003) investigated the connection of age and length 

of service with job satisfaction, and found that age did not significantly affect job 

satisfaction . The authors do, however, state that tenure does have an effect on job 

satisfaction , with specific reference to remuneration and benefits. Jalal Sarker, Crossman 

& Chinmeteepituck (2003) also add that age significantly modifies the influence of tenure 

on job satisfaction. 

The tenure of employees at a health facility is critical to administrators , as long-serving 

employees are more experienced than new recruits. Their dissatisfaction at work is 

therefore a fundamental challenge to healthcare leaders, who need to retain such skilled 

personnel. This is important as skilled personnel will also provide mentorship to new 

employees (Kavanaugh et al., 2006). 

Oshagbemi (2000) investigated the relationship between tenure and job satisfaction. The 

assumption of the author was that workers who are not satisfied with their work will have 

intentions to quit, whereas those who are satisfied with their job will tend to remain in 

employment for a longer period. The results of the study suggested that the overall job 

satisfaction of employees is significantly correlated with length of service in the present job 

(Oshagbemi, 2000; 2003). A study by Kavanaugh et al., (2006) on the association between 

job satisfaction and demographic variables showed that tenure is the most influential 
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demographic variable with regard to the job satisfaction of healthcare workers (Oshagbemi, 

2000; 2003) . 

2.3 Work environment and employee satisfaction 

Five broad aspects of the work environment are indicated by McCrarey (2005) and Piko 

(2006); these are: work duties; supervision and recognition ; compensation , benefits , and 

professional development; safety; and fulfilment. These facets constitute the determinants 

of the level of job satisfaction. Other scholars, such as Wright and Davis (2003) , posit that 

the characteristics of a job and the context of work are the two main components that make 

up the work environment. Work characteristics explain how aspects of a worker's job or 

task responsibilities contribute to his or her psychological make-up, such as the 

meaningfulness of work, and affect the employee's spirit, growth, and development. On 

the other hand, work-context variables are characteristics of the organisational setting , e.g. , 

the organisation 's reward systems, goals, or degree of formalisation , in which the employee 

is expected to perform his or her duties. Together, job characteristics and the work context 

represent the factors external to the employee that can be more easily influenced by the 

organisation to encourage employees' satisfaction ( Piko, 2006). 

Van der Doef and Maes (1999) cite Karasek (1979) , who states that the focus of the Job 

Demand-Control Model is on two dimensions of the work environment. The first is Job 

demands, which is primarily the workload experienced by employees. The second 

dimension is Job control, which relates to the ability of a person to control his or her work 

activities. Job control comprises two parts, i.e. Skill discretion and Decision authority. 

Cromwell and Kolb (2004) postulate that the aspects in the work environment that may 

encourage employees to thrive in the workplace are: support from the organisation, support 

directly from the supervisor, support from peers, and the use of peer support groups. 

Piko (2006) underscores the importance of improving the psychosocial work environment, 

to create one that may enhance job satisfaction among employees. One of the primary 

concerns in the healthcare industry is the nature of the organisational environment, which, 

according to Piko (2006) , may be responsible for stress and employees not being satisfied 

with their jobs, and is one of the main concerns of healthcare policy makers. Piko's (2006) 
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research suggests that the frequent occurrence of overconsumption of alcohol and chain 

smoking are psychosomatic symptoms that may indicate work-related stress. 

Although high workloads have been found to cause burnout among employees (Hakanen, 

Bakker & Schaufeli (2006) , Allen and Mellor (2002) argue that this may not apply to all the 

staff in a work environment. Piko (2006) is of the opinion that targeted interventions should 

be planned to help prevent burnout, low levels of job satisfaction, and subsequent turnover. 

The work environment could be a major influence on both employee satisfaction and 

service quality. Wright and Davis (2003) indicate the importance of studying the role of the 

work environment in influencing employee satisfaction. They add that there is a need for 

organisations to enhance the job satisfaction of their staff by taking into consideration how 

the work environment influences the perceptions and career experiences of the employees. 

Page (2004) links the effects of a poor work environment to low job satisfaction, leading to 

conditions favourable for staff turnover (Jones, 2008) . Staff turnover is expensive. 

Buerhaus (2005) adds that hospital administrators have to contend with growing staffing 

shortages. As a result, healthcare facilities are confronted with the challenge of recruiting 

and retaining staff. Consequently, healthcare facilities are increasingly paying attention to 

the ways in which they can improve their work environment (Haynes, 2008) . 

Scotti et al. (2007) stress that a better understanding of the conditions in the work 

environment, which are responsible for driving service quality, is valuable to healthcare 

managers. Dean (2004) adds that improving the work environment is crucial , as the work 

environment is associated with organisational outcomes (e.g., service quality). 

2.4 Antecedents of employee satisfaction 

Employee satisfaction is one of the most-studied areas in organisational psychology, and 

is defined as the attitudes and feelings people have about their job and its numerous 

aspects, and also the degree to which the job is liked or disliked by the worker (Aziri , 2011 ). 

Heathfield (2016) uses the term employee satisfaction to describe whether employees are 

contented, happy and fulfilling their work needs. The concept of job satisfaction is related 
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to several important issues that need to be considered. According to De Milt, Fitzpatrick 

and McNulty (2009) , job satisfaction includes an employee having a sense of achievement 

and succeeding in the job, feeling that he or she is in an occupation that he or she enjoys, 

being enthusiastic about and satisfied with his or her profession , and feeling that his or her 

expectations of the workplace are being met. Attitudes towards one's occupation are 

important considerations with regard to job satisfaction . Ho et al. (2009) posit that job 

satisfaction is concerned with attitudes that employees have towards their jobs, whether 

positive or negative. 

Ho et al. (2009) posit that the work environment comprises aspects such as the work itself, 

supervision , management and management style , and the organisation. McGlynn et al. 

(2012) mention that job satisfaction is reflective of a positive affective orientation towards 

the work and the organisation . Heathfield (2010) suggests that job satisfaction is the 

degree to which workers are content and fulfilled with regard to their work desires and 

needs being met. Weiss (2002) remarks that job satisfaction explains how content an 

individual is in his or her job. Chimanikire et al. (2007) state that job satisfaction 

encompasses factors such as workload , physical conditions and career aspirations of 

individuals. 

Employee satisfaction in organisations has been receiving increasing attention , because of 

its potential to reduce employee turnover, absenteeism, tardiness, and health setbacks due 

to stressful work conditions (Tinu & Adeniji , 2015) . Workers who are satisfied with their 

workplaces show positive attitudes in their homes, which contribute to a psychologically 

healthy society. 

According to Kirby (2006) , demographic variables such as age, gender, race , and 

educational level of workers have an effect on job satisfaction. It has been shown, for 

instance, that older workers are more likely to be satisfied than younger workers , and that 

non-white employees are less satisfied than white employees. Work-related variables such 

as whether the job is exciting , good relations with management, job security, higher pay , 

and a sense of control over one's work were identified as important factors underlying job 

satisfaction. 
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A study in Saudi Arabia by Al Tayyar (2014) investigated job satisfaction and motivation 

amongst secondary school teachers, and the demographics that were considered were 

age, qualifications, experience, length of service , and the training received by the 

employees. A self-administered questionnaire was used to collect the quantitative data. 

Furthermore, qualitative data were gathered through semi-structured interviews. The 

results showed that development of staff, the progress of students, remuneration , 

advancement in their career, supervision , status in society, workload , the nature of the 

work, the quality of administration, and interpersonal relationships affected job satisfaction. 

Alberts (2015) underscores the importance of job satisfaction , stating that it influences 

workers' health and is crucial to retaining employees. The same author mentions that job 

satisfaction is an important factor in decreasing staff turnover. Alberts (2015) further 

postulates that job satisfaction in the health services sector is critical , and can potentially 

impact various areas, including the safety of patients, the quality of care that patients 

receive , and the professionals' dedication to their work. Alberts (2015) examined the 

determining factors contributing to job satisfaction and dissatisfaction of healthcare workers 

in South Africa (in Gauteng, Mpumalanga, and Pretoria's northern region) . The healthcare 

workers comprised occupational health nursing practitioners employed by private 

professional health-services providers. The research method of the study was a cross

sectional survey design. A structured self-administered questionnaire was used to gather 

the data. The survey instrument contained close-ended questions, with items relating to 

demographics, professional status, and relationship with colleagues, administration , 

autonomy, task requirements and interaction. 

Using a meta-analysis, Gormley (2003) sought to determine the factors that affect job 

satisfaction among nurses. The results indicated that these factors are: professional 

independence, the role that a leader is expected to perform, the climate of the organisation, 

perceived role conflict and role ambiguity, the behaviour of the leaders, and the features of 

the organisation . Gormley (2003) highlights job satisfaction as having the potential to retain 

qualified personnel. 

A study by Carr and Kazanowski (1994) utilised a questionnaire that targeted nurses in 

different specialty areas related to care of the elderly in long-term care. The research tool 

evaluated the degree of job satisfaction and the reasons for dissatisfaction. The survey 
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was also used to determine the relationship between the work environment and socio

demographics. The work by Carr and Kazanowski (1994) validates the approach of 

targeting professionals across different speciality areas in measuring job satisfaction, which 

is important for the present study. 

Ma, Samuels & Alexander (2003) examined the factors that affect the job satisfaction of 

registered nurses, and argue that staff turnover rates may be decreased by administrators 

paying attention to these factors . Ma et al. (2003) focused on job dissatisfaction among 

registered nurses in South Carolina (USA) hospitals, and identified factors influencing their 

job satisfaction. The authors posit that, if healthcare administrators are able to identify the 

factors that influence satisfaction, they are then capable of implementing strategies to 

address these. The study used secondary data, and was devised to identify the individual , 

work, and geographic factors that contribute to nurses' job satisfaction. Ma et al. (2003) 

compared job satisfaction with demographics, using analysis of variance (ANOVA). The 

findings of their study show statistically significant differences in job satisfaction according 

to tenure, the position the employee holds, the hospital's retirement plan , and the 

geographic location of the healthcare centre. 

Parvin and Kabir (2011) evaluated the job satisfaction of workers in the pharmaceutical 

industry. Their study focused on the factors of job satisfaction , and how these impact the 

job satisfaction of employees. The factors the researchers investigated were the type of 

pharmaceutical company, work experience, age, and gender. Parvin and Kabir (2011) 

found remuneration , work efficiency, limited supervision, and relations with colleagues to 

be the most critical factors responsible for job satisfaction . The results indicated that the 

most crucial factors that contribute to job satisfaction are remuneration , efficiency in work, 

fringe supervision , and relations with co-workers. 

Another research tool that is used by researchers to determine the factors that influence 

job satisfaction is the Job Descriptive Index, as employed by Tutuncu and Kozak (2007) . 

These authors highlight the significance of measuring of job satisfaction in industries that 

require a high level of interaction between staff and clients. Tutuncu and Kozak (2007) 

postulate that the degree of job satisfaction of the employees may directly determine the 

satisfaction of the customer with the service delivery. According to Tutuncu and Kozak 
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(2007) , the factors that influence the level of overall job satisfaction include the position of 

the incumbent, supervision , and opportunities for advancement. 

Bartram, Joiner and Stanton (2004) highlight the need for identifying the factors that 

contribute to job satisfaction in the healthcare industry in Australia, which is constrained by 

a shortage of personnel. These authors state that the main challenges that the sector faces 

are recruitment and retention of healthcare practitioners. Their study found that social 

support and empowerment are the two factors responsible for job satisfaction. 

Empowerment at work comprises a competence and self-determination aspect (Bartram et 

al., 2004). Bartram et al. (2004) suggest that social support from supervisors and 

colleagues reduces stress and enhances job satisfaction . 

According to Singh (2016) , individuals enter employment for specific reasons, such as 

security of remuneration, job security, possibilities of future advancement, and fulfilment of 

social and psychological needs. The author adds that individuals have different needs at 

different times of their career cycles . Singh (2016) investigated the factors influencing job 

satisfaction, and found the following facets as being significant: working conditions, 

remuneration , advancement in employment, job security, fairness, relationship with 

colleagues, and supervision . 

The study by Ali (2008) measured job satisfaction using the Job Satisfaction Survey (JSS). 

This survey instrument contains items related to several aspects of job satisfaction. The 

same study also incorporated items that measured job satisfaction and turnover intention. 

The results indicated that the primary sources of job dissatisfaction are limited opportunities 

for promotion , poor remuneration, few fringe benefits and unexpected rewards, poor work 

conditions, and strained relations with colleagues. 

Utilising the Work orientations data set obtained from the International Social Survey 

Program (ISSP) , Sousa-Poza and Sousa-Poza (2000) investigated the factors influencing 

job satisfaction in 21 countries, in 1997. The results of their study indicated a link between 

high remuneration and high job satisfaction. Sousa-Poza and Sousa-Poza (2000) used a 

bottom-up psychological model, with which they compared work-role inputs, such as effort, 

with work-role outputs, such as pay, to explain cross-national differences in the results. 
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The authors indicated that an exciting job and good relations with management are the two 

most significant work-role outputs related to job satisfaction. 

Gaertner (2000) investigated the relationships between structural determinants of job 

satisfaction and organisational commitment. The results suggested that the factors that 

influence job satisfaction are structural determinants, such as distributive justice, chances 

of promotion , and support from supervisors. 

The investigation by Ting (1997) into the determinants of job satisfaction of federal 

government employees revealed that job characteristics such as satisfaction with 

remuneration , chances of promotions, precise tasks delegated, and the opportunity to fully 

utilise skills are the most significant predictors of job satisfaction . Also, characteristics of 

the organisation (e.g. , the commitment of the workforce) and relationships with work 

colleagues (co-workers and supervisors) have an impact on job satisfaction. 

Ellickson and Logsdon (2002) investigated the factors that affect job satisfaction among 

municipal government employees. The findings showed that the environmental factors 

influencing job satisfaction include opportunities for promotion in the workplace ; satisfaction 

with remuneration; satisfaction with performance appraisals; adequate equipment, 

infrastructure, and resources within the place of work; opportunities for training; workload; 

and relationship with supervisor. 

Kovner et al. (2007)in their study, focused on determining which factors influence job 

satisfaction among novice nurse managers employed in hospitals. The research method 

used was a cross-sectional, correlational survey design, targeting registered nurses who 

were licensed for the first time, in 34 states and the District of Columbia in the USA. The 

main finding was that procedural justice is an important aspect that influences job 

satisfaction . 

As can be concluded from the studies above, there is much similarity in the antecedents of 

employee satisfaction , as well as an overlap between employee satisfaction and job 

satisfaction. In the present study, the term employee satisfaction will be used to represent 

the broader concept of satisfaction with the workplace and the environment. 



2.5 The facets approach 

Macdonald and MacIntyre (1997) allude to the fact that the main research approaches are 

examin ing a) the facets of employee satisfaction orb) the general level of satisfaction . They 

mention that the facet approach strives to determine and measure employee satisfaction 

dimensions that are considered the most important, while the more general approach 

considers levels of satisfaction, despite the source of such satisfaction . The facets 

approach has been the most extensively applied approach , and several scales have been 

devised to measure the specific facets of employee satisfaction. 

The topic of employee satisfaction has not only attracted the interest of many researchers, 

but remains relevant , as the variable job satisfaction appears as the dependent variable. 

lronson et al. (1989) cite Locke (1976) , who estimated , more than 30 years ago, that 

approximately 3 350 articles have focused on the subject of job satisfaction. lronson et al. 

(1989) add that job satisfaction remains an important dependent variable in the fields of 

industrial , organisational , and social psychology. 

Various authors indicate that the most frequently used tool to measure job satisfaction is 

the Job Descriptive Index (JOI) (DeMeuse, 1985; O'Connor, Peters & Gordon, 1978; Smith, 

1969; Yeager, 1981 ). The five facets that the JOI cover are: Work, Pay, Promotions, 

Supervision, and Co-workers (Smith , 1969). According to Chermiss and Kane (1987) and 

Bel l and Weaver (1997) , the important components of job satisfaction are: pay, promotion, 

supervision, working conditions, and relationships with co-workers. 

Macdonald and MacIntyre (1997) concluded that the facets approach provides a better 

examination of the structure of satisfaction, while the general approach provides a better 

examination of the levels of satisfaction. The current study will use the facet approach to 

determine the antecedents of employee satisfaction. 

Nagy (2002) advances the use of a single-item approach to measuring facets of job 

satisfaction , building on the work by Wanous and Reichers (1997). Nagy (2002) and 

Wanous and Reichers (1997) cited Scarpello and Campbell (1983), who concluded that it 

is preferable to use the single-item measure of overall job satisfaction than a scale based 

on a sum of distinct satisfaction with job facets. Wanous and Reichers (1997) provided 
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reasons why using the single-item measure of overall satisfaction is preferable. The first is 

that single-item measures take up less space than scale measures. Secondly, single-item 

measures may be less costly. Thirdly, single-item measures may have more face validity, 

particularly in an institution with poor employee relations. Lastly, measuring using the 

single-item approach may be better suited to measuring changes in job satisfaction. The 

study by Nagy (2002) administered both the JOI as a single-item measure on a sample of 

207 employees from a variety of organisations. The results of the study by Nagy (2002) 

revealed that the single-item facet measure significantly correlated with each of the JOI 

facets. 

The implication of these results is that the use of the single-item measures may be simpler 

and less time-consuming when it comes to completing a survey, it may be relatively less 

costly, may have more face validity, and may be relatively easier to use than multiple-item 

scales measuring facets of satisfaction. 

2.6 The consequences of employee satisfaction: retention of professional 
employees 

According to James and Mathew (2012) employee retention involve procedures which 

motivate workers to work within an organisation for the utmost period of time. According to 

Vaiman (2008) , retention management is known as a major source of competitive 

advantage in the present and rapidly changing business world. In addition , the costs of 

swapping capable and valuable workforce hugely exceeds the expense of retaining and 

training new employees (Vasishtha, 2009). 

Mitchell , Haltom and Lee (2001) mention that organisations are faced with high costs 

associated with retaining key employees , and that this competition to retain key employees 

is intense. The retention of such essential employees results in executives in organisations 

and human resources departments investing considerable time, effort, and money in 

attempts to find the best ways to retain employees. Mitchell et al. (2001) advance an 

opinion that challenges the conventional wisdom that employees who are dissatisfied leave 

their jobs, and that money provides an incentive for them to stay. Also, the reasons 

employees usually leave their jobs are unrelated to their jobs. Unexpected events or 

shocks have been identified as the principal causes in many cases. On the other hand, 



workers also often stay due to attachments and their sense of fit, both to the job and their 

community. 

2.7 Employee satisfaction as antecedent of service quality 

Quality service delivery is defined as the ability of the service provider to meet or exceed 

customers' needs and expectations (Bakar, Akgun & Assaf, 2007). Ronen and Pilskin 

(2006) posit that quality service is achieved through a quality process , which is achieved 

when the employees and managers are part of the process design and control. 

Whelan et al. (2010) state that sustaining and expanding public services are critical to 

building customer satisfaction and confidence. Whelan et al. (2010) mention that it is 

important that patients have confidence in a healthcare service provider. Institutions such 

as healthcare centres, universities, and government and regu latory agencies use marketing 

and branding to build an identity, which increases customer awareness and loyalty. 

DeMoranville and Bienstock (2003) contend that the measurement of service quality has a 

crucial role in the assessment of service performance, the diagnosis of problems within the 

delivery of service, the management of the provision of services, as well as the 

determination of employee- and corporate rewards. 

Mohebifar et al. (2016) evaluated the service quality of six academic hospitals in Iran using 

a cross-sectional method, in 2012. Perceptions of 360 patients in the hospitals were 

sourced. The data were obtained using an instrument that was based on the SERVQUAL 

questionnaire, and was analysed using descriptive statistics and the importance

performance analysis matrix. A stratified random sampling method was the used to obtain 

a representative sample. The results of their study indicated that a significant gap existed 

between importance and performance in all five dimensions of service quality. The study 

by Mohebifar et al. (2016) is significant, as it indicates the usefulness of using other, 

additional methods of analysis, such as the importance-performance analysis matrix, which 

was used as alongside the SERVQUAL questionnaire. 



Homburg and Stock (2004) identified a positive relationship between employee satisfaction 

and customer satisfaction , indicating that studies based on theory and empirical research 

regarding the phenomenon is rare . Yarrow and Owen (2005) developed a model that 

shows the impact of employee satisfaction on service quality and customer satisfaction. 

However, they also state that not much evidence exists to indicate the relationship between 

the variables. Employee satisfaction was also found to be an antecedent of customer 

satisfaction as a result of service quality (Wagenheim, Evanschitzky & Wunderlich , 2007) . 

2.8 Towards a hypothesised model for the study 

Based on the preceding literature, a hypothesised model is presented for this study. This 

hypothesised model is displayed in figure 2.1 below. 
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Figure 2.1: Hypothesised model 
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H1: Work environment is significantly positively related to Fulfilment. 

H2: Work environment is significantly positively related to General work satisfaction. 

Hs: Work environment is significantly positively related to Employee satisfaction. 

H4: Work environment is significantly negatively related to Employee retention. 

Hs: Work environment is significantly positively related to Service quality. 

H6: Fulfilment is significantly positively related to General work satisfaction. 

H1: Fulfilment is significantly positively related to Employee satisfaction. 

Ha: Fulfilment is significantly negatively related to Employee retention. 

Hg: Fulfilment is significantly positively related to Service quality. 

H10: General work satisfaction is significantly positively related to Employee satisfaction. 

H1 1: General work satisfaction is significantly positively related to Service quality. 

H12: General work satisfaction is significantly negatively related to Employee retention. 

H1s: Employee satisfaction is significantly positively related to Service quality. 

H14: Employee satisfaction is significantly negatively related to Employee retention. 

H1s: Employee retention is significantly negatively related to Service quality. 

2.9 Summary 
This chapter provided a review of the literature with regard to work environment, employee 

satisfaction , retention, and service quality with reference to the healthcare employee. 

Furthermore, it provided a discussion on the inclusion of antecedents and consequences 

of employee satisfaction , and proposed a conceptual hypothesised model of linear 

relationships to be tested in the quantitative part of the study. The next chapter provides a 

discussion of the research methodology used to execute the present study. 
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CHAPTER 3: RESEARCH METHODOLOGY 

3.1 Introduction 

This chapter outlines the methodology that was employed in the study. A mixed-method 

research approach, combining qualitative and quantitative methods, was employed. In 

brief, this study sought to determine, explore, and distinguish the antecedents and 

consequences of employee satisfaction , and establish a framework for retention of 

professional healthcare employees and enhanced service quality within the urban-rural 

context of public healthcare facilities in KZN , South Africa. 

This chapter provides a description of the study's geographical areas, in order to elucidate 

the context within which the population resorted, followed by a discussion of the research 

philosophy, approach , strategy, design , sampling, and methods of data collection. The last 

section of the chapter provides the empirical methods of data analysis used, and concludes 

with a summary of the chapter. 

3.2 Study's geographical area and population 

The present study was conducted in the KZN province, one of nine provinces in South 

Africa, within the four districts of eThekwini, uMgungundlovu , Umzinyathi, and Harry Gwala. 

These represent 36% of the geographical area of the province. In total, the study included 

16 public hospitals and eight clinics. Four hospitals and two clinics were targeted in each 

district. The selection of the study districts was purposive , and took into consideration 

location, economic activity, and accessibility, to ensure a population from which a 

representative sample could be selected. A summary of the description of the districts and 

population is provided in Table 3.1 below. 

As Pillay (2009) suggests, it was important that the present study target health facilities that 

are located in both rural and urban settings, to better reflect the reality in South Africa. Of 

the four study districts chosen , considered to be urban and two to be rural (see Table 3.2.1 ). 

eThekwini and uMgungundlovu were considered predominately urban districts. The tourist 

city of Durban is located in eThekwini , and Pietermaritzburg, which is the second-largest 

city in the province and the provincial capital, is located in the uMgungundlovu district. The 
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districts of uMzinyathi and Harry Gwala are considered to be predominantly rural. The 

reason for the choice of both urban and rural settings was the assumption that the two 

differing settings would present different opportunities and challenges that could affect 

employee satisfaction and service quality of the health workers in public health institutions. 

Table 3.2.1: The four study districts 

District 

1. 

2. 

3. 

4. 

Name of hospital . . . -
• • • 

I e King Edward VII I Hospital 

• • • 

Townhill Hospital 

Christ the King Hospital; 

St. Apollinaris Hospital 

Charles Johnson Memorial 

• ••• 
Church of Scotland Hospital 

Name of clinic 

Folweni Clinic; 

Beatrice Street 

Clinic 

lmbalenhle Clinic; 

East Street Clinic 

lxopo Primary 

Health Clinic; 

Jolivet Clinic 

Ethembeni Clinic; 

Ehlanzeni Clinic 

Figure 3.1 below indicates the location of these hospitals and clinics. This figure indicates 

their geographical location within the province of KZN. Table 3.2 on the following page 

describes the rural and urban 

·- ·-
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MAP OF KWAZULU NATAL PROVINCE 

Figure 3.1: Map of KZN showing the four study districts (Source: COHSASA, 2017) 



Table 3.2.2: Summary description of the urban and rural selected area 

Location 

Land area (km2) 

Population 

No. of hospitals 

No. of clinics 

No. of community 

health centres 

Metropolitan municipality; 

th ird-largest in SA; 

tourism district is surrounded 

by ilembe to the north, 

the Indian ocean to the east, 

Ugu to the south, and 

uMgungundlovu to the west 

2.291 

3 442 398 

16 

113 

8 

(Source: Local Government , 2015) 

Located in the KZN 

Midlands; 

comprises of seven local 

municipalities; important 

industrial , timber, dairy, and 

agricultural hub that has a 

modern, sophisticated 

infrastructure 

9.513 

1017763 

9 

50 

3 

KZN; central area of KZN ; 

composed of five local four local municipalities; 

municipalities; strong regional centre with 

most prominent sectors are substantial commercial 

agriculture, construction , and agricultural activity 

and small -scale 

manufacturing 

8.589 10.547 

510 838 461 419 

6 4 

39 50 

31 I Page 



3.3 Research philosophy 

The philosophy of the study was mainly embedded in the fundamentalist approach of 

thinking and assumptions on ontology and epistemology within the social sciences (Shah 

& Coley, 2006). Ontology relates to the nature of reality, whilst epistemology focuses on 

how that reality can be known (Guba & Lincoln, 1994; Shah & Coley, 2006). Two important 

research paradigms for this mixed-methods approach were functionalism (quantitative 

phase) and interpretivism (qualitative phase). The two paradigms differ in their ultimate 

goal of analysis (Burrel & Morgan, 1979; Gioia & Pitre, 1990; Shah & Coley, 2006). 

The functionalist paradigm is appropriate for replication in theory-testing and -refinement. 

Data are gathered in such a way that a different researcher could replicate the same 

process under similar conditions and obtain the same results (Shah & Coley, 2006). This 

enhances the development of the theory underlying a phenomenon under investigation. 

Shah and Coley (2006) state that functionalist goals are based on the assumption of 

objectivity (ontology) and positivism (epistemology) , and can be achieved through 

quantitative methods of data collection and analysis. 

In the interpretive paradigm, the goal is to ensure representativeness of the data and 

interpretation thereof (Shah & Coley, 2006). According to Labianca, Gray and Brass 

(2000) , in interpretive research, every researcher may interpret results differently. Thus, 

analysis cannot be judged based on the replicability of the research, but on the extent to 

which it provides a realistic and credible understanding of the matter under investigation 

(Shah & Coley, 2006). In adopting the interpretive paradigm, the present study focused on 

producing accurate and reliable results with regard to deepening understanding of 

employee satisfaction and quality service of workers in public health institutions, as well as 

how these relate to other phenomena - in this study, socio-demographic variables. 

Considering the abovementioned philosophies, the researcher had to move between the 

two philosophies. Such an approach is required in order to best apply the mixed-method 

approach of using both quantitative and qualitative methods to answer the research 

questions. 



3.4 Research strategy 

According to Caracelli and Greene (1993) , a mixed-method approach is one that involves 

at least one quantitative and one qualitative method. Quantitative methods are those that 

are designed to collect numbers, while qualitative methods collect words (Caracelli & 

Greene, 1993). Quantitative methods examine the extent to which differences in one 

characteristic or variable are related to differences in one or more other characteristics or 

variables , while qualitative approaches focus on studying phenomena in all their 

complexity, which occur in natural settings (Leedy & Ormrod, 2005) . Qualitative 

researchers aim to produce an understanding of social reality, with a focus on 

interpretation , rather than quantification. This is based on a generally held belief that there 

are different versions of understanding , and the aim is to give an accurate voice to these 

(Creswell , 2013). Shah and Coley (2006) state that the advantages of a mixed-method 

approach far outweigh the time and effort required to implement them. 

The literature identifies five key purposes of employing a mixed-method approach in social 

research : triangulation , complementarity, development, initiation , and expansion (Greene 

et al., 1989; Caracelli & Greene, 1993). In the present study, the mixed-method approach 

was adopted to answer the research questions and hypotheses. Triangulation entails the 

use of two or more methods to measure the same phenomenon , in order to increase 

confidence in the results obtained (Caracelli & Greene, 1993; Bryman, 2004). In his paper 

on triangulation and measure, Bryman (2004) calls this type of triangulation methodological 

triangulation. Complementarity is defined by Caracelli and Greene (1993 : 203) as an 

instance where "quantitative and qualitative methods are used to measure overlapping but 

distinct facets of a given phenomenon ." Thus, triangulation provides a way of validating 

data collected in a study, while using quantitative and qualitative methods in 

complementarity enriches the understanding of the concepts under study (Yauch & 

Steudel , 2003). 

3.5 Research design 

A research design provides a framework within which a study is conducted (Daniel & 

Berinyuy, 2010) . The research design for the present study was a mixed-method 

sequential design , as illustrated in Figure 3.2 below. Figure 3.2 indicates the research 

problem and methodology followed. 



Research 
problem 

Research 
objectives 

Research 
questions 

Methodology 

Data collection, 
analysis, & 

interpretation 

Data 
collection 

Data 
analysis 

Data 
interpretation 

Literature review 

Employee/Job satisfaction , service quality, health 
professionals in public sector 

Population and sampling 

Quantitative 
Structured 

questionnaire 

Qualitative 
Semi-structured 

interviews with focus 
groups 

Quantitative 

SPSS 22 

Qualitative 

Constant comparison 
analysis of content 

Quantitative 

Approach 
Mixed methods 

(Quantitative and 
Qual itative) 

Inductive+ Deductive 

Philosophy and 
paradigm 

Functionalist and 
lnterpretivist 

~ Qual itative 

Figure 3.2: Research design 
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In applying a mixed-method sequential design , this study started with quantitative data 

collection and analysis , followed by qualitative data collection , and, thereafter, analysis , 

interpretation, and integration of findings. A quantitative survey with a structured 

questionnaire as instrument was utilised to measure the following constructs: Work 

environment, Fulfilment, Work satisfaction, Job satisfaction, Employee retention , and 

Service quality, using a purposive sample of urban and rural healthcare professionals in 

KZN (N = 405). The quantitative phase was followed by the qualitative phase. The 

researcher conducted three FGD with ten , eight, and six participants respectively, to further 

explore and gain a deeper understanding of the phenomenon, and to expand on the theory 

of employee satisfaction (Creswell & Clark, 2007) . 

Thus, in the sequential mixed-method design adopted, the quantitative method was the 

dominant method, as Johnson et al. (2007) recommend. Johnson et al. (2007: 124) define 

a quantitative-dominant mixed-methods approach as "a type of mixed research in which 

one relies on a quantitative view of the research process, while concurrently recognizing 

that the addition of qualitative data and approaches are likely to benefit most research 

projects. " Not only were qualitative data used to better understand the quantitative results, 

but new findings from the qualitative analysis were integrated into the overall research 

findings and the subsequent integrated framework of employee satisfaction, service quality, 

and retention in urban and rural healthcare settings in KZN , South Africa. 

3.6 Population and sampling 

The sampling strategies for the quantitative and qualitative phases are presented below. 

3.6.1 Quantitative phase 

The population was depicted in Table 3.2. The sampling strategy for any study depends 

on the research paradigm. According to Leedy and Ormrod (2005) , quantitative methods 

require representative sampling, characterised by larger samples. The researcher selected 

a non-probability, purposive, and convenience sampling technique, as it was difficult to 

obtain data from this population, due to their working shifts and consequent lack of 

availability. Sampling means taking a portion of the population as representative of the 

entire target population (Fink, 1995). As indicated previously, four district hospitals and 

four clinics were purposively selected from the targeted districts. The study sample was 



further grouped into two occupational categories , i.e. clinical staff (doctors and all 

categories of nurses) and non-clinical staff (pharmacists, physiotherapists, occupational 

therapists, speech therapists, oral and dental hygienists, community midwives , and 

assistant nurses, among others). 

Logistical considerations were also taken into account , given the limited financial resources 

for conducting the field work. To obtain a representative sample, the present researcher 

used a formula to calculate the appropriate sample size ( S) proposed by Krejcie and 

Morgan (1970) . The formula is as follows: 

S = X 
2 
NP(l - P) 

d 2 (N-l)+X 2P(l - P) 

S = required sample size; 

X2- = the table value of chi-square for one degree of freedom at the desired 

confidence level (3.841) ; 

N = the population size; 

P = the population proportion (assumed to be 0.5 , as this would provide the 

maximum sample size) ; and 

D = the degree of accuracy expressed as a proportion (0.05). 

Using the table provided by Krejcie and Morgan (1970) for N = 1 000 000 and S = 384, a 

sample size greater than 384 would have been representative of the population of health 

professionals in KZN. This population currently stands at 47 054. 

As shown in Table 3.6.1 , a total of 405 health professionals completed the survey. All the 

surveys returned were usable. The professionals included both clinical staff and non

clin ical staff. A total of 49.1 % were urban and 50.9% represented rural locations. 



Table 3.6.1: Sample of respondents of the study by district 

77 19.0 

199 49.1 

85 21.0 

121 29.9 

206 50.9 

405 100.0 

3.6.2 Qualitative Phase 

Participants were also selected by means of non-probability purposive and convenience 

sampling of professional health workers at selected facilities . Three districts , namely 

eThekwini , Harry Gwala, and Umzinyathi , were selected on the basis of their location , with 

the first being in an urban area and the last two being in a rural area. eThekwini has one 

of the largest populations in KZN and the two rural districts were included in the sample 

selection , to ensure equal representation Those who participated in the FGDs did not 

participate in the survey. This was done to ensure that the participants in the focus groups 

were not influenced by the questions in the questionnaire distributed earlier. Three FGDs 

were held with ten , eight, and six participants respectively, and were conducted by the 

researcher. According to Masedah (2012) , there are no fixed rules regarding the number 

of participants in an FGD. His review of the literature shows that the size of focus groups 

ranges from four to 31 participants, but mostly consist of eight to 12 participants. It is 

important to hold FGDs with a manageable number of participants, in order for the facilitator 

to be able to deal with group dynamics such as vocal and dominant participants 

(Dreachslin , 1999). In qualitative research, the number of participants depends on 

theoretical data saturation , where sampling is stopped because there are no longer any 

new comments from the participants (Creswell , 2013) . This approach was also taken into 

account in the present study. 
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3. 7 Methods of data collection 

Primary data refers to original information that is collected by the researcher specifically for 

the research study at hand, for example, data obtained through FGDs and surveys. 

Secondary data refers to information that has been previously gathered by someone else 

for another purpose, which can be reused by another researcher (Esterberg, 2002; Leedy 

& Ormrod, 2005). The present study used both primary and secondary data. Primary data 

were collected using a questionnaire (quantitative phase) and FGDs (qualitative phase), 

while a literature review provided secondary data for the study. 

3.7.1 Quantitative data collection - instrument: questionnaire 

A structured questionnaire (See Addendum A) was developed to measure the following: 

Work environment, Fulfilment, Work satisfaction, Employee satisfaction, Employee 

retention, and Service quality of health professionals in KZN . The questionnaire 

development was informed by the literature. A description of each of the measures is 

presented below. 

Work environment: 

The Work environment measure consisted of 19 items, and measured five facet factors: 

• Work duties (i.e. "Currently, you know what you are expected to do on the job"); 

• Supervision (i.e. "In the past year, you have received constructive feedback from a 

supervisor, so you know how well you are performing tasks"); 

• Compensation (i.e. "You are currently paid a salary that is appropriate for the work 

you do"); 

• Professional development (i.e. "Training is provided, or paid for, by this facility in the 

skills that are critical for you to succeed"); and 

• Safety (i.e. "You feel safe from physical harm when you are working in this facility"). 

Responses were collected on a five-point Likert scale ranging from 1 = Strongly 

disagree to 5 = Strongly agree. 
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Fulfilment: 

The Fulfilment measure consisted of seven items, and collected responses from 

respondents on aspects such as "You have a positive impact on the health of the 

community" and "I feel valued by the community." Reponses were collected on a five-point 

Likert scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

General Work Satisfaction: 

General work satisfaction consisted of three items, and measured responses on items such 

as "If I could choose the career again, I would make the same decision" and "In general , I 

am satisfied with my work. " Reponses were collected on a five-point Likert scale ranging 

from 1 = Strongly disagree to 5 = Strongly agree. 

Employee satisfaction: 

The Employee satisfaction measure consisted of six items, and measured the participants' 

responses on items such as "Overall, you are satisfied with your job" and "You would 

recommend working in a job like yours at your facility to a friend. " Reponses were collected 

on a five-point Likert scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

Employee Retention: 

The Employee retention measure consisted of eight items, and measured items such as 

"In the past year, you have considered stopping your work as a [health practitioner] , or 

doing something else other than work as a [health practitioner]" and "In the coming year, 

you plan to stop working at this health facility." Reponses were collected on a five-point 

Likert scale ranging from 1 = Strongly disagree to 5 = Strongly agree. 

Service Quality: 

The Service quality measure consisted of six items, and measured items such as "How 

would you rate the quality of care at this health facility?" The participants had the option to 

rate facilities such as family planning services, delivery care, and postpartum care. 

Reponses were collected on a five -point Likert scale ranging from 1 = Poor to 5 = Very 

good. 

The questionnaire was piloted for refinement (see DeMaio, Rothgeb & Hess, 1998) and 

checking of important issues, such as time taken to complete the questionnaire, as well as 



adequacy and appropriateness of the questions. Time considerations were very important, 

as the survey required the involvement of health professionals during working hours. 

Piloting was done at a health facility that was not one of the targeted facilities in the study. 

The targeted facilities were not ideal for the pilot study, as the researcher wanted to avoid 

pre-empting of the contents of the survey before the study commenced. Fifteen 

questionnaires were completed in the piloting phase. 

The services of five enumerators were required for data collection, as the research sites 

were far apart and timing was important in the collection of data, to avoid any environmental 

influences that could skew the data. The enumerators were university graduates who had 

completed their first degree. It was important to utilise enumerators who understood 

research and the importance of the study. The enumerators were trained in a one-day 

workshop, and participated in the pilot-testing of the questionnaire, to determine how well 

they understood the questions. 

This enumeration approach was chosen over self-administration, because it offers a few 

distinct advantages. First, responses are collected by enumerators trained to administer 

the data collection instrument. Second, confusing or ambiguous questions are explained to 

the respondents by the enumerator ensuring that the number of questionnaires. Last, 

enumeration also provides that the data collection process will be conducted within a 

specified period (Couper, 2000). Noting that this was a quantitative approach , the 

enumerators had to interact with the respondents on a face-to-face basis, and had been 

trained to conduct without leading the responses. These face-to-face interactions allowed 

for the establishment of an understanding based on mutual trust between the researcher 

and the respondent, which is important in gaining co-operation and increasing the response 

rate in research (Leedy & Ormrod, 2005). These interactions also allowed the interviewer 

time to better understand the validity of a response, which increased the accuracy of the 

data collected (Leedy & Ormrod, 2005) . In general , in such interactions, the enumerator 

has more control , is more flexible, and can probe further for clarification of responses where 

necessary (Mathers et al. , 1998). 



3.7.2 Qualitative data collection - focus group discussions (FGDs) 

Qualitative data were collected through three FGDs. FGDs provide a way of gathering data 

from a small group of people through discussions that are conducted in an environment 

that makes participants feel safe and comfortable (Krueger & Casey, 2000; Wilkinson, 

2004 ; Onwuegbuzie et al., 2009) . An FGD is either a means to an end or an end itself. As 

a means to an end , FGDs can be used to gather data for developing questions for a 

quantitative survey (Morgan , 1998; Constantine & Bourne, 2005; Kim et al., 2005). FGDs 

can also be used alone or in conjunction with other methods to collect primary data in a 

survey for hypothesis testing . According to Stewart and Shamdasani (1990) , focus groups 

can be used to explore meanings of survey findings that might not be explained statistically, 

such as is in the present study. There are several advantages to using focus groups in 

research . These include the capturing of data in real time and space (Kamberelis & 

Dimitriadis, 2005) ; cost-effectiveness; the ability to reach many people at the same time; 

they can be conducted in an environment familiar to the participants; and they allow 

different views on the same phenomenon to be discussed at the same time (Morgan , 1998; 

Kruger & Casey, 2000; Onwuegbuzie et al., 2009). Threlfall (1999) also noted that focus 

groups are most effective when used together with other methods , in triangulation . As 

indicated earlier, FGDs were used to gather data to better understand find ings from the 

quantitative phase of the research , and also to enable triangulation of data collected , in 

order to enhance the validity and reliab ility of the results of the data analysis . 

The three FGDs were conducted with ten (urban) , eight (rural) , and six (rural) health 

professionals respectively. The FGDs were aimed at gathering detailed qualitative data 

regarding the work environment, employee/job satisfaction , and quality of service. In the 

selection of the health facilities for the focus groups, the researcher aimed to achieve a 

balance between urban and rural facilities , and to ensure that FGDs were conducted at 

facilit ies with a high health -worker staff complement. The FGDs were conducted at two 

hospitals and one clinic. The two hospitals were in the eThekwini (Mahatma Gandhi 

Memorial Hospital) and Harry Gwala (E . G. Usher Memorial Hospital) districts , and the clinic 

was in Umzinyathi district (Amakhabela Clinic). A FGD guide (see Addendum B) , 

consisting of a list of guiding questions, was used to facilitate the interviews and 

discussions. 
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3.8 Methods of data analysis 

The methods of data analysis used in this study are presented in the following subsections. 

3.8.1 Quantitative data analysis 

Several methods of empirical data analysis were used to achieve each research objective. 

The methods included descriptive statistics ( t-statistics, ANOV A, and a test of correlation 

using Pearson's chi-square) and econometric analysis (principal component analysis 

(PCA), logistic regressions, and ordinary least squares regression). PCA is a multivariate 

data analysis technique to reduce a dataset to a smaller number of dimensions (Jolliffe, 

2002; Vyas & Kumaranayake, 2006; Muchara 2010; Milewska et al., 2014) . According to 

Jolliffe (2002), the reduction is achieved by transforming the data into a new set of 

variables, the principal components, which are uncorrelated , and which are ordered, so that 

the first few retained components explain the variation present in all the original variables. 

According to Vyas and Kumaranayake (2006) and Milewska et al. (2014), this can be 

expressed as follows: 

PC1 = a1 1X1 + a12X2 + ................ .. + a1nXn 

PCm = am1X1 + am2X2 + ........... . ... ... + amnXn 

where amn represents the weight of the mth principal component and the nth variable. 

PCA has become the most-used data reduction approach in social research . It has been 

used in creating socio-economic status (SES) indices from asset data as proxies for 

household wealth (Filmer & Pritchett, 2001; Vyas & Kumaranayake, 2006) . Muchara (2014) 

and Sinyolo, Mudhara & Wale (2014) used it to design a water-use security index. Mabuza, 

Ortmann & Wale (2012) used PCA to create a social capital index. In the present study, 

PCA was performed to reduce the number of independent variables that explain the 

variation in the study data. 

3.8.2 Pearson's correlation coefficient 

Correlation is a technique for examining the association between two quantitative, 

continuous variables. Pearson's correlation coefficient (r) measures the strength of the 
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relationship between the two variables. Firstly, in investigating the relationship between 

two continuous variables, it is necessary to check for linearity. If the relationship is 

nonlinear, the correlation coefficient should not be calculated (Ho, 2014 ). 

3.8.3 Qualitative data analysis from FGDs 

There are several methods of analysing data gathered from FGDs, such as constant 

comparison analysis, classical content analysis, keywords in context, and discourse 

analysis (Onwuegbuzie, 2009) . The choice of method depends on the objective of the 

analysis. In the present study, the data were analysed through constant comparison 

analysis. Constant comparison analysis was first used in grounded theory research 

(Onwuegbuzie, 2009), but recent research has shown that it can also be used in analysing 

data collected from focus groups (Leech and Onwuegbuzie, 2008) . 

As recommended by Corbin and Strauss (2014), three steps were taken in conducting an 

analysis of the FGD data through constant comparison analysis, i.e. open coding, axial 

coding, and selective coding. In coding, the researcher read the transcript content from 

each FGD and analysed the transcript for meaning by firstly creating open codes. 

Thereafter the open codes were grouped into categories of common ideas through axial 

coding. The final step involved identifying selective codes and looking for themes that 

emerged from the selective codes. Themes that emerged from each FGD were then 

compared to those that emerged from the other two FGDs, to identify common themes and 

categories on antecedents and consequences of employee satisfaction, service quality and 

retention emanating from the data. This process of qualitative analysis did not involve the 

use of software. 

3.9 Ethical considerations 

A number of ethical considerations were adhered to in conducting the present study. These 

include ethical approval for the study by North-West University's Ethics Committee (see 

Addendum C), respect for confidentiality, informed consent, and voluntary participation, 

among others. Seale and Silverman (1997) point out that methods of transcription play an 

important part in improving the rigour of qualitative research . They add that the 

transcription techniques that have been developed for conversation analysis enhance the 



accuracy with which data are recorded. The standardisation procedures used in 

quantitative methods are not applicable to qualitative methods (Seale & Silverman, 1997). 

Seale and Silverman (1997) also stress the importance of rigour and validity in qualitative 

health research . Several methods have been developed to achieve validity in qualitative 

research, including ensuring representativeness of cases and the use of both quantitative 

and qualitative methods (Bryman, 2003). The use of computer programs in analysing 

qual itative data in ensuring systematic analysis of representative instances of data is 

another method that researchers employ (Miles & Huberman, 1994). A method suggested 

by Silverman (2006) is the objective recording of data, which includes the use of 

audiotapes, videotapes, and several levels of detail in the transcription of data, which was 

employed in the present study. 

According to Reinard (2001 ), the researcher may delete all names and identifiers from the 

data, and report only on the broad categories of responses , to ensure confidentiality. In 

the present study, participant anonymity was achieved by not using any personal details of 

respondents in the reporting , and no statement was linked to a particular respondent. 

Respondents voluntarily participated in the study, and none were forced or coerced to 

participate. Respondents were also free to discontinue at any stage. Informed consent 

was sought from each participant before the data collection commenced. Each participant 

was informed of the exact nature of the research and its intended use, and they had to read 

and sign an Informed Consent Form (see Addendum D) . Participants were assured that 

the information provided would not be used for any purpose other than stated. In writing 

up the report, credit was given to all authors whose work was drawn from in executing the 

study. 

3.10 Summary 

This chapter gave a detailed description of and rationale for the research methodology and 

design used in the study. It particularly focused on the data-collection methods, sampling 

approach, and methods of data analysis used in the study. It is important to highlight that 

the study mainly used two data-collection methods to collect the primary data, i.e. a 

questionnaire and FGDs. Analysis of the quantitative data was done by using descriptive 

statistics (chi-square test and t-test) and econometric analysis (PCA, logistic regression, 

and ordinary least squares (OLS) regression) , wh ilst qualitative data analysis was done 
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using constant comparison analysis. Chapters 4 and 5 present the study's results and 

findings. 



CHAPTER 4: RESULTS OF QUANTITATIVE ANALYSIS 

4.1 Introduction 

This chapter presents the results that were obtained from the statistical data analysis done 

using SPSS Version 23. These results were obtained from testing the hypotheses and 

answering the first four research questions, as presented in Chapter 1. 

The structure of this chapter follows three phases, namely: 

• Phase 1: Presentation of the sample demographics and descriptives; 

• Phase 2: Analysis of the data measurement instruments; and 

• Phase 3: Hypothesis testing. 

The sample demographics for Phase 1 are presented below. 

4.2 Phase 1: Sample demographics 

This section shows the demographics of the sample. Professional health workers were the 

targeted units in this study. Primary data were collected using surveys. 

The sample was grouped into two categories and based on location (i.e. rural or urban), 

with two hospitals and two clinics purposively selected from each of the target districts. A 

total of 450 questionnaires were distributed , and 405 questionnaires were completed by 

the health professionals and returned. This number was adequate for purposes of a 

representative sample size of 384 health professionals. The following section provides 

more insight into the biographical composition of the sample group. 

4.2.1 Frequency analyses for gender 

The gender distribution of the sample group is shown in Table 4.4.2.1 below. Male 

respondents were the majority in both the urban (80.2%) and rural (73.5%) areas, with 

female respondents accounting for 19.8% of the urban and 26.5% of the rural sample. 
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Table 4.4.2.1: Frequency distribution of gender 

Urban Rural 

Gender F % F % 
Male 195 80.2 119 73.5 
Female 48 19.8 43 26.5 

4.2.2 Frequency analyses for relationship status 

The relationship status of the sample group was also considered as part of the demographic 

analysis. Table 4.4.2.2 below indicates that the dominant marital statuses were Single and 

Married for both the rural and urban areas. Nearly half of the respondents in the urban 

(49.4%) and rural areas (46.3%) reported that they were single. Equally, 45.7% of married 

respondents were from urban areas and 50% were from rural areas. 

Table 4.4.2.2: Frequency distribution of marital status 

Urban Rural 

Marital status F % F % 
Single 120 49.4 75 46.3 
Married 111 45.7 81 50.0 
Divorced 9 3.7 2 1.2 

Widowed 3 1.2 4 2.5 

The frequency distribution for Relationship status (as a percentage) is illustrated in the bar 

graph in Figure 4.4.1 , below. This figure indicates that 49.4% (urban) and 46.3% (rural) of 

respondents were single. 
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Figure 4.4.1: Frequency distribution of relationship status 

4.2.3 Frequency analyses for home language 
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As indicated in Table 4.4.2.3, the home languages of respondents were grouped into 

English, Afrikaans, and Indigenous languages. The results indicated that Indigenous was 

the most common home language in both the urban (90.5%) and the rural (86.4%) areas. 

This figure is representative of KZN , where most inhabitants are Zulu-speaking. 

Table 4.4.2.3: Frequency distribution of home language 

Urban Rural 
Home language F % F % 

English 18 7.4 14 8.6 
Afrikaans 5 2.1 8 4.9 
lndiqenous 220 90.5 140 86.4 

4.2.4 Frequency analyses for age 

The age of the participants was also considered in the demographic analysis. In the urban 

areas, 28.4% of the respondents fell within the age category 20-29 years, 29.6% were in 

the category 30-39 years, 27.6% were aged 40-49 years, and 14.4% were aged 50 years 

or older. In the rural areas, the age category 30-39 years had the highest percentage 

(30.9%) of respondents, followed by the 20-29 years category (29.0%) , and then the 40-

49 years category (24.1 %). The age category with the lowest percentage of respondents 

was 50 years and older (16.0%). This is indicated in table 4.4.4 below. 
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Table 4.4.2.4: Frequency distribution of age 

Urban Rural 

AQe in vears F % F % 
20-29 69 28.4 47 29.0 
30-39 72 29.6 50 30.9 
40-49 67 27.6 39 24.1 
50 years or older 35 14.4 26 16.0 

Below are pie charts that illustrate the distribution of the ages of the respondents . Figure 

4.4.2 shows the distribution in the urban areas as per the above discussion . 

Figure 4.4.2: Frequency distribution of age (urban) 

Figure 4.3 indicates the age distribution in the rural areas. The pie chart below indicates 

the majority of respondents (31 %) falling within the 30-39 years category. 



Figure 4.3: Frequency distribution of age (rural) 

4.2.5 Frequency analyses for number of years in current job 

The classification of respondents according to their years in their current job revealed that 

the majority of respondents in both the urban (57.2%) and rural (60.5%) areas fell within 

the category 0-5 years. In the urban area, the age category with the next higher percentage 

of respondents was 6-10 years ( 19 .3%), followed by the categories 11-15 years ( 11 .1 % ) , 

20 years or more (7%), and , lastly, 16-20 years (5 .3%). In the rural areas, the category 6-

1 0 years had the second-highest percentage (21 .6%0, followed by 16-20 years (9.9%), 

11 - 15 years (6 .2%), and the category 20 years or longer (1 .9%). This is indicated in table 

4.4.5 below. 

Table 4.4.2.5: Frequency distribution of years in current job 

Urban Rural 

Years in current F % F % 
job 
0-5 139 57.2 98 60.5 
6-10 47 19.3 35 21.6 
11-15 27 11 .1 10 6.2 
16-20 13 5.3 16 9.9 
20 or more 17 7.0 3 1.9 
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The pie chart in Figure 4.4.4 illustrates the frequency distribution for Years in current job 

Urban. This chart indicates the predominant distribution of Years in current job (urban) to 

be 0-5 years. 

Figure 4.4.4: Frequency distribution of years in current job (urban) 

The pie chart in Figure 4.4.5 illustrates the frequency distribution for Years in current job

Rural. This chart also indicates the predominant distribution of Years in current job (rural) 

to be 0-5 years . 

16 to 20 years 
24% 

Figure 4.4.5: Frequency of years in current job (rural) 
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4.2.6 Frequency analyses for years' work experience 

The respondents' information regarding the number of years of work experience was also 

taken into consideration. In the urban areas, most of the respondents (42.4%) had 0-5 

years' work experience. This was followed by 55 (22 .6%) respondents in both the 

categories 6-10 and 16-20 years' work experience. In the rural areas, the majority of the 

respondents (43.8%) had 0-5 years' work experience. This was closely followed by 39 

respondents (24.1 %) who had 16-20 years' work experience. As shown in Table 4.4.2.6, 

18.5% of the respondents had 6-10 years' work experience, and 22 respondents (13.6%) 

had 11 - 15 years' work experience. This is represented in table 4.4.6 below. 

Table 4.4.2.6: Frequency distribution of years' work experience 

Urban Rural 

Years' work experience F % F % 
0- 5 103 42.4 71 43.8 
6-10 55 22.6 30 18.5 
11 -1 5 30 12.3 22 13.6 
16-20 55 22 .6 39 24.1 

Figu re 4.4.6 illustrates the frequency distribution of Number of years' work experience for 

both the rural and urban areas. In the urban areas, most of the respondents (42.4%) had 

0- 5 years' work experience. Similarly, within the rural areas, the majority of the respondents 

(43.8%) had 0-5 years' work experience 
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Figure 4.4.6: Frequency distribution of number of years' work experience 

4.2.7 Frequency analyses for occupation 

Respondents were asked to indicate their occupation within the organisation . As shown in 

Table 4.4.2.7, most respondents in the urban areas indicated that they were employed as 

midwives (46.2%). An additional 81 (33.3%) and 33 (13.6%) of the respondents 

respectively indicated that they were in other occupations and auxiliary midwives positions, 

followed by ten respondents (4.1 %) who indicated that they were assistant nurses, six (2.5) 

community midwives, and one (0.4%) doctor - obstetrician/gynaecologist. In the rural 

areas, the majority of the respondents reported that they were in 'Other' occupations, while 

midwives (20.4%), auxiliary midwives (10.5%) , and assistant nurses (4.3%) were the 

professions that represented the rest of the respondents' occupations. Community 

midwives and doctor - obstetrician/gynaecologist respectively represented 0.6% and 

1.2% of the respondents' occupations. 

Table 4.4.2. 7: Frequency distribution of occupation 

Urban Rural 
Occupation F % F % 
Assistant nurse 10 4.1 7 4.3 
Auxiliary midwife 33 13.6 17 10.5 
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Midwife 112 46.1 33 20.4 
Community midwife 6 2.5 1 0.6 
MD - obstetrician/avnaecoloqist 1 0.4 2 1.2 
Other (pharmacist, dentist, 81 33.3 102 63.0 
radioqrapher, etc.) 

The pie charts below illustrates the frequency of the occupations of the respondents in the 

study. Figure 4.4.7 shows the distribution of occupations in the urban areas. This figure 

indicates that midwife is the predominant occupation (urban) . 
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Figure 4.4.7: Frequency distribution of occupation (urban) 

The pie chart below shows the representation of occupations for the rural areas. Figure 

4.4.8 indicates other to be the predominant occupation within rural locations. Here, 

midwifes only represent 20% in the occupation category. 
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Figure 4.4.8: Frequency distribution of occupation (rural) 

4.2.8 Frequency analyses for unit 

Table 4.4.2.8 illustrates the frequency of the units in which the healthcare professionals 

were employed in. In the urban areas, the 'Other units employed 59 respondents (i.e. 

24.3%), followed by Maternity/Labour and delivery, with 47 (19.3%) respondents. The units 

Antenatal care, Family planning, Postpartum care, and Casualty/Medical/Surgical had 

10.7%, 14.0%, 16.0%, and 15.6% respondents respectively. The 

Casualty/Medical/Surgical and Family planning units represented 24.1 % and 20.4% of the 

respondents respectively in the rural areas. Antenatal Care, Maternity/Labour and delivery, 

Postpartum care, and 'Other represented 13.6%, 16.0%, 9.9%, and 16.0% of the 

respondents in the rural areas respectively . 

Table 4.4.2.8: Frequency distribution of unit 

Urban Rural 
Unit F % F % 
Antenatal care 26 10.7 22 13.6 
Maternity/Labour and delivery 47 19.3 26 16.0 
Family planning 34 14.0 33 20.4 
Postpartum care 39 16.0 16 9.9 
Casualty/Medical/Surgical 38 15.6 39 24.1 
Other 59 24.3 26 16.0 
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4.2.9 Frequency analyses for speciality 

Table 4.4.2.9, below, illustrates the frequency distribution of the specialty of the 

respondents. Both the Antenatal care and Maternity/Labour and delivery specialties were 

represented by 55 (22.6%) of respondents in the urban areas. Casualty/Medical/Surgical 

specialty was represented by 14.8% of the respondents. Six (2.5%) respondents 

rep resented Family planning and Postpartum care each . 'Other specialties were 

rep resented by 85 (35%) of the respondents. In the rural areas, Casualty/Medical/ Surgical 

was represented by 84 (51 .9%) respondents , followed by Postpartum care, with 30 (18.5%) 

respondents. Antenatal care, Maternity/Labour and delivery, and Family planning were 

represented by 16.7%, 10.5%, and 2.5% of the respondents respectively. 

Table 4.4.2.9: Frequency distribution of specialty 

Urban Rural 
Speciality F % F % 
Antenatal care 55 22.6 27 16.7 
Matern ity/Labour and delivery 55 22.6 17 10.5 
Family planninQ 6 2.5 4 2.5 
Postpartum care 6 2.5 30 18.5 
Casualty/Medical/ Surqical 36 14.8 84 51.9 
Other 85 35.0 

Figure 4.4.9 illustrates the frequency distribution of the specialty of the respondents in the 

urban and rural areas. In the rural areas, Casualty/Medical/ Surgical was represented by 

84 (51.9%) respondents. 
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The variable indicating the institution where the respondents worked , whether a hospital or 

clinic, showed that most of the respondents were employed in hospitals for both the urban 

(64.6%) and rural (74.1 %) areas (Table 4.4.2.10). In the clinics, 86 (35.4%) of the 

respondents worked in urban facilities , and 42 (25.9%) worked in rural facilities. 

4.2.9.1 Frequency analyses for type of health institution 

Table 4.4.10 below indicates the frequency distribution for Type of health institution. This 

table indicates that 7 4.1 % of rural respondents worked in hospitals, with 64.6% of urban 

respondents working in hospitals. 

Table 4.4.2.10: Frequency distribution of type of health institution 

Urban Rural 

Type of health F % F % 
institution 
Hospital 157 64.6 120 74.1 
Clinic 86 35.4 42 25.9 

Figure 4.4.10 below shows the frequency of the distribution of the type of health institution 

in both the urban and rural areas. This figure indicates the predominance of hospitals as 

health institutions. 
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Figure 4.4.10: Frequency distribution of type of health institution (urban and rural) 

4.2.9.2 Frequency analyses of basis for type of staff 

Regarding the variable Type of staff - clinical or non-clinical - the majority of the 

respondents (60.1 %) were non-clinical staff, while 97 (39.9%) were clinical staff in the urban 

areas (Table 4.4.2. 11 ). In the rural areas, the majority were clin ical staff (67.9%) , and 52 

respondents (32.1 %) were non-clinical staff. 

Table 4.4.2.11: Frequency distribution of type of staff 

Urban Rural 
Type of staff F % F % 
Clin ical 97 39.9 110 67.9 
Non-clinical 146 60 .1 52 32.1 

Figure 4.4.11 below, shows the frequency distribution of the type of staff in the urban areas. 

Non-clinical represents 60% of type of staff within urban areas. 



Figure 4.4.11: Frequency distribution of type of staff (urban) 

Figure 4.4.11 below shows the frequency of the distribution by the type of staff in the rural 

areas. In rural areas, 68% of type of staff fall with in the clinical category. 

Figure 4.4.12: Frequency distribution of type of staff (rural) 

4.2.9.3 Frequency analyses for Number of dependants 

The biographical information also included the number of dependants of the respondents . 

This information is displayed in tTable 4.4.2.12 below. In the urban areas, 8.6% of the 

respondents reported that they had no dependants. The highest frequency of 63 (25.9%) 



was those with three dependants, while the highest number of dependants in the urban 

areas was reported to be eight (6.2%). In the rural areas, 16 (9.9%) of the respondents 

reported that they had no dependants. The highest number of dependants were reported 

to be 12, by 1.9% of the respondents. 

Table 4.4.2.12: Frequency distribution of number of dependants 

Urban Rural 
Number of dependants F % F % 
Zero 21 8.6 16 9.9 
One 15 6.2 20 12.3 
Two 32 13.2 27 16.7 
Three 63 25.9 38 23.5 
Four 32 13.2 8 4.9 
Five 18 7.4 13 8.0 
Six 41 16.9 28 17.3 
Seven 6 2.5 2 1.2 
Eight 15 6.2 7 4.3 
Twelve 3 1.9 

The bar graph in Figure 4.4.13 below, illustrates the frequency distribution of the number 

of dependants of the respondents in the urban areas. This figure illustrates that in the urban 

areas, 8.6% of the respondents reported that they had no dependants. The highest 

frequency of 63 (25.9%) of respondents had three dependants, while the highest number 

of dependants in the urban areas was reported to be eight (6.2%). 
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Figure 4.4.13: Frequency distribution (percentages) of number of dependants 
(urban) 

The bar graph in Figure 4.4.14, below, illustrates the frequency distribution of the number 

of dependants of the respondents in the rural areas. 
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As indicated in figure 4.4.14 above, within the rural areas, 16 (9.9%) of the respondents 

reported that they had no dependants. The highest number of dependants were reported 

to be 12, by 1.9% of the respondents. 

4.2.9.4 Frequency analyses for number of dependants in primary school 

The number of dependants that were in primary school is presented in Table 4.4.2.13 

below. This table shows that 37.0% of the respondents in the urban areas did not have 

dependants in primary school. Respondents with one and two dependants in primary 

school accounted for 33.3% and 27% respectively. Table 4.4.2.13 indicates that 43.8% of 

the respondents in the rural areas had one dependant in primary school. This was followed 

by 55 (31.5%) respondents who had no dependants in primary school. 

Table 4.4.2.13: Frequency distribution of dependants in primary school 

Urban Rural 
Number of F % F % 
dependants in 
primary school 
Zero 90 37.0 51 31.5 
One 81 33.3 71 43.8 
Two 66 27.2 - -
Three 5 2.1 37 22.8 
Four 1 0.4 3 1.9 

The frequency of Dependants in primary school is represented in the bar graph in Figure 

4.4.15 below. This figure shows that 37.0% of urban respondents did not have dependants 

in primary school while 33.3% of urban respondents had one and 27% had two dependants 

in primary school. 
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4.2.9.5 Frequency analyses for Number of dependants in secondary school 

Table 4.4.2.14 shows the respondents' number of dependants in secondary school. As 

indicated in the table, 139 (57.2%) respondents in the urban areas did not have dependants 

attending secondary school. Only four of the respondents (1 .6%) reported that they had 

five dependants in secondary school , which was the highest number. The statistics for the 

rural respondents showed that 76 (46.9%) did not have dependants attending secondary 

school , and only one (0.6%) of the respondents reported having five dependants enrolled 

in secondary school. 

Table 4.4.2.14: Frequency distribution of dependants in secondary school 

Urban Rural 
Number of F % F % 
dependants in 
secondary school 
Zero 139 57.2 76 46.9 
One 63 25.9 48 30 
Two 22 9.1 20 12 
Three 11 4.5 17 10 
Four 4 1.6 
Five 4 1.6 1 0.6 

Figure 4.4.16, below, shows the frequency of the distribution of the respondents' number 

of dependants in secondary school (urban and rural). In the urban areas, 57.2% of 

respondents did not have dependants attending secondary school. 
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Figure 4.4.16: Frequency distribution for number of dependants in secondary school 

4.2.9.6 Frequency analyses of Number of dependants in tertiary school 

The respondents' number of dependants in tertiary school is indicated in Table 4.4.2.15 

below. Most of the respondents in the urban areas (72%) did not have dependants 

attending tertiary school. Similarly, in the rural areas, most of the respondents (68.5%) 

indicated that they had no dependants attending tertiary school. 

Table 4.4.2.15: Frequency distribution of dependants in tertiary school 

Urban Rural 
Number of F % F % 
dependants in 
tertiary school 
Zero 175 72.0 111 68.5 
One 52 21.4 40 25 
Two 15 6.2 7 4 
Three 1 0.4 4 2 

Figure 4.4. 17, below, presents the frequency of the distribution of the respondents ' number 

of dependants in tertiary school (urban and rural) . The majority of urban (72%) and rural 

(68.5%) respondents did not have any dependants in tertiary school. 
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Figure 4.4.17: Frequency distribution of number of dependants in tertiary school 

4.2.9. 7 Frequency analyses for number of adult dependants 

The number of the respondents' adult dependants for the rural and urban samples are 

presented in Table 4.4.2.16. Most of the respondents , both in the rural (48.8%) and urban 

(30%) areas, reported that they had no adult dependants. The results also show that 13 

(5.3%) of the respondents in the urban areas had the highest number of dependants, i.e. 

six. Twelve dependants was the highest number of dependants reported , in the rural areas, 

reported by two (1 %) respondents. 

Table 4.4.2.16: Frequency distribution of number of adult dependants 

Urban Rural 
Number of adult F % F % 
dependents 
Zero 73 30.0 79 48.8 
One 62 25.5 31 19 
Two 49 20.2 22 14 
Three 41 16.9 17 10 
Four 4 1.6 7 4 
Five 1 0.4 
Six 13 5.3 4 2 
Twelve 2 1 



Figure 4.4.18, below, presents the frequency distribution of the respondents' number of 

adult dependants (urban and rural). This figure indicates that 13 (5.3%) of the respondents 

in the urban areas had the highest number of dependants, i.e. six. 

60.0 

50.0 

40.0 
Q.) 
tl.0 
ro ... 
C 30.0 Q.) 
u .... 
Q.) 
a.. 

20.0 

10.0 

0.0 ..II II. -Zero One Two Three Four Five Six Twelve 

■ Urban 30.0 25.S 20 .2 16.9 1.6 0.4 5.3 

■ Rural 48 .8 19 14 10 4 2 1 

Number of adult dependants 

Figure 4.4.18: Frequency distribution of number of adult dependants 

4.2.9.8 Frequency analyses for number of number of years lived in current home 

The frequency distribution of Number of years lived in current home is shown in Table 

4.4.2.17 below. In urban areas, 97 (39.9%) of the respondents reported that they had lived 

in their current residences for more than 20 years, followed by 58 (23.9%) who reported 0-

5 years. The category 11-15 years had the lowest frequency of 18 (7.4%). In the rural 

areas, the frequency for respondents who had lived in their current home for 0-5 years and 

20 years or more were the same, with 51 (31.5%) respondents. Respondents who reported 

to have lived in their current homes for 11-15 years had the lowest frequency of 14 (9%). 



Table 4.4.2.17: Frequency distribution of number of years lived in current home 

Urban Rural 
Years lived in current F % F % 
home 
0-5 58 23.9 51 31.5 
6-10 43 17.7 20 12 
11-15 18 7.4 14 9 
16-20 27 11.1 26 16 
20 or more 97 39.9 51 31.5 

Figure 4.4.19 below presents the frequency of the distribution of the number of years the 

respondents had lived in their current home (urban and rural). In urban areas, 97 (39.9%) 

of the respondents reported that they had lived in their current residences for more than 20 

years. 
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Figure 4.4.19: Frequency distribution of number of years lived in current home 

4.2.9.9 Frequency analysis for time spent travelling to work 

The results regarding the amount of time the respondents spent travelling to work are 

presented in Table 4.4.2.18. The results show that , in the urban areas, 114 (46.9%) of the 

respondents spend less than 30 minutes traveling to work, followed by 108 (44.4%) who 

spent 30-59 minutes, and 21 (8.6%) who spent 1-3 hours travelling to work. The statistics 

with regards to the rural sample showed that 89 (55%) of the respondents spent 30-59 

minutes travelling to work, followed by 66 (40.7%) who spent less than 30 minutes , and 

seven (4%) who spent 1-3 hours travelling to work. 



Table 4.4.2.18: Frequency distribution of time spent travelling to work 

Urban Rural 
Travel time F % F % 
Less than 30 minutes 114 46.9 66 40.7 
30-59 minutes 108 44.4 89 55 
1-3 hours 21 8.6 7 4 

Figure 4.4.20, below, presents the frequency distribution of Time spent travelling to work 

(urban and rural) . In urban areas, 114 (46.9%) of the respondents spend less than 30 

minutes traveling to work while in rural areas 89 (55%) of the respondents spent 30-59 

minutes travelling to work. 
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The descriptive statistics provided a comprehensive profi le of the respondents who 

participated in the study. The results showed that a large number of the respondents in the 

urban and rural areas were women. The most common marital statuses of respondents in 

both urban and rural areas were single and married. The dominant language among both 

rural and urban respondents was the indigenous language isiZulu, which was expected for 

KZN. The study showed that the lowest percentage of respondents were aged 50 years or 

older in both the rural and urban sample groups, indicating a fairly young workforce . The 

analysis of the questionnaires in the study will be discussed in the next section. 



4.3 Phase 2: Results pertaining to the instruments 

This section of the study presents the results of the measuring instruments used in this 

study. The instrument measured the following: Work Environment Measure, Fulfilment 

Measure, General Satisfaction Measure, Employee Satisfaction Measure, Employee 

Retention , and Service Quality. 

4.3.1 Work Environment Measure 

The results for the Work Environment Measure are presented in the following subsections. 

4.3.1.1 Sample Adequacy and Sphericity 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy (MSA) and 

Bartlett's test of sphericity to the inter-item correlation matrix of the Work Environment 

Scale. The results of the KMO-MSA for the Work Environment Scale are presented in 

Table 4.3.1 , below. 

Table 4.3.1: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.579 

Bartlett's test of Approx. chi-square 970.151 
sphericity Of 66 

Sig. 0.000 

As shown in Table 4.3.1, above, the KMO-MSA verified the sampling adequacy for factor 

analysis , as the value was 0.579 , which was slightly below 0.6 cut-off point set by Hair et 

al. (2010). Bartlett's test of sphericity was significant (p < 0.05) , indicating that correlations 

between items were sufficiently large for factor analysis. 

4.3.1.2 Total Variance Explained 

An exploratory factor analysis was run on the 19-item Work Environment Questionnaire, 

using the principle component extraction method. The results showed that four factors 

could be specified. The four factors were labelled Work activities (Factor 1 ), Supervision 

(Factor 2) , Development opportunities (Factor 3) , and Compensation (Factor 4) . Five items 



were deleted because of problematic loadings. The factors explained 60.848% of the 

variance. The results of the factor analyses are reported in Table 4.3.2, below. 

Table 4.3.2: Total variance explained for the work environment scale 

Rotation 
Sums of 

Extraction Sums of Squared Squared 
Initial Eigenvalues Loadings Loadingsa 

Component %of Cum. %of Cum. 
Total Variance % Total Variance % Total 

1 2.616 21.804 21.804 2.616 21.804 21.804 2.152 

2 1.758 14.646 36.450 1.758 14.646 36.450 1.895 

3 1.556 12.969 49.419 1.556 12.969 49.419 1.856 

4 1.371 11.429 60.848 1.371 11.429 60.848 1.682 

5 0.878 7.319 68.167 

6 0.785 6.544 74.712 

7 0.689 5.743 80.454 

8 0.612 5.097 85.551 

9 0.536 4.469 90.021 

10 0.479 3.988 94.009 

11 0.455 3.789 97.798 

12 0.264 2.202 100.00 
0 

4.3.1.3 Component Matrix 

The pattern matrix of the four factors are reported in Table 4.3.3, below. All items showed 

acceptable loadings of above 0,40 (see Field, 2009) . 

Table 4.3.3: Pattern matrix for the work environment scale 

Work Development 
Activities Supervision Opportunities Compensation 

WE1 0.644 -0.135 0.029 0.096 

WE2 0.672 0.071 -0.043 -0.166 

WE3 0.748 0.168 0.026 0.012 

WE4 0.192 0.775 0.044 0.051 

WES -0.166 0.763 -0167 0.196 

WE6 0.040 0.725 0.185 -0.291 
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WE7 0.207 0.196 0.667 0.076 

WES -0.268 0.068 0.819 0.098 

WE9 0.097 -0.187 0.749 -0.059 

WE10 0.604 -0.051 0.014 0.202 

WE11 0.184 0.044 -0.027 0.821 

WE12 -0.060 0.000 0.116 0.837 

4.3.1.4 Second-order Factor Analyses 

A subsequent second-order factor analysis was performed on the four factors . The results 

showed that all factors loaded onto one factor and explained 36.079% of the variance. The 

factor was labelled Work environment. The results are reported in Table 4.3.4, below. 

Table 4.3.4: Total Variance explained for the second-order factor analyses for the 

work environment scale 

Extraction Sums of Squared 
Initial Eigenvalues Loadings 

Component %of %of 
Total Variance Cum.% Total Variance Cum.% 

1 1.443 36.079 36.079 1.443 36.079 36.079 

2 0.989 24.731 60.810 

3 0.834 20.851 81 .662 

4 0.734 18.338 100.000 

4.3.1.5 Component Matrix 

The component matrix is reported in Table 4.3.5, below. All factors showed acceptable 

loadings of above 0,40 (see Field , 2009) . 

Table 4.3.5: Component matrix for the work environment scale 

Work 
Component Environment 

Scale 
Work activities 0.693 

Compensation 0.609 

Development 0.629 

Supervision 0.443 



4.3.2 Fulfilment 

The results for the Fulfilment are presented in the following subsections. 

4.3.2.1 Sample Adequacy and Sphericity 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's test of sphericity to the inter-item correlation matrix 

of the Fulfilment Scale. The results are presented in Table 4.3.6 below. 

Table 4.3.6: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.744 

Bartlett's test of Approx. chi-square 234.671 
sphericity Of 10 

Sig . 0.000 

As shown in Table 4.3.6, above, the KMO-MSA verified the sampling adequacy for factor 

analysis, as the value was 0.744, which was above 0.6 cut-off point set by Hair et al. (2010). 

Bartlett's test of sphericity was significant (p < 0.05), indicating that correlations between 

items were sufficiently large for factor analysis. 

4.3.2.2 Total Variance Explained 

An exploratory factor analysis was run on the seven items of the Fulfilment Scale , using 

the principal component extraction method. The results showed that one factor could be 

specified. Two items were deleted because of problematic loadings. The factor was 

labelled Fulfilment, and explained 41 .887% of the variance. The results of the factor 

analysis are reported in Table 4.3.7 below. 

Table 4.3.7: Total variance explained for the fulfilment scale 

Extraction Sums of Squared 
Initial EiQenvalues Loadinas 

Component %of %of 
Total Variance Cum.% Total Variance Cum.% 

1 2.094 41.887 41.887 2.094 41.887 41887 

2 0.895 17.900 59.788 

3 0.752 15.038 74.825 

4 0.654 13.085 87.911 

5 0.604 12.089 100.000 
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4.3.2.3 Component Matrix 

The results of the components Matrix for the Fulfilment Scale are reported in Table 4.3.8, 

below. All items showed acceptable loadings of above 0,40 (see Field, 2009). 

Table 4.3.8: Component matrix for the fulfilment scale 

Fulfilment 

Scale 

Fulfil1 0.729 

Fulfil2 0.532 

Fulfil4 0.606 

Fulfil6 0.635 

Fulfil7 0.713 

4.3.3 General work satisfaction 

The results for General work satisfaction are presented in the following subsections. 

4.3.3.1 Sample adequacy and sphericity 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's rest of sphericity to the inter-item correlation matrix 

of the Work Satisfaction Scale. The results are presented in Table 4.3.9, below. 

Table 4.3.9: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.678 

Bartlett's test of Approx. chi-square 497.783 
sphericity df 3 

Sig . 0.000 

As shown in Table 4.3.9 above, the KMO-MSA verified the sampling adequacy for factor 

analysis , as the value of the KMO-MSA was 0.678, which was above the 0.6 cut-off point 

set by Hair et al. (2010) . Bartlett's test of sphericity was significant (p < 0.05) , indicating 

that correlations between items were sufficiently large for factor analysis. 
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4.3.3.2 Total Variance Explained 

An exploratory factor analysis was run on the three items of the General Work Satisfaction 

Scale, using the principle component extraction method. The results showed that one 

factor could be specified . The factor was labelled General work satisfaction, and explained 

7 4.233% of the variance. The results of the factor analysis are reported in Table 4.3.10, 

below. 

Table 4.3.10: Total variance explained for the general work satisfaction scale 

Extraction Sums of Squared 
Initial Eigenvalues Loadings 

%of 
Component Varianc %of 

Total e Cum.% Total Variance Cum.% 
1 2.227 74.233 74.233 2.227 74.233 74.233 

2 0.525 17.497 91.729 

3 0.248 8.271 100.000 

4.3.3.3 Component Matrix 

The results of the components matrix for the General Work Satisfaction Scale are reported 

in Table 4.3.11 , below. All items showed acceptable loadings of above 0,40 (see Field, 

2009). 

Table 4.3.11: Component matrix for the general work satisfaction scale 

Institutional 
Satisfaction 

GWS1 0.790 

GWS2 0.885 

GWS3 0.905 

4.3.4 Employee satisfaction 

The results for Employee satisfaction are presented in the following subsections. 
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4.3.4.1 Sample Adequacy and Sphericity 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's test of sphericity to the inter-item correlation matrix 

of the Employee Satisfaction Scale. The results are presented in Table 4.3.12, below. 

Table 4.3.12: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.608 

Bartlett's test of Approx. chi-square 266 .755 
sphericity df 6 

Sig. 0.000 

As shown in Table 4.3.12, above, the KMO-MSA verified the sampling adequacy for factor 

analysis, as the value was 0.608, which was above the 0.6 cut-off point set by Hair et al. 

(2010) . Bartlett's test of sphericity was significant (p < 0.05) , indicating that correlations 

between items were sufficiently large for factor analysis. 

4.3.4.2 Total Variance Explained 

An exploratory factor analysis was run on the six items of the Employee Satisfaction Scale, 

using the principle component extraction method. The results showed that one factor could 

be specified. Two items were deleted because of problematic loadings. The factor was 

labelled Employee satisfaction, and explained 48 .864% of the variance. The results of the 

factor analysis are reported in Table 4.3.13, below. 

Table 4.3.13: Total Variance explained for the employee satisfaction scale 

Extraction Sums of Squared 
Initial Eigenvalues Loadings 

Component %of %of Cum. 
Total Variance Cum.% Total Variance % 

1 1.955 48.864 48.864 1.955 48.864 48.864 

2 1.001 25.036 73.900 

3 0.619 15.479 89.379 

4 0.425 10.621 100.000 
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4.3.4.3 Component Matrix 

The results of the components matrix for the Employee Satisfaction Scale are reported in 

Table 4.3.14, below. All items showed acceptable loadings of above 0,40 (see Field, 2009). 

Table 4.3.14: Component matrix for employee satisfaction scale 

JS1 

JS3 

JS5 

JS6 

4.3.5 Employee retention 

The results for Employee retention are presented in the following subsections. 

4.3.5.1 Sample adequacy and sphericity 

Job 
Satisfaction 

0.694 

0.771 

0.760 

0.548 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's test of sphericity to the inter-item correlation matrix 

of the Employee Retention Scale. The results are presented in Table 4.3.15 below. 

Table 4.3.15: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.836 

Bartlett's test of Approx. chi -square 1236.373 
sphericity Of 21 

Sig . 0.000 

As shown in Table 4.3.15, above, the KMO-MSA verified the sampling adequacy for factor 

analysis, as the value was 0.836, which was above the 0.6 cut-off point set by Hair et al. 

(2010). Bartlett's test of sphericity was significant (p < 0.05) , indicating that correlations 

between items were sufficiently large for factor analysis. 



4.3.5.2 Total Variance Explained 

An exploratory factor analysis was run on the eight items of the Employee Retention Scale, 

using the principle component extraction method. The results showed that one factor could 

be specified. One item was deleted because of problematic loadings. The factor was 

labelled Employee satisfaction, and explained 54 .027% of the variance. The results of the 

factor analysis are reported in Table 4.3.16 below. 

Table 4.3.16: Total variance explained for the employee retention scale 

Extraction Sums of Squared 
Initial Eigenvalues Loadings 

Component %of %of 
Total Variance Cum.% Total Variance Cum.% 

1 3.782 54.027 54.027 3.782 54.027 54.027 

2 0.984 14.059 68.086 

3 0.693 9.894 77.980 

4 0.589 8.419 86.399 

5 0.396 5.654 92.053 

6 0.314 4.482 96.535 

7 0.243 3.465 100.000 

4.3.5.3 Component Matrix 

The results of the components matrix for the Employee Retention Scale are reported in 

Table 4.3.17, below. All items showed acceptable loadings of above 0,40 (see Field , 2009). 

Table 4.3.17: Component matrix for the employee retention scale 

Employee 
Retention 

Ret1 0.824 

Ret2 0.708 

Ret3 0.803 

Ret4 0.569 

Ret5 0.607 

Ret7 0.864 

Reta 0.720 
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4.3.6 Service quality 

The results for Service quality are presented in the following subsections. 

4.3.6.1 Sample adequacy and sphericity 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's test of sphericity to the inter-item correlation matrix 

of the Service Quality Scale. The results are presented in Table 4.3.18, below. 

Table 4.3.18: KMO-MSA and Bartlett's test of inter-item correlation 

KMO-MSA 0.747 

Bartlett's test of Approx. chi-square 912.658 
sphericity df 6 

Sig. 0.000 

As shown in Table 4.3.18, above, the KMO-MSA verified the sampling adequacy for factor 

analysis, as the value was 0.747, which was above the 0.6 cut-off point set by Hair et al. 

(2010) . Bartlett's test of sphericity was significant (p < 0.05) , indicating that correlations 

between items were sufficiently large for factor analysis. 

4.3.6.2 Total Variance Explained 

An exploratory factor analysis was run on the six items of the Service Delivery Scale, using 

the principle component extraction method. The results showed that one factor could be 

specified. Two items were deleted because of problematic loadings. The factor was 

labelled Service delivery, and explained 69.661 % of the variance. The results of the factor 

analysis are reported in Table 4.3.19, below. 

Table 4.3.19: Total variance explained for the service delivery scale 

Extraction Sums of Squared 
Initial Eigenvalues Loadings 

Component %of %of 
Total Variance Cum.% Total Variance Cum.% 

1 2.786 69.661 69.661 2.786 69.661 69.661 

2 0.745 18.629 88.290 

3 0.306 7.649 95.940 
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14 0.162 4.060 100.000 

Extraction Method: Principal Component Analysis . 

4.3.6.3 Component Matrix 

The results of the component matrix for the SeNice Quality Scale are reported in Table 

4.3.20, below. All items showed acceptable loadings of above 0,40 (see Field, 2009). 

Table 4.3.20: Component matrix for service quality scale 

Service 
Quality 

Serve3 0.671 

Serve4 0.923 

Serve5 0.797 

Serve6 0.922 

4.3.7 Descriptive statistics of the measurements 

The descriptive statistics of the measurements are reported in Table 4.3.21 , below. The 

results in Table 4.3.21 show acceptable reliabilities for all measures of above a;;::: 0.60 (see 

Cortina, 1993). 

Table 4.3.21: Descriptive statistics of the measurements 

Std. 
Mean Deviation Skewness Kurtosis a 

Work 
Environment 
Work Duties 3.7130 0.68070 -0.237 -0.689 0.610 

Supervision 3.3975 0.87235 -0.599 0.060 0.651 

Compensation 2.7037 1.01223 -0.064 -0.957 0.672 

Development 3.1704 0.85616 -0.145 -0.188 0.630 

Fulfilment 3.5886 0.68040 -0.223 -0.216 0.635 

General Work 3.8461 0.89686 -1.301 3.094 0.818 
Satisfaction 
Employee 3.4407 0.58831 -0.009 -0.1 64 0.647 
satisfaction 
Employee 3.1767 0.45227 -0.419 1.256 0.853 
Retention 
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Service 
Qualit 

3.9556 0.69086 -0.493 -0.285 0.847 

About 75% of the respondents were , in general , satisfied with their work, and believed that 

they delivered a good-quality service. The respondents reported moderate levels of 

fulfilment, satisfaction, turnover intentions, satisfaction with supervision, and career 

development. The results further showed low levels of satisfaction with compensation. 

The results of the gap analyses between the mean scores of the urban and rural sample 

groups are reported in Table 4.3.22 , below. T-tests were done to determine whether any 

significant differences existed between the two sample groups, based on the 

measurements. For purposes of this research, Cohen's (1988: 283) guidelines for the 

interpretation of effect sizes were used: 0.0099 constituted a small effect, 0.0588 a medium 

effect, and 0.1379 a large effect. 

Table 4.3.22: Gap analyses between the urban and rural sample group 

based on the mean scores of the measurements 

Mean Mean 

Urban Rural Gap p Eta 

Work Activities 3.7521 3.6543 0.0977 0.005 0.065 

Supervision 3.2757 3.5802 -0.3045 0.372 0.024 

Compensation 2.7263 2.6698 0,0566 0.000 0.108 

Development 3.1632 3.1811 -0.0178 0.001 0.073 

Fulfilment 3.6156 3.5481 0.0675 0.002 0.090 

Work satisfaction 3.9300 3.7202 0.2099 0.000 0.119 

Employee satisfaction 3.4486 3.4290 0.0195 0.033 0.048 

Employee Retention 3.2305 3.0961 0.1343 0.000 0.112 

Service Quality 3.9835 3.9136 0.0700 0.001 0.073 
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The results in Table 4.3.22 show significant differences between all the measurements, 

except for Supervision . The effects for Work Activities, Compensation , Development, 

Fulfilment, Work Satisfaction , Employee Retention , and Service Quality were medium. The 

participants employed in urban areas reported significantly higher levels on all the 

measurements, except Development. 

The results were further explored by analysing the items relating to each measurement. 

The results of the gap analyses between the urban and rural groups based on work 

environment are reported in Table 4.3.23, below. 

Table 4.3.23: Gap Analyses between urban and rural groups based on work 
environment 

ITEMS URBAN RURAL 
WORK DUTIES 
Currently, you know what you are expected to do on the 4.54 4.36 
job. 
Currently, there are enough medication and supplies for 3.49 3.50 
you to do your job well (i.e. gloves, needles, bandages, 
oxvtocin , etc.). 
Currently, there is equipment you need to do your job well 3.14 3.23 
and efficiently (i .e. ultrasound, x-ray, blood pressure 
cuffs) . 
You feel safe from physical harm when you are working in 3.84 3.53 
this facility 
COMPENSATION 
You are currently paid a salary that is appropriate for the 2.70 2.62 
work you do. 
Mv income is a reflection of the work I do. 2.76 2.72 
CAREER DEVELOPMENT 
Opportunities to receive traininq are distributed fairly. 3.55 3.30 

There is personal growth in my work. 2.85 2.96 

I have sufficient opportunity to develop in my work. 3.09 3.28 

GAP 

0.18 

-0.01 

-0.09 

0.31 

0.08 
0.03 

0.24 

-0.12 

-0.18 

From Table 4.3.23, it can be seen that the mean scores for Work Duties, Compensation , 

and Career Development for the urban group were slightly higher than those of the rural 

group. However, both groups were in agreement that their work duties were clear to them, 

and that the opportunities to receive training were distributed fairly. Regarding 

compensation , both groups indicated that their salary was not adequate for the work they 

do, and that their income was not a reflection of the work they do. Participants in the urban 
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group felt safer in their work environment, compared to the rural group. The results also 

indicated the relative low availability of equipment and supplies for both sample groups. 

The results of the gap analyses between the urban and rural groups based on Work 

Fulfilment are reported in Table 4.3.24, below. From Table 4.3.24, it is evident that the 

urban respondents perceived their jobs as more rewarding, compared to the urban group. 

Both groups were in agreement that the community valued their work as health 

practitioners, and that their work had a positive impact on the health of the community. 

Participants from the rural group indicated a higher level of job stress than the urban group 

did . Participants from the rural groups indicated that their work was less mentally 

stimulating, compared to the urban group. 

Table 4.3.24: Gap Analyses between urban and rural groups based on fulfilment 

ITEMS URBAN RURAL GAP 

Your job is rewarding. 
4 3.84 0.16 

Your job is stressful. 3.3 3.36 -0.07 

Your work has a positive impact on the health of people in the 3.67 3.65 0.02 

community served by this health facility. 

My work is mentally stimulating 2.73 2.46 0.28 

Your work as [health practitioner] is valued by the community. 4.38 4.43 -0 .05 

The results of the gap analyses between urban and rural groups based on General Work 

Satisfaction are reported in Table 4.3.25, below. 

Table 4.3.25: Gap Analyses between urban and rural groups based on general work 

satisfaction 

ITEMS URBAN RURAL GAP 
If I could choose the career again, I would make the same 

3.77 3.40 decision. 0.37 

In qeneral, I am satisfied with mv work. 4.07 3.96 0.11 

The variation in my work is satisfactory. 3.95 3.81 0.15 



From Table 4.3.25, it is evident that both groups displayed high levels of work satisfaction . 

The rural respondents were less likely to choose their careers again . 

The results of the gap analyses between the urban and rural groups based on Employee 

Satisfaction are reported in Table 4.3.26, below. 

Table 4.3.26: Gap analyses between urban and rural groups, based on employee 

satisfaction 

ITEMS URBAN RURAL GAP 

Overall , you are satisfied with your job. 3.64 3.69 -0,05 

My job has more advantages than disadvantages. 2.98 2.9 0.08 

3.2 3.28 -0.08 
I experience frustration in my job, due to limited resources. 

I really enjoy my work. 3.98 3.85 0.13 

From the results in Table 4.3.26, it is clear that both sample groups enjoyed their work. 

Both groups, however, indicated that do they experience slight frustration as a result of 

limited resources , and that their jobs had disadvantages. 

The results of the gap analyses between the urban and rural groups based on Employee 

Retention are reported in Table 4.3.27, below. 

Table 4.3.27: Gap analyses between urban and rural groups based on employee 

retention 

ITEMS URBAN RURAL 
If you had to decide all over again whether to take your current 3.72 3.54 
job or not, you would take it? 
You would recommend working in a job like yours at your facility 3.87 3.57 
to a friend? 

If you had a choice to take any type of job you wanted , you would 4.05 3.69 

still choose to be a fhealth practitionerl. 

In the past year, you have considered switching to another job as 2.71 2.69 

a [health practitioner] in a different facility. 

GAP 

0.17 

0.30 

0.37 

0.02 



In the past year, you have considered stopping your work as a 2.28 2.29 

[health practitioner], or doing something else other than work as 
a health ractitioner . -0.01 

3.76 3.29 0.47 
I would lik 2.23 2.60 -0.37 

The results in Table 4.3.27 show that both sample groups indicated that they would choose 

their current job again, although the rural group indicated this to a lesser extent. Likewise, 

the rural respondents were less likely to recommend their job at their facility to a friend , and 

less likely to be a health practitioner, shou ld they have a choice. The rural respondents 

were more in agreement that they would like to change their careers, compared to the urban 

group. The urban respondents were more likely to leave their current facility, compared to 

rural group. 

The results of the gap analyses between urban and rural groups based on Service Quality 

are reported in Table 4.3.28, below. 

Table 4.3.28: Gap analyses between urban and rural groups based on service 
quality 

ITEMS URBAN RURAL GAP 
Family planninq services 3.87 3.93 -0.06 
Antenatal care 4.06 4.28 -0.22 
Del ivery care 3.96 3.92 0.04 
Postpartum care 4.05 4.01 0.04 

Table 4.3.28 shows that both sample groups perceived the quality of their service to be 

good. The rural respondents perceived their antenatal care to be more efficient, compared 

to the urban sample group. 

The results of the hypotheses are presented in the section that follows. 

4.4 Testing of hypotheses 



The hypothesised model for the study, presented below, was used to test hypotheses. 

Pearson 's product-moment correlations were used to determine the relationships between 

the variables. The results are reported in the section that follows. 

H5 

H4 

Work 
Environment 

H 1 
HA 

Fulfilment 

H9 

General 
Work 

Satl faction 

H 10 

Job 
Satisfaction 

Employee 
Retention 

H 15 

Service 
Quality 



H1: Work environment is significantly positively related to Fulfilment. 

H2: Work environment is significantly positively related to General work satisfaction. 

H3: Work environment is significantly positively related to Employee satisfaction. 

H4: Work environment is significantly negatively related to Employee retention. 

Hs: Work environment is significantly positively related to Service quality. 

H5: Fulfilment is significantly positively related to General work satisfaction. 

H1: Fulfilment is significantly positively related to Employee satisfaction. 

Ha: Fulfilment is significantly negatively related to Employee retention. 

Hg: Fulfilment is significantly positively related to Service quality. 

H10: General work satisfaction is significantly positively related to Employee satisfaction. 

H11: General work satisfaction is significantly positively related to Service quality. 

H12: General work satisfaction is significantly negatively related to Employee retention. 

H13: Employee satisfaction is significantly positively related to Service quality. 

H14: Employee satisfaction is significantly negatively related to Employee retention. 

H1s: Employee retention is significantly negatively related to Service quality. 

4.4.1 Hypotheses: Work environment and outcome variables 

The section below reports on the results for the following hypotheses: 

H1: Work environment is significantly positively related to Fulfilment. 

H2: Work environment is significantly positively related to General work satisfaction. 

H3: Work environment is significantly positively related to Employee satisfaction. 

H4: Work environment is significantly negatively related to Employee retention. 

Hs: Work environment is significantly positively related to Service quality. 

The results of the correlation analyses between Work environment and Fulfilment are 

reported in Table 4.4.1, below. 



Table 4.4.1: Correlation analyses between work environment and fulfilment 

Urban 

r 

Work duties .529" 

Supervision 0.045 

Compensation .323° 

Development .384'* 

• Statistically significant: p s 0.01 
+ Practically significant correlation (medium effect): r ?. 0.30 
++ Practically significant correlation (large effect): r?. 0.50 

Fulfilment 

Rural 

p r p 

0.000 .525"' 0.000 

0.485 .556" 0.000 

0.000 .361 " 0.000 

0.000 .455" 0.000 

The results in Table 4.4.1 show that all the dimensions of Work environment were 

significant positively related to Fulfilment, except for the Supervision dimension for the 

urban sample group. The effect of Work duties for the urban sample group was large, while 

the effects of Compensation and Development were medium. The effects for both Work 

duties and Supervision were large for the rural sample group, while the effects of 

Compensation and Development were medium. 

Based on the above results, Hypothesis 1 is partially accepted for the urban sample group 

and accepted for the rural sample group - that Work environment is significantly positively 

related to Fulfilment. The results of the correlation analyses between Work environment 

and General work satisfaction are presented in Table 4.4.18, below. 

Table 4.4.2: Correlation analyses between work environment and general work 
satisfaction 

General Work Satisfaction 

Urban 

r 

Work duties .552*' 

Supervision 0.025 

Compensation .464° 

Development .301 " 

* Statistically significant: p s 0.01 
+ Practically significant correlation (medium effect): r ?. 0.30 
++ Practically significant correlation (large effect): r ?. 0.50 

p r 

0.000 .364° 

0.700 .383" 

0.000 .493*' 

0.000 .462" 

Rural 

p 

0.000 

0.000 

0.000 

0.000 
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The results in Table 4.4.2 show that all the dimensions of Work environment were 

significantly positively related to General work satisfaction, except for the Supervision 

dimension for the urban sample group. The effect of Work duties fo r the urban sample 

group was large, while the effects of Compensation and Development were medium. All 

the effects for the rural group were medium. 

Based on the above results , Hypothesis 2 is partially accepted for the urban sample group 

and accepted for the rural sample group - that Work environment is significantly positively 

related to General work satisfaction. 

The results of the correlation analyses between Work environment and Employee 

satisfaction are reported in Table 4.4.3, below. 

Table 4.4.3: Correlation analyses between work environment and employee 
satisfaction 

Urban 

r 

Work duties .145* 

Supervision .144* 

Compensation .119·· 

Development -0.104 

• Statistically significant: p :5 0.01 
+ Practically significant correlation (medium effect): r~ 0.30 
++ Practically significant correlation (large effect): r~ 0.50 

Employee satisfaction 

Rural 

p r p 

0.024 .325** 0 

0.025 0021 0.794 

0.005 .162* 0.039 

0.107 0.108 0.171 

The results in Table 4.4.3 show that Work duties, Supervision, and Compensation were 

significantly positively related to Employee satisfaction for the urban sample group. Work 

duties (medium effect) and Compensation were significantly positively related to Employee 

satisfaction tor the rural sample group. 
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Based on the above results, Hypothesis 3 is partially accepted for both the urban and rural 

sample groups - that Work environment is significantly positively related to Employee 

satisfaction. 

The results of the correlation analyses between Work environment and Employee retention 

are reported in Table 4.4.4, below. 

Table 4.4.4: Correlation analyses between work environment and employee 
retention 

Urban 

r 

Work duties -0.106 

Supervision -0.117 

Compensation -0.31 o** 

Development -0.008 

* Statistical ly significant: p 5: 0.01 
+ Practically significant correlation (medium effect): r?. 0.30 
++ Practically significant correlation (large effect): r ?. 0.50 

Employee Retention 

Rural 

p r p 

0.100 -0.092 0.245 

0.068 -0.450** 0.000 

0.000 -0.243** 0.002 

0.905 -0 .1 52 0.054 

The results in Table 4.4.4 show a significant negative relationship between Supervision and 

Employee retention (medium effect) for the rural sample group, and a significant negative 

relationship between Compensation and Employee retention for both sample groups. The 

effects for the urban sample group were medium . 

Based on the above results , Hypothesis 4 is partially accepted for both the urban and rural 

sample groups - that Work environment is significantly negatively related to Employee 

retention. 

The results of the correlation analyses between Work environment and Service quality are 

reported in the Table 4.4.5, below. The results in Table 4.4.5 show significant positive 

relationships for Work duties, Supervision, and Development with Service quality for both 
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sample groups. The effect of Compensation on Service quality was medium for the urban 

group and large for the rural sample group. 

Table 4.4.5: Correlation analyses between work environment and service quality 

Urban 

r 

Work duties .235" 

Supervision .148' 

Compensation 0.013 

Development .208" 

• Statistically significant: p s 0.01 
+ Practically significant correlation (medium effect): r~ 0.30 
++ Practically significant correlation (large effect) : r ~ 0.50 

Service Quality 

Rural 

p r p 

0.000 .164' 0.037 

0.021 .375" 0.000 

0.846 0.102 0.195 

0.001 .612" 0.000 

Based on the above results , Hypothesis 5 is partially accepted for both the urban and rural 

sample groups - that Work environment is significantly positively related to Service quality. 

4.4.2 Hypotheses: Fulfilment and outcome variables 

The results for following hypotheses are reported in the ensuing section . 

H6: Fulfilment is significantly positively related to General work satisfaction. 

H1: Fulfilment is significantly positively related to Employee satisfaction. 

Ha: Fulfilment is significantly negatively related to Employee retention. 

Hg: Fulfilment is significantly positively related to Service quality. 

The results are reported in Table 4.4.6 , below. The results in Table 4.4 .6 show significant 

positive relationships between Fulfilment and Work satisfaction, Employee satisfaction, and 

Employee retention, and a significant negative relationship with Employee retention , for 

both sample groups. The effect of Work satisfaction was large, and that of Service quality 

was medium , for both sample groups. The effects for Fulfilment and Employee satisfaction 

were medium for the rural sample group. 
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Table 4.4.6: Correlation analyses between fulfilment, work satisfaction, employee 

satisfaction, employee retention, and service quality 

Urban 

r 

General work .571 ** 
satisfaction 

Job satisfaction .284** 

Employee retention -.285** 

Service quality .366** 

* Statistically significant: p s 0.01 
+ Practically significant corre lation (medium effect): r ?. 0.30 
++ Practical ly significant correlation (large effect): r?. 0.50 

Fulfilment 

Rural 

p r p 

0.000 .653** 0.000 

0.000 .392** 0.000 

0.000 -.237** 0.002 

0.000 .324** 0.000 

Based on the above results , Hypotheses 6, 7, 8, and 9 are accepted for both sample 

groups. 

4.4.3 Hypotheses: General work satisfaction and outcome variables 

The results for following hypotheses are reported in the ensuing section: 

H10: General work satisfaction is significantly positively related to Employee satisfaction. 

H1 1: General work satisfaction is significantly positively related to Service quality. 

H1 2: General work satisfaction is significantly negatively related to Employee retention. 

The results are reported in the Table 4.4.7, below. The results in Table 4.4.7 show a 

significant negative relationship between Work satisfaction and Employee retention for both 

sample groups (medium effects) , and a significant positive relationship with Service quality 

for both sample groups (medium effect for the rural sample group). 
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Table 4.4.7: Correlation analyses between work satisfaction, employee satisfaction, 

employee retention, and service quality 

Urban 

r 

Job satisfaction 0.120 

Employee retention -0.367** 

Service quality 0.283** 

• Statistically significant: p s 0.01 
+ Practically significant correlation (medium effect) : r?. 0.30 
++ Practically significant correlation (large effect) : r ?. 0.50 

Work satisfaction 

Rural 

p r p 

0.063 0.113 0.152 

0.000 -0.379** 0.000 

0.000 0.414*' 0.000 

Based on the above results , Hypotheses 10, 11 , and 12 are partially accepted for both 

sample groups. 

4.4.4 Hypotheses: Work satisfaction and outcome variables 

The resu lts for the following hypotheses are reported in the ensuing section: 

H13: Employee satisfaction is significantly positively related to Service quality. 

H1 4: Employee satisfaction is significantly negatively related to Employee retention. 

The results are reported in the Table 4.4.8, below. 

Table 4.4.8: Correlation analyses between work satisfaction, employee satisfaction, 

employee retention, and service quality 

Employee satisfaction 

Urban 

r 

Employee retention -0.225•· 

Service quality .173" 

* Statistically significant: p s 0. 01 
+ Practical ly significant correlation (medium effect) : r ?. 0.30 
++ Practical ly significant correlation (large effect) : r ?. 0.50 

p r 

0.000 0.141 

0.007 .258" 

Rural 

p 

0.072 

0.001 
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The results in Table 4.4.8 show a significant negative relationship between Employee 

satisfaction and Employee retention for the urban sample group, and a significant positive 

relationship with Service qualityfor both sample groups. 

Based on the above results , Hypotheses 13 and 14 are accepted for the urban sample 

group, and Hypothesis 14 is accepted for the rural sample group. 

4.4.5 Hypothesis: employee retention and service quality 

The results for the following hypothesis are reported in the ensuing section: 

H1 s: Employee retention is significantly negatively related to Service quality. 

The results are reported in Table 4.4.9, below. 

Table 4.4.9: Correlation analyses between work satisfaction, employee satisfaction, 

employee retention, and service quality 

Urban 

r 

Service quality -.135* 

* Statistically significant: p $ 0.01 
+ Practically significant correlation (medium effect): r '?. 0.30 
++ Practically significant correlation (large effect): r '?. 0.50 

Employee Retention 

Rural 

p r p 

0.035 0.013 0.873 

The results in Table 4.4.9 show that Employee retention was significantly negative related 

to Service quality for the urban sample group. 

Based on the above results , Hypothesis 15 is accepted for the urban sample group, and 

rejected for the rural sample group, meaning that the rural group's service quality was 

affected by retention . 



4.4.6 Summary of findings relating to the Hypotheses 

From Table 4.4.10, it is evident that most of the hypotheses set for this study were 

accepted. Table 4.4.11 and Table 4.4.12, below, show that slightly more significant 

relationships were obtained for the rural group, and that the effects were larger when 

compared to the urban group. 

Table 4.4.10, below, provides a summary of the hypotheses accepted per sample group. 

Table 4.4.10: Summary of the hypotheses accepted per sample group 

Hypotheses Urban Rural 
1 Work environment is significantly positively related Partially Accepted 

to Fulfilment. accepted 
2 Work environment is significantly positively related Partially Accepted 

to General work satisfaction. accepted 
3 Work environment is significantly positively related Partially Partially 

to Employee satisfaction. accepted accepted 
4 Work environment is significantly negatively related Partially Partially 

to Employee retention. accepted accepted 
5 Work environment is significantly positively related Partially Partially 

to Service quality. accepted accepted 
6 Fulfilment is significantly positively related to Accepted Accepted 

General work satisfaction. 
7 Fulfilment is significantly positively related to Accepted Accepted 

Employee satisfaction. 
8 Fulfilment is significantly negatively related to Accepted Accepted 

Employee retention. 
9 Fulfilment is significantly positively related to Service Accepted Accepted 

quality. 
10 General work satisfaction is significantly positively Rejected Rejected 

related to Employee satisfaction. 
11 General work satisfaction is significantly positively Accepted Accepted 

related to Service quality. 
12 General work satisfaction is significantly negatively Accepted Accepted 

related to Employee retention. 
13 Employee satisfaction is significantly positively Accepted Rejected 

related to Service quality. 
14 Employee satisfaction is significantly negatively Accepted Accepted 

related to Employee retention. 
15 Employee retention is significantly negatively related Accepted Rejected 

to Service quality. 

Table 4.4.11, below, provides a summary of the sign ificant relationships between the 

variables for the urban sample group 
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Table 4.4.11: Summary of the significant relationships between the variables for the 
urban sample group 

General 
Work Job 

Work Supervi- Compen- Develop- Fulfil- Satis- Satis- Employee 
Activities sion sation ment ment faction faction Retention 

Fulfilment Sig** Sig* Sig* 

Institutional Sig** Sig* Sig* Sig** 
Satisfaction 

Job Sig Sig Sig 
Satisfaction 

Employee Sig* Sig Sig* Sig 
Retention 

Service Sig Sig Sig Sig* Sig Sig Sig 
Qual ity . . 

Sig = S1gnif1cant relat1onsh1p 
Sig* = Significant relationship with medium effect 
Sig** = Significant relationship with large effect 

Table 4.4.12 shows the summary of the significant relationships between the variables for 

the rural sample group. 

Table 4.4.12: Summary of the significant relationships between the variables for the 
rural sample group 

Work 
Activi- Super- Compen-
ties vision sation 

Fulfilment Sig** Sig** Sig* 

lnstitutio- Sig* Sig* Sig* 
nal 
Satisfac-
tion 
Job Sig* Sig 
Satisfac-
tion 
Employee Sig* Sig 
Retention 

Service Sig Sig* 
Quality 

Sig = Significant relationship 
Sig* = Significant relationship with medium effect 
Sig** = Significant relationship with large effect 

4.5 Conclusion 

General Em-
Work Job ployee 

Develop- Fulfil- Satisfac- Satisfac- Reten-
ment ment tion lion lion 

Sig* 

Sig* Sig** 

Sig 

Sig* Sig* 

Sig** Sig* Sig* Sig 

It is evident from the quantitative analysis that there were similarities in the demographics 

of participants from the rural and the urban areas. For instance, the male respondents 

were the majority for both the urban and rural areas. Furthermore, most respondents from 

both the urban and rural areas reported that their home language was the indigenous 

language. The demographics also showed similarities in the 50 years and older age 

category, which was the lowest proportion of employees for both the urban and rural 

samples. Another similarity was in the 30- 39 years age group, which had the highest 
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percentage of respondents for both sample groups. However, the other age categories 

showed discrepancies. Another instance where similarities were shown was the years they 

had been in thei r current job, where the majority of respondents in both the urban and rural 

areas were in the category of 0-5 years . 

The analysis also included the presentation of results of the measuring instruments used 

in this study. The instrument measured the following: Work Environment Measure, 

Fulfilment Measure, General Satisfaction Measure, Employee Satisfaction Measure, 

Employee Retention, and Service Quality. 

The sampling adequacy and sphericity of the inter-item correlation matrix were determined 

by applying the KMO-MSA and Bartlett's test of sphericity to the inter-item correlation matrix 

of the measuring instruments. The results indicated that the samples were suitable for 

factor analysis. In testing the hypothesised model for the study, Pearson 's product-moment 

correlations were used to determine the relationships between the variables. The 

descriptive statistics of the measurements were also reported in this chapter. 

The following chapter presents qualitative results and findings. In the chapter, the 

responses from FGD are analysed to answer Research Question 5 raised in Chapter 1. 
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CHAPTER 5: QUALITATIVE RESULTS AND FINDINGS 

5.1 Introduction 

The purpose of this chapter is to present the results and findings from the qualitative 

analysis as part of the mixed-method sequential design. The focus of this chapter 

is on answering Research Question 5, stated in Chapter 1: How and why does 

employee satisfaction distinguish itself in the urban- rural context? Furthermore, this 

chapter will present the linking of qualitative findings to those found in testing the 

hypotheses in the quantitative phase, providing deeper insights into the factors 

related to employee satisfaction and service quality. 

5.2 Focus group discussions 

The FG Ds were conducted to seek deeper meaning and understanding in support 

of the quantitative findings . Each of the three FGDs was divided into different 

combinations of occupational groups , in an effort to obtain responses from like

minded participants. The first focus group consisted of eight clinical staff . The 

second comprised six non-clinical staff, and the third focus group was made up of 

ten staff members with various occupations. 

Below are the demographic details of the three focus groups (Table 5.2.1 , Table 

5.2.2, and Table 5.2.3). Quoted statements from the discussions with the health 

professionals in the focus groups are provided as well . 
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Table 5.2.1: Focus group 1 (clinical staff) 

Years 
Participant Province Previous Current Ethnicity Age of 

of Birth Position Position 
Service 

Professional isiZulu 
1. 41 KZN 11 Staff nurse 

nurse 

Auxi liary isiZulu 
2. 44 KZN 18 Staff nurse 

nurse 

Profession Professional isiZulu 
3. 38 KZN 8 

al nurse nurse 

4. 46 KZN 19 Dentist Chief dentist isiZulu 

General General isiXhosa 
5. 28 EC 3 

practitioner practitioner 

6. 52 KZN 27 Staff nurse Staff nurse isiZulu 

7. 56 KZN 31 Nurse Nurse isiZulu 

8. 48 KZN 16 Nurse Nurse isiZulu 

Table 5.2.2: Focus group 2 (non-cl inical staff) 

v .... ,..... ., ...... 
1. 26 KZN 4 Physiotherapist Physiotherapist isiZulu 

Clinical Clinical isiZulu 
2. 30 KZN 7 

psychologist psychologist 

Clinical Clinical isiZu lu 
3. 30 KZN 6 

psychologist psychologist 

Occupational Occupational isiZulu 
29 KZN 7 

therapist therapist 

Chief seTswana 

37 NW 12 
Occupational 

occupational 
therapist 

therapist 

35 KZN 9 Radiographer Radiographer isiZulu 
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Table 5.2.3: Focus group 3 (clinical and non-clinical staff) 

KZN 27 Midwife 
nurse isiZulu 

Oral isiZulu 
KZN 5 Oral hygienist 

hygienist 

General General isiZulu 
KZN 6 

practitioner practitioner 

Senior isiZulu 

KZN 9 Physiotherapist physiothera 

pist 

General Specialist isiZulu 
KZN 12 

practitioner physician 

KZN 10 Staff nurse Staff nurse isiZulu 

Chief isiZulu 

KZN 18 
Occupational 

occupationa 
therapist 

I therapist 

Radiograph isiZulu 
KZN 6 Radiographer 

er 

KZN 19 Staff nurse Staff nurse isiZulu 

Occupational Occupation isiZulu 
KZN 7 

therapist al therapist 

5.3 Qualitative analysis process 

The study adapted some of the strategies for conducting successful FGDs 

suggested by Akpabio et al. (2007). The authors highlight five phases in the 

implementation of qualitative research . The five steps include preliminary field work, 

obtaining access to the research setting , focused exploration of the aspect under 

investigation. The last two steps are the researcher arranging and conducting the 

field work, and qualitative inquiry, where field notes are transcribed and the final 

report is written. 

Clearance to conduct the FG Ds was obtained from the relevant institution of learning 

(ADDENDUM C) , and the consent of the participants was obtained (ADDENDUM 
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D). Permission to conduct the research was also obtained from the Department of 

Health (ADDENDUM E). The three FGDs were held in the healthcare centres in 

eThekwini, Harry Gwala, and Umzinyathi , in May 2015. The time taken to conduct 

each of the FGDs ranged from 60 to 90 minutes. With the help of the administrators 

at the healthcare facilities, the researcher was introduced to the staff. Thereafter, 

the researcher secured a meeting room at each hospital/clinic, where the FGDs 

could be conducted, using the FGD interview guide (ADDENDUM B). Audio

recordings of the discussions were made and transcribed for analysis. 

Table 5.3.1 contains an example taken from transcribed FGD3. This example was 

in response to the question: How is satisfaction in and with your work affected? 

Table 5.3.1: Transcription example from FGD3 

FGD#3 How is satisfaction in and with your work affected? 

"I remember, one day, a patient with a fractured rib was brought to me for X-rays . I took the patient 

to X-ray room with confidence, and, upon arrival, the X-ray machine could not function, and went 

to my supervisor for assistance. Shockingly, I was told that the x-ray machine was out of order 

due to lack of maintenance. I did not know what to say to the patient. These are things that 

make me want to quit this hospital and be transferred somewhere" (FGD3 participant) . 

"I concur with my colleague that it's the same in most facilities , if not everywhere. The issue of 

equipment is a serious concern throughout the year. There is always this after that. If today it's 

not broken, then tomorrow its maintenance or malfunction. I thought things were different here, 

but have just realised how worse it is than my previous facility" (FGD3 participant). 

After transcription, comparative analysis was done through coding. Each transcript 

was read through, and open coding was done of the antecedents and consequences 

of employee satisfaction . Thereafter, axial coding was done to link codes , followed 

by selective coding. The next section provides the results of the coding process. 
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5.4 Factors affecting the employee satisfaction and quality of service delivery 
of professional healthcare workers 

The responses given in the focus group discussions with respect to employee 

satisfaction and quality of service delivery of professional healthcare workers are 

provided below. 

5.4.1 Coding 

The responses in Table 5.4.1 were used determine the open codes regarding the 

availability of medication and equipment. Table 5.5 below relates to responses 

regarding the availability of medication and equipment. 

Table 5.4 .1: Open codes from focus groups' responses regarding availabil ity of 
medication and equipment 

Open codes Properties Examples of participants' 

responses 

Lack of Concerned about The medication or anesthetic is 

facilities/materials - the availability of finished, and the hospita l is waiting 

Possessing the drive to medication and 
for delivery. 

X-ray machine could not function; 
carry out duties equipment lack of maintenance 

Work environment - Being frustrated by There is nothing more frustrating; 

Advocating for urgent the work Want to quit this hospital and 

be transferred somewhere 
attention to the current environment 

situation 

Dedicated to work Being enthusiastic You would have already told the 

about health work patient that you are bringing an 

injection to ease pain; 

I took the patient to X-ray room with 

confidence 

Some of the responses from the participants served as evidence regarding the 

availability of medication and equipment are: 

"There is nothing more frustrating like being excited to come to work and the next 

thing you are being told that the medication or anaesthetic is finished and the 
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hospital is waiting for a delivery~ Yet, you would have already told the patient that 

you are bringing an injection to ease pain" (FGD3 participant) . 

"I remember, one day, a patient with a fractured rib was brought to me for X-rays. I 

took the patient to X-ray room with confidence, and, upon arrival, the X-ray machine 

could not function, and went to my supervisor for assistance. Shockingly, I was 

told that the machine was out of order due to lack of maintenance. I did not know 

what to say to the patient. These are things that make me want to quit this hospital 

and be transferred somewhere" (FGD3 participant) . 

The open codes for the responses regarding lack of recognition and appreciation for 

their work are shown in Table 5.4.2. 

Table 5.4.2: Open codes for focus group response to lack of recognition and 

appreciation for their work 

Open codes Properties Examples of participants' 

responses 

Advocating for Desire for These people should recognize us; 

recognition recognition They don 't recogn ize us; 

Sometimes, one needs to be 

appreciated; 

Give us awards or at least certificates 

Constantly receiving Seeking It is as if patients employ us; 

positive affirmation recognition from Instead, you get appreciation from 

from the patients employer 
patients only 

Poor relationship with Dissatisfied with I wish supervisors would stop their 

supervisors the supervision of jealousy; 

the immediate 
When she [supervisor] is assessing 

us, she gives us scores that are 
supervisor and questionable; 

wanting better work My supervisor is not capable of good 

relations supervision; 

Maybe she is bitter that most of us are 

furthering our studies and she is not 
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The need for career Needing Patient appreciation can only bring joy 

development recognition and to us, but cannot contribute to our 

career development 
career 

development 

Below are some responses from health professionals from the three focus groups 

that show the level of frustration that some health professionals have regarding the 

lack of recognition and appreciation for their work: 

"These people should recognize us; they don 't recognize us; sometimes, one needs 

to be appreciated; Give us awards or at least certificates. It is as if patients employ 

us; instead, you get appreciation from patients only. " (FGD2 participant) . 

"I wish supervisors 1 would stop their jealousy and write good reports about us. Even 

when she is assessing us, she gives us scores that are questionable. She cannot 

even recognize our efforts, or maybe she is bitter that most of us are furthering our 

studies and she is not. I don 't know, but my supervisor is not capable of good 

supervision" (FGD1 participant). 

"Sometimes one needs to be appreciated, but you will never get that at my 

workplace. Instead, you get appreciation from patients only, and that's why I feel 

fulfilled in helping them" (FGD1 participant) . 

The open codes were determined for responses showing participants' frustration 

with their remuneration and salaries (see Table 5.4.3) . This table relates to workers ' 

frustration with salaries. 
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Table 5.4.3: Open codes for focus group responses showing workers' frustrations 

with their salaries 

Open codes Properties Examples of 

participants' 

responses 

Having an urgent need Being unhappy with The salary is not enough; 

for an adequate remuneration I want more money; 

remuneration 
You get paid peanuts; 

The salary we receive does 

not match our social status; 

It would have been better if 

they paid us good salaries; 

They don 't know our 

struggles financially; 

You do the same job, but 

one gets paid more; 

I would like to earn better; 

Having the need for Needing professional There is no professional 

professional and career development; 

I think I would rather be 
development development 

empowered in my career 

than just to earn big money; 

There are no career 

prospects in my job 

One FGD participant revealed that she had thoughts of going overseas, to a country 

such as Australia or Saudi Arabia, but that the thought of being separated from her 

family was preventing her from doing so. In all FGDs, participants knew former 

friends in the health sector who had left their employment in South Africa for greener 

pastures in developed countries. They believed that the opportunities in such 

countries were better, because there was evidence of the improvement in the lives 

of health workers who worked abroad. It was reported that, within a short period 

after securing employment overseas, their friends had managed to build houses in 
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\usRAR;, 
South Africa, buy cars , and live a lavish lifestyle. Below are some quotes taken from 

the FGDs showing workers' frustration with their salaries. 

"I like being in the health sector, but I get frustrated at times, because the 

salary is not enough. People look at us and hold us in high regard, but they 

don 't know our struggles financially. The salary we receive does not match 

our social status" (FGD2 participant) . 

"I want more money, a salary that is enough to maintain ingani zami [my 

children], then okunye kuzolandela [the rest will follow]" (FGD1 participant) . 

"The workload is too much; it's unbearable, and you get paid peanuts for that. 

Worse, you do the same job, but one gets paid more. I hate overworking 

myself, but it would have been better if they paid us good salaries" (FGD3 

participant). 

"My main concern is that there is no professional development. There are no 

bursaries or training, and, even if there are any, you only find out late, when 

applications are closed" (FGD1 participant) . 

"There are no career prospects in my job . Yes, I would like to earn better, but 

I think I would rather be empowered in my career than just to earn big money" 

(FGD2 participant) . 

Table 5.4.4: Open codes for focus group responses indicating tribalism 

Open codes Properties Examples of 

participants' 

responses 

An indication of loyalty Satisfaction with serving Our people are happy with 

to own tribe people of the same the services we provide; 

ethnicity 
Asithembeni uguthi 

bazoshintsha ngoba 

be'abantu bagithi [let 's hope 
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that they will change 

because they are one of us] 

Below are quotes taken from the FGDs indicating a strong feeling of loyalty to their 

own tribe: 

"Mina bayangicika ngesinye isikhathi kodwa asithembeni uguthi bazoshintsha ngoba 

be'abantu bagithi" [They irritate me at times, but let's hope that they will change 

because they are one of us]" (FGD2 participant) . 

5.4. 1. 1 Axial and selective coding 

Table 5.4.5: Axial codes and selective codes 

Axial codes 

Dedicated to work 
Possessing the drive to carry out duties 

Advocating for recognition in the 
workplace 
Constantly receiving positive affirmation 
from the patients 

Poor relationship with supervisor 

Having the need for career development 
Having the need for professional 
development 

Having an urgent need for adequate 
remuneration 

Advocating for urgent attention to the 
current work environment 

An indication of a strong feeling towards 
own tribe 

Selective code 

Self-fulfilment 

Recognition 

Supervisor support and relationship 

Career/Professional development 

Remuneration 

Work environment 

Tribalism/Ethnicity affects employee 
satisfaction and service quality 

Table 5.4.5 shows the axial and selective codes obtained from the analysis. The 

meaning that emerged from the FGDs was that the professional healthcare workers 

wanted improved conditions of service for employee satisfaction. This is premised 
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on the understanding that the working environment is central to achieving employee 

satisfaction . 

Furthermore, the findings from the FGDs indicate several important links to the 

findings from quantitative phase of this study. The how and why of employee 

satisfaction showed antecedents and outcomes similar to those found in the 

quantitative analysis. These also corresponded to what was previously identified in 

the literature on employee satisfaction. Furthermore, it was interesting to observe 

that ethnicity or tribalism positively affected both employee satisfaction and service 

quality, and how the adequate resourcing of healthcare facilities could translate into 

improved service delivery. 

The focus groups' responses showed that the average years of service for the first 

group (Table 5.2.3) was 11 .9 years, followed by 16 years and 7.5 years for Group 2 

(Table 5.2.1) and Group 3 (Table 5.2.2) respectively. The empirical results from the 

regression model indicated that an increase in the years of service led to an increase 

in the quality of service, meaning that more years of service were associated with 

the quality of service at the healthcare centre. The focus group participants had an 

average of seven years ' working experience, which may suggest that they had the 

experience to provide satisfactory healthcare services. 

The responses from the FGDs also indicated that the healthcare workers felt they 

were not recognised for their work. In the quantitative regression analysis, 

recognition was a significant determinant of quality of service. The workers who 

were recognised for their work were , therefore , more likely to deliver quality service. 

The FGDs also showed that the health care workers were hindered from performing 

their duties effectively by the lack of adequate medication and equipment at the 

healthcare facilities. The availability of medication and equipment was noted to have 

a direct bearing on the quality of healthcare services. 
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5.5 Discussion 
Many of the healthcare professionals were dissatisfied with their benefits. There is 

general concern about healthcare professionals' salaries in South Africa , especially 

in the public sector. The Occupation-Specific Dispensation (OSD) was introduced 

for public sector employees in South Africa which is unique to each identified 

occupation in the publ ic service. The purpose of the OSD was to improve 

government's ability to attract and retain skilled employees through increased 

remuneration (Department of Health, 2012). However, the OSD excludes some 

professionals. Participants often compared the work and pay in their situations, 

noting that all nurses were contributing towards quality patient care , but that only 

one category - professional nurses - benefited from the OSD. 

The results suggest that the working conditions in these public health facilities do 

not meet the requirements of the healthcare professionals. It is imperative that 

institutions create a working environment that engages and motivates, so that they 

may reach a higher level of employee satisfaction. The work environment should 

motivate employees to perform at their best and show commitment to the 

organisation . The conditions under which work is performed can have as much 

impact on people's efficacy, comfort , and safety as the intrinsic details of the task 

itself. 

The amount of effort exerted on a job depends on the expected return , which may 

result in increased satisfaction. People may perform their jobs better and be more 

satisfied if they believe that their efforts will be rewarded , perhaps through a 

promotion or salary increase. However, in most cases, hospital managers in the 

public sector have no ultimate decision-making authority regarding financial 

incentives to motivate employees to perform better. 

Part icipants who did not benefit from OSD felt they were being underpaid , resulting 

in them feeling hostile towards the Department of Health , the government, and their 

colleagues. They felt underappreciated, worthless , and demotivated. These 

perceptions of inequity have caused some nurses to quit the public health sector or 

to apply for a transfer to other institutions and different positions. Some reduced 
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their efforts, while others were uncooperative and attempted to exert a restrictive 

influence on the performance of others. 

OSD implementation had caused poor relationships amongst the nurses. Both 

specialty and general nurses noted that those who benefitted from OSD felt guilty, 

and those who did not benefit were angry. This finding provides the basis for 

studying the motivational implications of perceived unfairness and injustice in the 

workplace. 

5.6Summary 
Employee satisfaction has an effect on the quality of service provided in public health 

institutions. Improving the employee satisfaction determinants in the workplace , 

such as working conditions , remuneration, availability of medication and equipment, 

safety, and recognition will result in improvements in the quality of services offered 

to patients. In addition, provision of work-related training , though it is not one of the 

significant determinants of employee satisfaction, will have a positive impact on the 

quality of their service. 

The results also indicate that the quality of health services in public health institutions 

in rural areas and in clinics in both areas are better than those in the urban areas 

and in hospitals in both areas. This is an important finding, and shows the need to 

decongest public hospitals, perhaps through investment in more hospitals. Training 

more clinical and support staff should be considered as an option in reducing the 

work overload of health professionals in hospitals and urban public health facilities. 

No relationship was found between the quality of healthcare services and the socio

demographic characteristics of age, gender, marital status, and number of 

dependants. The only demographic characteristics that related to quality of service 

were occupation and the number of years in current job. This shows that , in order 

to improve the quality of service offered, the focus should be on improving work

related factors, particularly those that affect satisfaction . 
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CHAPTER 6: FINDINGS - ANTECEDENTS OF EMPLOYEE SATISFACTION 

OF HEALTHCARE WORKERS IN THE PUBLIC HEALTH SECTOR 

6.1 Introduction 

This chapter focuses on determining factors influencing employee satisfaction among 

healthcare professionals at public health institutions. It also assesses the relationship 

between the socio-demographic characteristics of healthcare professionals and 

employee satisfaction. The PCA took into account all aspects of the work environment 

that affect employee satisfaction. These were: work duties, supervision , and 

recognition ; compensation, benefits, and professional development; safety; and 

fulfilment , which were scored by the health professionals. These scores were used to 

generate indices. Together with the socio-demographic characteristics affecting 

employee satisfaction , the indices were regressed against a measure of employee 

satisfaction in a logistic regression model, to determine their effect on employee 

satisfaction . 

The chapter is divided into four sections. Section 6.2 provides the assumptions of the 

models that were used in this analysis. Section 6.3 presents the results and 

discussion , whilst a summary of the findings is provided in Section 6.4. 

6.2 Model assumptions 

The model assumptions for Principal component analysis and Logistic regression 
model are a given in the following subsections respectively. 

6.2.1 Principal component analysis 

Employee satisfaction is a function of several factors in the work environment, which 

can be broadly grouped into five categories , as indicated above. Within these groups, 

there are a number of factors that affect employee satisfaction in their own way. PCA 

was applied , using a correlation matrix, to group dominant determinants of employee 

satisfaction among health workers in public health facilities. PCA can perform a 

compression function of the available information only if the null hypothesis is rejected. 

Bartlett's sphericity test was applied to check if the observed correlation matrix 

diverged significantly from the identity matrix (theoretical matrix under Ho: the variables 

are orthogonal). The result of Bartlett's test was sign ificant (p < 0.000) ; therefore , the 

null hypothesis - that variables are not inter-correlated - was rejected and, hence, 

1101 Pa q e 



a PCA could be performed on the dataset. Furthermore, the KMO-MSA was 0.65, 

which was greater than 0.5. This meant that PCA could be performed. 

6.2.2 Logistic regression model 

The overall significance of the logistic regression model was tested using the 

goodness-of-fit test and the log-likelihood ratio criteria , as indicated by Greene (2004) . 

The overall model was run using only the most powerful predictors of employee 

satisfaction , extracted from the PCA, and the socio-demographic characteristic as 

reported in the literature. The degree of multicollinearity between explanatory 

variables was checked by examining variance inflation factors (VIF). As ~ i is estimated 

by the method of maximum likelihood, the logistic regression model assumes that the 

researcher uses large samples of data to avoid micro-numerosity. In line with the 

recommendation of Garson (2009) , the size of standard errors was checked to detect 

micro-numerosity. 

6.3 Results 

Applying the Kaiser criterion , which states that only principal components (PC) with 

eigenvalues greater than 1 can be retained, a total of nine principal components were 

extracted , using Pearson correlations. The nine PCs explained 67.6% of the total 

variation in the data (Table 6.6.3.1 ). From these PCs, eight were retained for the 

analysis, i.e., those that could be defined based on the dominant variables. Nothing 

meaningful could be defined by the ninth component, and, hence, it was excluded from 

the analysis . 

The first component (PC1) explained 19.4% of the variation. It represented health 

workers who are enjoying their work and are less stressed , due to a limited workload , 

availability of equ ipment to do the job well and efficiently, and their ability to take leave 

when needed. Their jobs were rewarding , morale was quite high , and they felt safe at 

work. In general , their working conditions and remuneration were good, such that they 

enjoyed their work. This PC was named Work conditions and remuneration. The 

second component (PC2) explained 9.3% of the variation , and represented health 

workers who value recognition for their contribution by their supervisors and the 

community. The dominant variables in this component included recognition for doing 

well at work, receiving constructive feedback from supervisors and co-workers , not 

feeling isolated at work, and importance of work to the community. The component 
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was named Recognition for work. The third component (PC3) , which explained 7.6% 

of the variation in the data, was named based on the most dominant variable, i.e. 

healthcare work has a positive impact on the health of the people in the community. 

This component can be defined as health workers care about the impact of their work 

on the community. The component was named Impact of work. 

The fourth component (PC4) explained 6.5% of the variation. It represented health 

workers being concerned about the availability of professional development 

opportunities in the workplace and having time to study. The dominant variables in 

this component were: training is provided, or paid for, by this facility in the skills that 

are critical to success; opportunities to receive training are distributed fairly; and, 

currently, there are enough healthcare providers and support staff to perform the tasks 

that need to be done. This showed that the thinking of the health workers is that 

availability of enough healthcare providers and support staff makes it easier for one to 

be afforded time for studying or utilizing available career development opportunities. 

The component was named Professional development. 

The fifth component (PCs) explained 5.8% of the variation. The dominant variable in 

this component was adequacy of medication and supplies to do the job well and 

availability of equipment. Thus, this represented health workers being concerned 

about the availability of tools and materials, including medication , supplies, equipment, 

and even human resources to enable them to perform their duties efficiently. The 

component was named Tools and materials. 

The sixth component (PC6) represented health workers being concerned about their 

safety at work. The component explained 5.3% of the variation in the data, and was 

named Work safety. 

The seventh (PC1) explained 4.8% of the variation , and represented workers who 

wanted their work to be valued by the community. The component was named Value 

of work. 
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The last component was PCs, which explained 4.6% of the variation . This represented 

the value of housing benefits to health workers , and was thus named Housing benefits. 

This is displayed in table 6.1 below. 

Table 6.6.3.1: Dimensions of the work environment that affect employee satisfaction 

Principal Components (Eigenvalues) 

1 2 3 4 5 6 7 8 9 

Job expectation .492 -.230 .247 .294 .215 -. 103 -.050 .292 -. 194 

Enough health providers .1 10 .346 -. 177 -.466 -.329 .054 .242 .130 .230 

Enough support staff .085 .205 -.161 -.442 -.032 .244 -.397 .273 .1 28 

Enough medication and supplies .372 .098 -.036 .094 .460 .169 -. 120 .498 -.338 

Availability of equipment .651 .049 .186 .081 -.435 .347 -.112 .227 .067 

Morale is high .609 .100 -. 160 .055 .261 -.019 .176 -.161 -.275 

Constructive feedback from supervisor .384 .580 -.141 .188 .358 .226 -.057 .016 -.258 

Constructive feedback from co-workers .068 .600 -.133 .294 .316 .102 -.068 -.055 .245 

Recognized for doing good work .232 .657 -.114 .136 -.050 -.006 -.004 -.286 -.095 

Paid appropriate salary .398 -. 195 -.252 -.216 .382 .350 .289 .172 -.055 

Salary is paid in time .494 -. 156 .171 .217 -.205 -. 129 .081 .143 .1 49 

Able to take leave that is due .539 -.073 -.482 .211 -. 187 -.160 .217 -.008 .130 

Training is provided and paid for .041 .330 .219 -.469 .102 -.357 .193 .017 -.385 

Training opportunities are distributed 
.368 .082 .440 -.546 .079 -.297 .064 -. 042 .005 

fairly 
I 

Feel safe at work .651 -.195 -.229 .101 -. 101 -.481 .031 -.084 .136 

Feel safe when travel ling from home -.007 .193 -.275 -.049 .362 -.1 62 .039 .551 .330 

Policies for worker protection in place .556 .046 .267 -. 165 -.001 .180 -.338 -.264 .361 

Job is rewarding .434 .028 .191 -.221 .278 .326 .353 -.030 .270 

Job is stressful -.638 .393 .262 .092 .144 -. 100 -.002 .306 .022 

Work is important to facility .484 -.121 .419 .199 -.052 .010 .246 .108 -.028 

Feel isolated at work -.402 -.498 .149 -.015 .253 .243 .291 .065 .073 

Work is valued by community -. 029 .486 .242 .164 -.379 .066 .521 -.035 .078 

Lack conf idence in skills -.574 .091 .218 -.039 -.062 .305 .049 .049 -. 162 

Feel overworked -.672 .172 .102 .327 -.003 -.004 .159 .085 .261 

Work has positive impact on community .341 .130 - .693 .189 .090 -.135 -.21 1 -.001 .129 

% of Variance 19.4 9.3 7.6 6.5 5.8 5.3 4.8 4.6 4.3 

Cumulative% 19.4 28.7 36.3 42.8 48.7 53.9 58.7 63.3 67.6 

***, ** and * represent 1 %, 5% and 10% level of significance 
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Table 6.2 presents the empirical results of the binary logistic regression model 

generated to determine factors influencing employee satisfaction among health 

workers in public health facilities. The dependent variable, i.e. employee satisfaction 

( 1 = Satisfied with job and O = Otherwise) , was regressed against socio-demographic 

indicators and work-environment-related indices generated through PCA. 

Table 6.6.3.2: Binary logistic model results 

B S.E. Wald Exp(B) 

SOCIO-DEMOGRAPHIC VARIABLES 

@ 1.4SERVICE .23*** .04 31 .58 1.26 

@1 .5AGE -.12*** .04 10.80 0.88 

@1.6GENDER -1.13* .68 2.81 0.32 

MARISTAT .56 .83 .45 1.75 

OCCUP_CAT -1.03** .48 4.62 0.36 

@1.9DEPEND .38*** .11 11 .99 1.46 

LOCATION 1.04* .58 3.17 2.82 

H_INST _ TYPE -1.14* .62 3.34 0.32 

WORK ENVIRONMENT VARIABLES 

WORK_CONDITIONS_RENUM 3.39*** .52 41 .91 29.69 

RECOGNTION_WORK 1.54*** .34 20.42 0.21 

IMPACT _WORK -.59** .25 5.40 0.56 

PROF _DEVELOPMENT .21 .22 .96 1.24 

TOOLS_MATERIALS 2.58*** .42 37.43 13.23 

WORK_SAFETY 1.43*** .32 19.63 4.17 

VALUE_OF _WORK .96*** .21 20.82 2.61 

HOUSING_BENEFIT .01 .22 .00 1.01 

Constant 5.30*** 1.14 21 .51 200.41 

Model Summary 

-2 Log likelihood 177.9 

Cox & Snell R-square 0.48 

Nagelkerke R-square 0.72 

Omnibus tests of model coefficients 

( chi-square value) 260.95*** 
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Classification accuracy 

Predicted 

Observed Not satisfied 
Employee 

% Correct 
satisfaction 

No job satisfaction 70 24 74.5 

Employee satisfaction 11 300 96.5 

Overall percentage 91.4 

***, ** and * represent 1 %, 5% and 10% level of significance 

The degree of multicollinearity among variables was tested using VIF, and was found 

to be minimal , with all VIF values being less than 10. The estimated standard errors 

for the estimated parameter estimates were relatively low (i .e. below 10), indicating 

that micro-numerosity was not a problem. Model summary results showed the fitness 

of the logistic regression. The Omnibus test was significant (p < 0.000) , showing that 

the predictive capacity of the model was good. The value of the Nagelkerke R-square 

showed that the independent variables included in the model explained 72% of the 

variability in Employee satisfaction. The overall classification accuracy percentage of 

91.4% showed that the model successfully predicted employee satisfaction 

categories . 

6.3.1 Socio-demographics and employee satisfaction 

Contrary to the findings of Ramasodi (2010) and Chaulagain (2012) , that there is no 

association between employee satisfaction and socio-demographic characteristics, 

Table 6.6.3.2 shows a number of socio-demographic factors that significantly affected 

employee satisfaction in the present study. These include age, gender, number of 

years in service, number of dependants, and occupation. This confirmed the findings 

of a study by Brown and McIntosh (2003), that gender, age, and number of children , 

among other factors, have a significant effect on employee satisfaction. 

The parameter estimate for age (@1.5AGE) was negative and statistically significant , 

indicating that the older health workers in a public health facility become, the less likely 

they are to be satisfied with their job. A unit increase in Age decreased the likelihood 

of a health worker being satisfied with his or her job by 0.88. As one ages, one's 

priorities in life change; one is more conscious of future needs , and starts to demand 



more from one's job. This result is contrary to that of Bernal , Snyder and McDaniel 

(1998), who concluded that age is not a predictor of satisfaction. 

The Gender (@1.6GENDER) coefficient was significant at p < 0.01 , indicating that 

male workers are less likely to have job satisfaction. A unit increase in Gender, i.e. 

changing from Male to Female, increased the likelihood of Employee satisfaction by a 

factor of 0.32. The coefficient Number of years in the healthcare service 

(@ 1 .4SERVICE) was positive and statistically significant. This indicates that health 

workers are more likely to be satisfied with their job as their years in service increase. 

For an additional year in Number of years in healthcare service, the likelihood of a 

health worker being satisfied with the job increased by a factor of 1 .26. Service years 

therefore relate to the level of job satisfaction, which is one of the positive determinants 

of employee satisfaction (Kekana, Du Rand & van Wyk, 2007; Pillay, 2009). 

The Number of dependants (@1.9DEPEND) parameter estimate was positive and 

statistically significant, indicating that health workers with more dependants are more 

likely to enjoy job satisfaction. A unit increase in Number of dependants increased the 

likelihood of Employee satisfaction by an odds ratio of 1.46. Having more dependants 

demands stability, and , hence, issues of job security, rather than satisfaction, become 

more important. 

In this study, health workers were classified into two categories, i.e. Clinical staff and 

Clinical support staff, as indicated in Section 4.2. The negative coefficient of Type of 

occupation (OCCUP _CAT) indicated that clinical staff have higher odds of being 

satisfied with their current job, compared to clinical support staff. A unit increase in 

Occupation, i.e. changing from Clinical support staff to Clinical staff, increased the 

odds ratio of Employee satisfaction by a factor of 0.36. 

6.3.2 Work environment and employee satisfaction 

Professional development and housing benefits did not seem to have a significant 

relationship with employee satisfaction among these health workers in public health 

faci lities. This is contrary to the findings of Bhandari et al. (2010) and Yami et al. 

(2011 ), who found that a lack of training and development opportunities was 

associated with low levels of employee satisfaction . However, the results of the 
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present study show that employee satisfaction has a significant relationship with 

general working conditions, the impact of work, availability of tools and materials, work 

safety, and community value attached to the work done by the health workers. 

The parameter estimate of Working conditions and remuneration 

(WORK_COND_RENUM) was positive and statistically significant , indicating that 

health workers are more likely to be satisfied with their jobs when they enjoy good 

working conditions and are satisfied with their remuneration . Improving Working 

conditions and remuneration by a unit increased the likelihood of Job satisfaction. The 

literature offers several reasons for job dissatisfaction , including lack of supportive 

supervision, the absence of reward policies, a lack of training and development 

opportunities (Bhandari , Bagga & Nandan, 2010) , and increased workload (Happel , 

Martin & Pinikahana, 2003; Pillay, 2009). In a study of employee satisfaction among 

nurses in South Africa, Pieterson (2005) reported that most nurses were dissatisfied 

with their working conditions. The studies of Lephoko, Bezuidenhout and Roos (2006) 

and Kekana et al. (2007) supported this finding. Furthermore, several studies also 

indicated a poor salary as a major contributor to job dissatisfaction (Dieleman , Cuong 

& Martineau, 2004; Ouman et al. , 2005; Bhandari, et al., 2010). The results of a study 

by Pillay (2009) in South Africa showed that nurses in the public sector are dissatisfied 

with their pay. Several other studies have yielded similar results (Brevis, 2005; 

Kekana et al., 2007; Yami et al., 2011 ; Chaulagain , 2012). 

A positive and statistically significant coefficient of Recognition of contribution at work 

(RECOGNTION_WORK) showed that workers whose work is recognized by their 

supervisors or management are more likely to be satisfied with their jobs. A unit 

increase in Recognition of contribution at work increased the likelihood of Employee 

satisfaction by a factor of 0.21. Lyon (2003) and Dieleman et al. (2006) reported a 

positive correlation between recogn ition and employee satisfaction. In his two-factor 

theory, Herzberg (1959) indicates that recognition of work plays an important role in 

the satisfaction of a worker. 

The coefficient of Impact of work (IMPACT _WORK) was negative and statistically 

significant, indicating that the higher the impact of their work is, the less likely health 
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workers are to have job satisfaction. A unit increase in Impact of work reduced the 

odds ratio of Employee satisfaction by 0.56. 

Availability of tools and materials is an important determinant of employee satisfaction 

in public health institutions. The coefficient Tools and materials 

(TOOLS_MATERIALS) was positive and significant , showing that workers are more 

likely to be satisfied with their jobs when tools and materials are available. These tools 

and materials include medication, supplies, and equipment. A unit increase in Tools 

and materials increased the likelihood of Employee satisfaction by a factor of 13.23. 

Pillay (2009) and Bhandari et al. (2010) found that poor physical working conditions, 

in particular, a lack of infrastructure and equipment, resulted in low employee 

satisfaction. In their study of employee satisfaction in the healthcare service in South 

Africa, Mohase and Khumalo (2014) also found that availability of sufficient resources 

was positively correlated with employee satisfaction . 

The parameter estimate for Work safety (WORK_SAFETY) was positive and 

statistically significant. This means that work safety increases the odds of health 

workers having job satisfaction . A unit improvement in Work safety increased the 

likelihood of Employee satisfaction by a factor of 4.17. A study by Mohase and 

Khumalo (2014) yielded the same result. 

The value of the work of healthcare workers to their patients and the community 

(VALUE_OF _WORK) was positively related to Employee satisfaction. Therefore, 

health workers are more likely to be satisfied with their jobs when their work is valued 

by the community. A unit increase in Value of work increased the likelihood of 

Employee satisfaction by a factor of 2.61. Workers gain personal gratification when 

thei r work is valued by their patients and the community. Many studies support this 

find ing (Erasmus, 1998; Uys et al. , 2005; Kekana et al., 2007; Pillay, 2009). The effect 

is even greater for those working in rural areas (Pillay, 2009) . 

6.3.3 Relationship of employee satisfaction with type of health facility and 

location 

The results showed a relationship between the type of health facility (H_INST _ TYPE) 

and employee satisfaction. The negative parameter estimate showed that health 
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workers working in clinics are less likely to be satisfied with their jobs, compared to 

those working in hospitals. 

Similarly, the parameter estimate for the area (LOCATION) was positive and 

significant. The odds of health workers being satisfied with their jobs are higher for 

workers in facilities located in urban areas. Changing Rural to Urban increased the 

likelihood of Employee satisfaction by a factor of 2.82 . This finding is similar to that of 

Pillay (2009) in that nurses in rural provinces of South Africa were more likely to be 

dissatisfied with all facets of their work. 

6.4 Discussion 

Healthcare workers in rural areas are more likely to be dissatisfied with all aspects of 

their work, not only because of unsatisfactory working conditions, but also due to the 

challenges faced by the recip ients of their services, and the fact that there is little or 

no remedial action they can take. People in rural areas are more likely to have to 

travel long distances to access healthcare services, particularly specialist services. 

This can be a significant burden in terms of both time and money. In addition , the lack 

of reliable transport is a barrier to care. In urban areas, there is public transport for 

patients to attend medical appointments; however, these transportation services are 

often lacking in rural areas. Rural communities have more elderly residents , who may 

have chronic conditions. They may need to make multiple visits to outpatient 

healthcare facilities , which would require reliable transport. 

The closure of rural healthcare facilities or the discontinuation of services has a 

negative impact on access to care in these communities. Factors impacting the 

severity of the situation may include distance to the closest provider, availability of 

alternative services, the availability of transport services, and the socioeconomic and 

health status of the relevant individuals. A low income, no paid time off work, physical 

limitations, and acute conditions can significantly affect their ability to access care. 

Lack of sufficient medication in rural facilities leads to patients having to buy prescribed 

medication from private chemists . Maintaining pharmacy services in rural towns can 

be a challenge. When a community's only pharmacy closes, it creates a void in 

services, which will increase the job dissatisfaction of rural healthcare practitioners . 
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Healthcare needs in rural areas are not inherently different to those of urban areas. 

Poverty, deprivation, social isolation , and drug- and alcohol abuse are all features of 

rural areas, but are compounded by poor access to secondary and tertiary care 

(Mohase and Khumalo, 2014) . A rural practice is arduous and challenging, with 

practitioners facing all manner of medical and social problems. Furthermore, there is 

a reduced range of service providers available, in both primary and secondary care, 

in ru ral healthcare. 

The results of this study revealed six factors integral to understanding work 

envi ronment and level of employee satisfaction , identified and expanded on in the 

qualitative phase of the this study. These are: training and development 

opportunities, adequate workforce , location of healthcare facility, remuneration , 

avai lability of medication and equipment, and proper supervision. These factors are 

illustrated in Figure 6.1 below. 

The results showed that the professional health workers in the urban areas strongly 

agreed that they have an adequate workforce available, in contrast to those in rural 

areas. The responses regarding the adequacy of the workforce in the clinics were 

affirmative, in contrast to the responses regarding the hospitals. 
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Figure 6.1: Diagram for the work environment and employee satisfaction 

The urban workers were satisfied with the availability of medication in their facilities. 

The non-clinical staff received more supervision , compared to the clinical staff. The 

non-clinical staff expressed dissatisfaction with their remuneration. The results 

further indicated that the men were more satisfied with their remuneration than the 

women. The workers in the urban areas were found to be relatively more satisfied 

with their income, compared to their rural counterparts. The results also showed 

that the clinical staff members were relatively happier with their remuneration , 

compared to the non-clinical staff. This may be due to the fact that clinical staff 

members receive OSD benefits, which some non-clinical staff do not. Finally, more 

training opportunities were reported to be available to the rural health workers than 

to those in the urban areas. 
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There may be a need to offer comparable and satisfactory salaries men and women , 

for rural and urban staff, and for clinical and non-clinical staff. Figure 6.2 below 

shows the antecedents of employee satisfaction as confirmed and expanded by the 

qualitative findings. Akin to the study by Kovner et al. (2006), this study included 

factors such as the number of dependants of the employees, location , and the type 

of institution in determining employee satisfaction and service quality, but used the 

binary logistic model instead. 

As the number of years of service of health employees increases, they are more 

likely to be satisfied with their jobs. As the employees grow older, they are likely to 

be less satisfied with their jobs. Male employees are less likely to be satisfied with 

their jobs than female employees. Similarly, clinical staff members are less 

satisfied with their jobs than non-clinical staff, which could be attributed to their 

dependence on equipment and specialised medication . 
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Figure 6.2: Diagram for employee satisfaction antecedents 

6.5 Summary 

This chapter presented the findings in answering the main research question , using 

diagrams. The first diagram relates to the descriptive statistics, which provided an 

understanding of the socio-demographics characteristics of the staff employed in the 
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health institutions being researched. The second diagram shows the relationship 

between employee satisfaction and its determinants. The parameter estimates of the 

determinants that were statistically significant were presented in the diagrams. The 

binary logistic regression model was used to determine the results , and indicates the 

findings for Employee satisfaction. 

Employee satisfaction is a multi-dimensional construct, in that it is affected by a 

number of factors or determinants (Rose, 2001; Bhandari et al., 2010). The results 

show that employee satisfaction among health workers in public health institutions is 

affected by both personal and organisational factors (Hayes, Bonner & Pryor, 2010) . 

Socio-demographic factors such as age, gender, years of service, and number of 

dependants have an association with employee satisfaction of health workers in public 

health facilities. 

The study revealed several work-related determinants of employee satisfaction, and 

the results confirmed findings from past studies. Working conditions and remuneration 

appear to be the most important factors in employee satisfaction, and improving these 

would have a major impact on employee satisfaction and, hence, their retention . 

The next chapter focuses on determining the antecedents influencing the quality of 

service in public healthcare facilities. The chapter also looks at the assumptions of 

the model , the results and discussion, and a summary of the findings. 
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CHAPTER 7: FINDINGS - ANTECEDENTS OF SERVICE QUALITY IN THE 

PUBLIC HEAL TH SECTOR 

7.1 Introduction 

This chapter focuses on determining the antecedents influencing the quality of service 

in public healthcare facilities. In particular, the focus is on how employee satisfaction 

influences the quality of service. In addition, the analysis in this chapter will show 

whether there is any relationship between the socio-demographic characteristics of 

healthcare professionals' quality of service. An ordinary least squares (OLS) 

regression model was used to determine factors affecting the quality of healthcare 

services in public health institutions. The rest of the chapter is divided into three 

sections, i.e. assumptions of the model , the results and discussion , and a summary of 

the findings. 

7.2 Model assumptions 

The model assumes that the dependent variable is normally distributed. The 

skewness of the dependent variable was -0.49, which was between the -1 - +1 rule of 

thumb. Model diagnostics tests were performed to test the fit of the OLS model to the 

study data. 

Firstly, VIFs were estimated to test for multicollinearity among variables (Table 7.2). 

The VIFs were less than the critical value of 10 (Greene, 2003), indicating that 

multicollinearity was not a serious problem in the data set. Even though Age and 

Years of service showed a stronger correlation , the VIFs were significantly less than 

1 O; hence, both indicators were included in the model. 

Secondly, a scatterplot of the standardized residuals against standardized predicted 

values of independent variables included in the model was used to test for linearity of 

the model and independent errors (i.e. successive residuals were not correlated). The 

scatter plot showed a random distribution of the residuals , i.e. the points were 

scattered, and there was no obvious pattern (see Figure 7.1 ). This showed that the 

assumption of linearity held, that the independent errors were normally distributed, 

and that variances of the residuals were constant. 
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Table 7.2: Multicollinearity test for variables included in the model 

Tolerance VIF 

1.5AGE 0.17 5.74 

1.6GENDER 0.65 1.54 

MARISTAT 0.34 2.91 

1.9DEPEND 0.67 1.50 

1.4SERVICE IN YEARS 0.27 3.72 

OCCUP_CAT 0.72 1.38 

LOCATION 0.68 1.47 

H_INST_TYPE 0.63 1.60 

5.3REPROTRAIN 0.75 1.34 

WORK_CONDITION - REMUN 0.68 1.48 

RECOGNTION_WORK 0.68 1.48 

IMPACT _WORK 0.73 1.37 

TOOLS_MATERIALS 0.85 1.17 

WORK_SAFETY 0.75 1.33 

VALUE_OF _WORK 0.80 1.24 
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Figure 7.1: Scatterplot of standard residuals versus standardized predicted values 

Thirdly, heteroscedasticity was accounted for by estimating robust standard errors , as 

shown in Table 7.3.3, which also presents results of the OLS regression model. 

7.3 Results and discussion 

The subsection below provides a brief description of the dependent variable. 

7 .3.1 Description of the dependent variable 

According to most of the healthcare professionals, the quality of service in public 

healthcare institutions is good. The mean Quality of service score was 15.82, which 

was 79% of the total Quality of service score (Table 7.3.1 ). There was a statistically 

significant difference in the mean Quality of service scores of hospitals and clinics. 

The quality of service in public health clinics was ranked higher, with a mean score of 

16.48, compared to 15.52 for hospitals. This could be attributed to high workloads in 

hospitals, compared to clinics, due to high volumes of patients , which could 

compromise the quality of service. 

1271 Pa a e 



Table 7.3.1: Mean quality of service scores across groups 

Variable Category N Mean Std. Std. Error t 

Deviation Mean 

Location Rural 206 16.03 2.89 0.20 1.5 

Urban 199 15.61 2.61 0.19 

Type of Hospital 277 15.52 2.96 0.18 -3.3*** 

institution Clinic 128 16.48 2.13 0.19 

Total 405 15.82 2.76 0.14 

***, ** and * represent 1 %, 5% and 10% level of significance 

The mean Quality of service scores for healthcare services are shown in Table 7.3.2. 

The quality of service was high for Antenatal care (4.04) and Postpartum care (3.98). 

Family planning services had a lower mean Quality of service score, compared to the 

other three healthcare services. 

Table 7.3.2: Mean quality service scores for healthcare services 

Healthcare Services N Mean Std. Std. Error 

Deviation Mean 

Family planning services 405 3.89 0.76 0.04 

Antenatal care 405 4.04 0.78 0.04 

Delivery/Maternity 405 3.92 0.93 0.05 

Postpartum care 405 3.98 0.86 0.04 

7.4 Model summary results 

Table 7.3.2 shows that the model had an F-value of 14.28 and p < 0.05. Hence, the 

null hypothesis, that the model has no explanatory power, is rejected. Further model 

diagnostic statistics showed that 33% of the variability in Quality of service was 

explained by independent variables included in the model. 
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7.4.1 Quality of service and socio-demographic characteristics 

One of the objectives of this analysis was to ascertain the existence of any relationship 

between the quality of services offered in public health institutions and socio

demographic characteristics of health professionals, i.e. age, gender, marital status, 

years of service, and number of dependants. 

Results showed no statistically significant relationship between quality of service and 

most socio-demographic characteristics , except for occupation and number of years 

worked in the public health service. Recent studies on quality of services offered in 

public health institutions have mostly been qualitative (Mohase and Khumalo, 2011; 

Mosadeghrad, 2014), and thus did not empirically test for significant differences. 

Thus, the conclusions reached could differ from those reached in this study. For 

example, Mosadeghrad (2014) found that socio-demographic factors influenced the 

interaction between a provider and the patient , thus affecting the quality of service. 

This is displayed in table 7.3.3. below. 

The number of years in health service (1.4SERVICE IN YEARS) is positively related 

to the quality of health service in public health institutions. An increase of one year in 

the Number of service years increased the Quality of service score by 0.07. An 

increase in service years results in more experience, which could result in better 

quality of the service offered by health workers. Similarly, the occupation of health 

professionals (OCCUP _CAT) is positively related to the quality of service in the public 

health institutions. The quality of service offered is higher for clinical staff, compared 

to clinical support staff. 

Table 7.3.3: Multiple regression model results with Service quality as the dependent 

variable 

ANOVA 

Sum of df Mean Square 

Model Squares 

F 

Regression 1095.39 15 74.19 14.28*** 
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Residual 1989.81 289 5.25 

Total 3085.20 404 

COEFFICIENTS 

Unstandardized Standardized 

Coefficients Coefficients 

B Std. Error Beta t 

(Constant) 15.24 0.93 16.41 *** 

1.5AGE -0.04 0.02 -0.16 -1 .63 

1.6GENDER -0.31 0.33 -0.05 -0.92 

MARISTAT 0.31 0.38 0.06 0.80 

1.9DEPEND 0.01 0.06 0.01 0.10 

1.4SERVICE IN YEARS 0.07 0.02 0.26 3.32*** 

OCCUP _CAT 1.02 0.26 0.19 3.87*** 

LOCATION -0.71 0.27 -0.13 -2.59** 

H_INST _ TYPE 1.35 0.31 0.23 4.43*** 

5.3REPROTRAIN 0.93 0.28 0.16 3.33*** 

WORK_CONDITION - REMUN 1.14 0.14 0.41 8.31 *** 

RECOGNTION_WORK 0.51 0.14 0.19 3.75*** 

IMPACT _WORK -0.27 0.13 -0.10 -2.06** 

TOOLS_MATERIALS 0.12 0.12 0.04 0.96 

WORK_SAFETY 0.38 0.13 -0.14 2.90*** 

VALUE_OF _WORK 0.04 0.13 0.01 0.30 

MODEL SUMMARY 

R 0.60 

R2 0.36 

Adjusted R2 0.33 

***, ** and * represent 1 %, 5% and 10% level of significance 

7.4.2 Quality of service and employee satisfaction 

The results showed that there is a strong relationship between quality of service and 

employee satisfaction . All Employee satisfaction variables (work-related) , except two, 

were statistically significant at 1 % and 5% levels. Availability of tools and materials 

that enable them to do their job efficiently (TOOLS_MATERIALS) and the health 
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professionals' work being valued by the community (VALUE_OF _WORK) were the 

only employee satisfaction and work-related variables that did not have a statistically 

significant relationship with the quality of the service offered. Although this finding 

might seem to be contrary to the findings of Mohase and Khumalo (2014) , their study 

did not employ parametric testing, and therefore could not determine the significance 

of the effect of the availability of resources on quality of services at healthcare 

institutions. 

Working conditions and remuneration (WORK_CONDITION_REMUN) are positively 

related to the quality of service in public health institutions. A unit improvement in 

General working conditions and Remuneration increased the Quality of service score 

by 1.14. Similarly, Recognition of work (RECOGNTION_WORK) was statistically 

significant and positively related to Quality of service. A unit increase in Recognition 

of work increased the Quality of service score by 0.51. Though the quality of service 

was measured from the patient's perspective, a study by Wanjau et al. (2012) in 

Kenya's publ ic health sector showed similar findings. Better working conditions, a 

good salary, and recognition will motivate health workers to commit to their work and 

execute their duties efficiently. 

The impact of the work done by health workers (IMPACT _WORK) is negatively related 

to the quality of service. This was expected, as the same variable was negatively 

related to employee satisfaction. A unit improvement in the Impact of work reduced 

the Quality of service score by 0.27. The same explanation as that given in Section 

6.3.2 holds. The FGDs revealed that, the higher the impact of their work on the 

community is, the more demotivated health professionals become , since this is not 

accompanied by an increase in their salaries. 

The availability of tools and materials in executing their duties (TOOLS_MATERIALS) 

is positively related to the quality of service in public health institutions. A unit increase 

in Tools and materials resulted in an increase of 0.12 in the Quality of service score. 

The availability of medication, supplies, and equipment means that health 

professionals can discharge their duties efficiently, and the quality of service offered 

to patients is improved. 



The results show that safety at work (WORK_SAFETY) remains a key determinant of 

quality of service in public health institutions, at a significance level of 1 %. Safety at 

work was positively related to Quality of service, with a unit improvement in Work 

safety resulting in a 0.38 increase in the Quality of service score. Provision of work

related training (5.3REPROTRAIN) was also found to be statistically significant and 

positively related to Quality of service. A unit increase Work-related training resulted 

in an increase in the Quality of service score of 0.93. Training health professionals 

refreshes their knowledge and skills, allowing them to be up to date with methods and 

technologies , in order to offer effective assistance to patients. 

7.4.3 Relationship of quality of service with health facility and location 

The location of the public health facility (LOCATION) is negatively re lated to the quality 

of service. The results showed that the quality of service provided in rural health 

facil ities is better than that offered in urban facilities. This might be related to the 

differences in the workload between facilities located in rural and urban areas. With 

more work, the quality of service decreases, as health professionals tire. In the FGDs, 

some nurses from urban facilities complained about being overloaded. The results 

from FGD responses show that approximately 44% of health professional felt 

overloaded at work. 

Similarly, quality of service is positively related to the type of health facility 

(H_INST _ TYPE). The results show that quality of service is higher in clinics than in 

hospitals. This could also be related to the differences in the amount of work at clinics 

and hospitals. The FGDs revealed the frustration of health professionals working in 

large health institutions such as hospitals, particularly regarding insufficient medication 

supplies and equipment. 

7.5 Discussion 

A significant number of professionals were dissatisfied with their remuneration, which 

is of great concern. This dissatisfaction relates specifically to the public sector 

implementing the OSD, which excludes some professionals. Focus group participants 

often compared the work and pay in their situations, stating that all nurses are 

contributing towards quality patient care, but only one category, professional nurses, 

benefits from OSD. 
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The results suggest that healthcare workers are dissatisfied with their working 

conditions in publ ic health facilities. The work environment should motivate 

employees to perform at their best and show commitment to the organisation , which 

could be achieved by enhancing work conditions, thus impacting employee 

satisfaction. The conditions under which jobs are performed could have as much 

impact on people's effectiveness, comfort, and safety as the intrinsic details of the task 

itself. 

The amount of effort exerted on a job depends on the expected return . People may 

perform their jobs better and be satisfied if they believe that their efforts will be 

rewarded, perhaps through a promotion or a salary increase. However, in most cases, 

hospital managers in the public sector do not have the ultimate decision-making 

authority regarding financial incentives to motivate employees to perform better. 

Participants who did not benefit from the OSD noted being underpaid , resulting in them 

feeling hostile towards the Department of Health, the government, and their 

colleagues. They felt underappreciated, worthless , and demotivated. These 

perceptions of inequity have caused some nurses to consider other institutions and 

positions, while others have reduced their efforts. 

There is a significant relationship between quality of healthcare service and 

sociodemographic characteristics such as age, gender, marital status , and number 

of dependants. The other demographic characteristics that have a relationship with 

quality of service are occupation and the number of years worked in the public health 

service. In order to improve the quality of service offered in the workplace , the focus 

should be on improving work-related aspects in the workplace, particularly those that 

affect employee satisfaction. The diagram below illustrates the antecedents of 

service quality. 
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The results of the study show that the quality of service is positively influenced by 

the years of service of the employees, work-related training , work conditions, 

remuneration , recognition , and safety. On the other hand, the impact of the work on 

the community has a negative effect on the quality of service. Location and 

institutional type were the main focus during the qualitative sessions , which is a 

unique contribution of the present study, as it highlights the urban- rural division . In 

comparison to being a member of support staff, being a member of the clinical staff 

positively influences the quality of service. Working in a clinic, compared to a 

hospital , has a positive impact on the quality of service. 



7.6 Summary 

Employee satisfaction has an effect on the quality of service provided in public health 

institutions. Improving key employee satisfaction determinants in the workplace, such 

as working conditions, remuneration , availability of medication and equipment, 

availability of equipment, safety, and recognition, will result in improvement in the 

quality of services offered to patients. In addition, provision of work-related training, 

though not one of the significant determinants of employee satisfaction , will have a 

positive impact on quality of service. The results also indicate that the quality of health 

services in public health institutions in rural areas and clinics is better than that in the 

urban areas and hospitals respectively. This is an important finding, showing the need 

to decongest public hospitals, possibly through investments in more hospitals. 

Training of more clinical and support staff should be considered as an option in 

reducing work overload among health professionals in hospitals and urban public 

health facilities . 

OLS regression findings are reflected in the above diagram. The coefficient 

estimates of the statistically significant variables are shown regarding the quality of 

service offered at the health institutions. These findings may inform the 

management of hospitals and policy makers in improving employee satisfaction and 

the quality of service provided by hospitals, as they identify the focal points for policy 

and management intervention. 



8.1 Introduction 

CHAPTER 8: CONTRIBUTION, CONCLUSIONS, AND 

RECOMMENDATIONS 

The primary research objective of the study was the development of an integrated framework 

for employee satisfaction and service quality of professional healthcare workers in KZN, 

South Africa, for both urban and rural facilities . The study used a mixed-method research 

strategy. The rest of this chapter presents the contribution and conclusions of the study in 

terms of reaching the study objectives , providing policy implications, recommendations, and 

future research direction. 

8.2 In researching the study objectives 

This study focused on a rural-urban comparison of employee satisfaction and retention of 

healthcare professional , and the effects thereof on service quality in the public health 

system of the KZN province, in South Africa. Specifically, the study was aimed at 

determin ing i) the antecedents of employee satisfaction of health professionals in KZN; ii) 

the consequences of employee satisfaction of health professionals in KZN; iii) the 

interactive, significant relationships between the antecedents and consequences of 

employee satisfaction of healthcare professionals in KZN; iv) whether any significant 

differences existed between the antecedents and consequences of employee satisfaction 

for health professionals, based on their geographical area, and; v) to explore and 

distinguish between the urban and rural contextual factors of employee satisfaction in 

professional healthcare. 

In order to reach the above objectives, the facets approach was used to build on the factors 

of employee/job satisfaction, retention , and quality of service in public health institutions. 

Questions on socio-demographic characteristics of health workers in the KZN context were 

addressed , to allow for assessment of their relatedness with employee satisfaction and 

service quality, as a contextual study. 
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In summary, this study provides the means to expand on the factors that should be used to 

measure employee satisfaction and service quality of healthcare professionals in the public 

health sector where there is an urban-rural divide. 

Employee satisfaction was found to be surprisingly high among health workers in this study, 

despite several challenges in the sector. Very few are keen on changing their profession. 

However, several challenges in the public health sector affect employee satisfaction , and, 

if not addressed, could result in increasing numbers of health professionals leaving their 

jobs for better opportunities abroad. The findings show a lack of healthcare providers and 

support staff in public health facilities . The health professionals complained of staff 

shortages, work overload, stress, and isolation. Staff shortages negatively affect the ability 

of health professionals to take leave days for any reason, including study. In addition, 

career development opportunities are minimal and the privilege of a few. 

This study reaffirms the notion that employee satisfaction is multi-dimensional , in that it is 

affected by both personal and organisational factors. Socio-demographic factors of health 

workers, such as age, gender, years of service, and number of dependants, have an 

association with employee satisfaction of health workers in public health facilities. Years 

of service and number of dependant in the care of a health worker are positively related to 

employee satisfaction; an increase in either increases the likelihood of employee 

satisfaction. The other socio-demographics, i.e. age, gender, and occupation , are 

negatively related to employee satisfaction. Female and young clinical staff are more likely 

to have job satisfaction than male and older non-clinical staff respectively. This could be 

ascribed to the fact that , as one matures and becomes more focused, one's priorities in life 

change, and what a person wants from a job also changes. However, there may be a need 

for further research in this area, to create greater understanding of the relationship. 

There is a gender dimension to employee satisfaction among workers in the public health 

sector. The majority of health workers in this sector are women, and this study shows that 

they are more frustrated with their jobs than their male counterparts. Other studies, such 

as that by Yami et al. (2011) and Chaulagain and Khadka (2012), showed that men in 

health institutions are more dissatisfied than women with their jobs. In the present study, 

the female health professionals feel overworked, unrecognized, and stressed. The problem 

is exacerbated by their inability to leave their current jobs for greener pastures. The thought 
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of being separated from their families was considered unbearable by most of the women, 

and some considered it not worth the risk to move abroad. A public health sector that has 

mainly frustrated employees does not bode well for the country, and gender cannot be 

ignored in developing strategies to increase employee satisfaction and improving the 

welfare of employees. 

Other challenges are related to the availability of medication and equipment that allow them 

to perform their work efficiently. The public health sector's medication- and equipment 

supplies system may not be efficient, resulting in temporary shortages in rural facilities. 

This situation is frustrating to the employees, and would lead to job dissatisfaction. In 

general, health workers prefer to work in urban facilities, rather than rural areas, due to 

perceptions of better working conditions in facilities in towns. 

The supervision of health professionals is considered poor, particularly in hospitals and in 

facilities in urban areas. Hospitals and urban health facilities are both quite busy, and, due 

to their capacity, they also have more employees than rural clinics. This is a critical aspect 

in ensuring the quality of healthcare services provided to patients. 

The study concluded that low salaries reduce motivation and employee satisfaction. Health 

professionals are dissatisfied with their salaries. They indicated that their salaries are not 

aligned with the work they perform. In general , public-sector health professionals' salaries 

are relatively low compared to the private sector and abroad. Opportunities offered abroad 

in developed countries are more rewarding, and this is the major attraction for health 

professionals. As health professionals get older, their thinking is focused on the future , i.e. 

retirement and the wellbeing of their families. There are basic needs such a house, car, 

and the ability to look after their families well, including children's education. As long as 

their job is unable to provide for these basics and there are better opportunities elsewhere, 

professionals are bound to leave for these opportunities. 

The work environment generally affects employee satisfaction among health workers in 

the public sector. General working conditions that are rewarding, not stressful, offer 

opportunities for personal development, and where one's contribution is appreciated, 

among other factors, increase the likelihood of employee satisfaction. Most importantly, 

remuneration and availability of tools and materials at work have a considerable effect on 
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employee satisfaction. Improving these factors will have a notable impact on employee 

satisfaction and, hence, retention. 

The quality of service offered in public healthcare institutions is related to employee 

satisfaction, particularly work-related aspects that significantly affect employee satisfaction. 

These factors include general working conditions, remuneration, availability of medication 

and supplies, availability of equipment, safety, and recognition. Improving these will result 

in improvements in quality of services offered to patients. Provision of work-related training 

will also have a positive effect on employee satisfaction . However, there seems to be no 

association between most socio-demographic characteristics and quality of services 

offered: occupation and years of service. 

The quality of health services in public-health institutions in rural areas and clinics is better 

than that in the urban areas and hospitals respectively. This is an important finding , and 

shows the need to decongest public hospitals , perhaps through investment in more 

hospitals. Training of more clinical and support staff should be considered in reducing work 

overload among health professionals in hospitals and urban public-health facilities. 

In the present study, several hypotheses were developed regarding the relationship 

between work environment, employee satisfaction, retention, and service quality for the 

healthcare facilities in rural and urban areas of South Africa. Hypotheses testing revealed 

some relationships that were not statistically significant, and these were rejected. Also, 

some hypothesized relationships were partially accepted. 

For the rural areas, the following hypotheses were rejected: 

the relationships between employee satisfaction and service quality (H13); and 

between employee retention and service quality (H1 s). 

The summary in Table 4.4.10 is of importance to healthcare practitioners, administrators, 

and policymakers, in that it indicates the essential measures to consider in the work 

environment to achieve service quality. For those intending to deliver service quality, the 

study results indicate several relationships that could achieve this, related to the work 

environment. According to Dean (2004) and Scotti et al. (2007) , the conditions in the work 

environment are responsible for driving service quality, which is consistent with the results 
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obtained in the present study. Work environment was found to be positively related to 

service quality, without any mediating variable (Hs). The mediating variables included in 

the investigation were fulfilment, general work satisfaction , and employee satisfaction . The 

key paths in delivering service quality are: 

- from work environment to general work satisfaction to service quality (H2, H11); and 

- from work environment to fulfilment to service quality (H1, Hg). 

Employee retention was not related to service quality (H1 s); however, the results of this 

study be useful to practitioners regarding the paths that may lead to employee retention. 

Mohase and Khumalo (2014) point out that retaining healthcare professionals in South 

Africa has been impaired by their work environment. The present study found that 

employee retention in the rural areas may be achieved by a conducive work environment, 

mediated by general work satisfaction , fulfilment , and employee satisfaction. Three 

relationships in achieving employee retention were identified (therefore the related 

hypotheses were accepted) . The paths are: 

- from work environment to fulfilment to general work satisfaction to employee 

retention (H1, H6, H12); 

- from work environment to general work satisfaction to employee retention (H 2, H11); 

and 

from work environment to employee satisfaction to employee retention (H3, 

H14).Wright and Davis (2003) highlight the importance of the relationship between 

work environment and employee satisfaction, and emphasize that employee 

satisfaction can be enhanced if the work environment is improved. Page (2004) 

supports the link between work environment and employee satisfaction , and further 

posit that the effects of a poor work environment on the outcomes of employees lead 

to poor employee satisfaction. These mediators suggest that practitioners can 

achieve the goals of employee retention in the workplace by understanding these 

paths. In addition to these paths, per H4, there is a relationship, without a moderating 

variable, between work environment and employee retention. 

For the urban areas, most of the relationships were the same as for the rural sample, with 

the exception of the following (also see Table 4.4.10): 
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- H1 and H2 were partially accepted for the urban sample, whereas, for the rural 

sample, these hypotheses were accepted . Interpretation of these results was not 

different from that of the rural sample; 

- Relationship proposed by H1 3 and H1 s were significant for the urban sample. 

Employee retention and employee satisfaction are mediating variables for service 

quality. In the case of the mediating variable for employee satisfaction, the two 

additional paths are: 

- from work environment to employee satisfaction to service quality (H3, H1 3); and 

- from work environment to fulfilment to employee satisfaction to service quality (H1 , 

H?, H1 3). 

Several studies have used the terms employee satisfaction and job satisfaction 

interchangeably (Buttenberg, 2011 ). Lok and Crawford (2001 ) and I lies et al. (2009) 

used employee satisfaction as an mediating variable. Yarrow and Owen (2005) 

show the link between employee satisfaction and service quality. 

On the other hand, the second variable, employee retention , can be viewed as a mediating 

variable for service quality, as indicated in the six critical paths determined for the urban 

sample. The first path is from work environment to employee retention to service quality 

(H4, H1s). Enhancing the work environment raises fulfilment , general work satisfaction , and 

employee satisfaction , which fuels employee retention , in order to improve service quality. 

This summarises the other five hypotheses. Heskett and Schlesinger (1994) link employee 

retention to service equality, arguing that organ isations that retain their employees are 

better able to drive service quality. 

As with many sectors in South Africa , the health sector is experiencing an increased trend 

in the departure of technical skills and experts for greener pastures in the developed world . 

The immediate result is ineffective and inefficient service delivery, evident in the public

sector health system . Literature has it that one of the main reasons for the exodus of health 

professionals is job dissatisfaction (Mitchell et al., 2001 ; De Milt et al., 2011 ; Department of 

Health , 2012; Blaauw et al. , 2013). Many studies have shown that job dissatisfaction often 

leads to high staff turnover (Ma et al. 2003; Page, 2004; Alberts, 2015) , absenteeism (Tinu 

et al. , 2015) , tardiness, and complaints. Conversely, when employees are satisfied, their 

performance (Judge, 1994) and productivity at work increase (Buitendach and de Witte , 
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2005) . They become motivated and committed to their work , ultimately leading to the 

improved well-being of the employee and better service delivery at work. 

From the findings of the present study, it can be concluded that the delivery of service 

quality in the public health sector should be improved through effective allocation of 

financial resources, in order to promote other functions that contribute to the retention of 

skilled employees, in order to enhance service quality. The allocation of financial resources 

should be informed by strategic planning, costing systems, personnel motivation, quality 

control , keeping public confidence in financial management, and financial accountability, 

using monitoring, auditing , and accounting mechanisms to ensure that allocated funds are 

used for the intended purposes. This will ensure expenditure control and maximise the 

effectiveness, quality, or quantity of medical care offered by public healthcare institutions. 

The study concluded that high quality level of health services must be provided efficiently 

without differing according to demographic factors such as age, marital status and location 

of institutions to ensure improved public satisfaction level for healthcare provided 

regardless of its rural or urban location. 

8.3 Contribution of the study 

This study makes an important contribution on a theoretical, methodological, and practical 

level. The theoretical contribution is the integrated framework of factors in the relationship 

between employee satisfaction and service quality, as well as antecedents of employee 

satisfaction. The methodological contribution is the contextualisation of the study using a 

sequential mixed-method design, and the practical contribution is the policy implications and 

associated recommendations for the Department of Health. 

8.3.1 Integrated framework of employee satisfaction and service quality 

Satisfaction comprises three main factor constructs: Organisational factors, Individual 

factors and Contextual factors, which , when integrated, lead to delivery of service quality. 

Service delivery within the healthcare sector is premised on the fact that organisational 

factors influence individual factors. These combined factors , together with contextual 
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factors, influence service delivery. Scotti et al. (2007) emphasise that a better 

understanding of the conditions in terms of organisational factors, such as work 

environment, which are responsible for driving service quality, is valuable to healthcare 

managers. Dean (2004) adds that strategies of improving these organisational factors are 

critical , as the organisational factors are linked to organisational outcomes, which may 

include service quality. This is displayed in figure 8.1. 

This integrated framework illustrates a variety of organisational , individual , and contextual 

factors that influence satisfaction of the healthcare provider's employees, who 

consequently commit to providing high-quality services. Organisational factors include 

work environment, compensation, supervision, work duties, and development. Individual 

factors include fulfilment, work satisfaction, employee satisfaction, and retention. 

Contextual factors consist of urban and rural influences. Ethnicity and family appear to be 

the major influences in a rural setting. 

The organisational factors that influenced individual factors in this study were the work 

environment, compensation, supervision, work duties , and development. Of the five 

aspects of the work environment outlined by McCrarey (2005) and Piko (2006) , work duties, 

supervision , compensation, and professional development are the aspects of which these 

organisational factors consist. Cromwell and Kolb (2004) are of the opinion that the 

employees may be encouraged to perform well in the workplace if they receive support 

from their organisation (i.e. staff development) and they receive supportive supervision 

from line managers. 
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Figure 8.1 :Integrated Framework of employee satisfaction and service quality 

If the organisational goal to have employees thriving in the workplace is achieved , the 

organisational factors are then likely to impact on the individual factors. The important role 

played by organisational factors (e.g. , work environment) in influencing individual factors 

(e .g., job/work satisfaction) is underscored by Wright and Davis (2003) , who found this 

relationship in their study. Mohase and Khumalo (2014) reiterate this in their study, where 

they point out that the work environment is suffering reduced retention of employees. 

Hence, an understanding of the nature of the links between the organisational and 

individual factors is crucial to healthcare administrators. Page (2004) contends that poor 

links may lead to staff turnover, which ultimately affects service delivery of organisations. 

High staff turnovers affect service delivery in healthcare centres ; Buerhaus (2005) points 

out that staff turnover and shortages impact on the provision of services. Therefore, 
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healthcare facilities are increasingly paying attention to how they can improve 

organisational factors (Haynes, 2008) . 

Several findings of the present study are supported by previous studies, such as that by 

Kekana, Du Rand, and van Wyk. (2007) on employee satisfaction of registered nurses in a 

community hospital in the Limpopo Province in South Africa. Their findings showed low 

levels of satisfaction as a result of poor working conditions, remuneration, poor supervision , 

and years of service. Mosadeghrad (2014), regarding factors influencing healthcare 

service quality, found that service quality was mainly affected by age, gender, the number 

of years in the field , safety, and training and development. 

The present study shows that healthcare professionals are burdened by heavy workloads, 

poor remuneration, a poor work environment, lack of professional development, and poor 

supervision and leadership. In the qualitative phase, participants indicated a lack of 

supervision: " My supervisor is not capable of good supervision" and a lack of resources: "I 

remember, one day, a patient with a fractured rib was brought to me for X-rays. I took the 

patient to X-ray room with confidence, and, upon arrival, the X-ray machine could not 

function and went to my supervisor for assistance. Shockingly, I was told that the machine 

was out of order due to lack of maintenance. I did not know what to say to the patient." 

Participants indicated these factors as having a negative influence on the quality of their 

service. 

High-quality outputs (services) require high-quality inputs. The resource shortage also 

increases the employees' job stress, which subsequently affects the quality of their work. 

All these factors impede the delivery of quality services, particularly in the public health 

sector. These findings are consistent with previous studies , such as those by McCrarey 

(2005) and Piko (2006). 

The analysis of qualitative data indicated that lack of professional development was another 

area of concern: "I think I would rather be empowered in my career than just to earn big 

money. There are no career prospects in my job." 
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The individual factors that came to the fore in employee satisfaction were: fulfilment, work 

satisfaction, job satisfaction , and retention. Fulfilment was identified by McCrarey (2005) 

and Piko (2006) as part of the five aspects of the work environment. The individual needs 

of employees differ from time to time in their career cycles (Singh, 2016), and, therefore, 

would tend to be dynamic over a given period. Individual factors drive individuals to seek 

and enter employment, and , according to Singh (2016), individual factors such as fulfilment 

may be motivated by organisational factors such as compensation and development. As 

such, healthcare facility administrators need to pay attention to the changing individual 

needs of employees. Being insensitive to such changes may cause employees to be 

inconsistent in service delivery. 

Buitendach and de Witte (2005) found that individual factors are linked to organisational 

effectiveness, and pointed out that increased employee satisfaction leads to productivity 

and organisational strength. Heathfield (2010) and De Milt et al. (2009) indicate that one 

individual factor may affect another individual factor. For example, job satisfaction could 

affect fulfilment, which is important for an organisation to achieve organisational targets 

such as service delivery (Heathfield, 201 0; De Milt et al. , 2009) . Similarly, Alberts (2015) 

noted the relationship among the individual factors of employee satisfaction being critical 

in retaining employees. Tutuncu and Kozak (2007) and Alberts (2015) further state that, 

once the individual factor of employee satisfaction has been achieved, it has the potential 

to impact service delivery. 

The present study further shows that fulfilment , work satisfaction, job satisfaction, and 

retention are critical factors in achieving high-quality service. Employee retention requires 

taking measures to encourage employees to remain in their organisations. Retention 

means employees plan to remain with the facility, and they do not actively search for 

alternative employment , and are also not responsive to offers. These findings are in 

support of the study by Mitchell et al. (2001 ). 

A study by Jain et al. (2009) evaluated the level of employee satisfaction among dentists 

and dental auxiliaries in India, in relation to different work- and environmental factors. The 

findings of the study showed that dentists had higher employee satisfaction scores than 

dental auxiliaries regarding opportunities to develop professionally, quality patient care, 

fulfilment, and recognition. 
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It is important that managers of public healthcare facilities have an understanding of why 

employees leave an institution , and it is equally important to identify those factors that 

attract people to institutions and keep them there. Successful organisations are those that 

value their employees and know what will retain them. Employees stay and leave for 

different reasons, which could be personal or professional. These reasons should be well 

understood by the employer, and should be taken into account in enhancing retention. 

The contextual factor pertaining to this study was whether the healthcare facility was in a 

rural or an urban setting. The geographical location of the healthcare centres was found to 

be linked to service delivery. Ma et al. (2003) affirm this in their study, which validated the 

link between employee satisfaction and the geographical location of the healthcare centre. 

The present study revealed that , in general, healthcare workers prefer to work in urban 

facilities. The study found that the location of an institution (urban or rural) does contribute 

to both the employee satisfaction and service quality of health professionals in KZN . This 

is could be due to the fact that there is a marked difference between urban and rural KZN. 

People living in urban KZN have better living conditions than those living in the rural parts. 

There are fewer job opportunities, and career choices are limited. 

Comparatively, the urban areas were perceived to be more accessible , with better 

infrastructure, health services, and educational institutions, and a variety of recreational 

facilities. This study has shown that family is also a key factor in bringing about improved 

service quality. Healthcare providers who were married commented that they are often 

separated from their children when they take rural posts, as their children are schooled in 

urban areas, as rural schools are considered to be substandard and scarce. 

It was interesting to observe that ethnicity was one of the determinants of employee 

satisfaction. This could be due to KZN being an example of ethnically homogeneous 

society. Although some healthcare workers in KZN may not be satisfied with their 

supervisors, they would still support them solely on the basis of them being "one of us," 

rather than on the merits of their supervision "Asithembeni uguthi bazoshintsha ngoba 

be'abantu bagithi" (Let's hope that they will change because they are one of us). " 
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The pluralistic evaluation in this study revealed a comprehensive picture of factors affecting 

quality and the reasons for their occurrence in a way that would not have been possible 

had a singular evaluation approach been used. As the demand for healthcare services is 

increasing, most public healthcare facilities find themselves overwhelmed with large 

volumes of patients. The majority of healthcare providers involved in this study stressed 

the quality of healthcare services being severely limited by a lack of resources. Important 

changes are required in a number of areas in healthcare system in KZN if healthcare 

facilities are to provide high-quality services. 

8.3.2 Antecedents of employee satisfaction, retention, and service quality 

The following factors are not adequately documented as antecedents of employee 

satisfaction, retention, and service quality. Thus, this study contributes to the body of 

knowledge by further documenting these factors. 

8.3.2.1 Location 

The study found that the location of an institution (urban or rural) does contribute to both 

the employee satisfaction and service quality of health professionals in KZN. This is could 

be due to the fact that there is a marked difference between urban and rural KZN. People 

living in urban KZN enjoy better living conditions than those in the rural areas, where job 

opportunities are fewer and career choices are limited. With regard to healthcare, rural 

KZN lacks the quality of hospitals available in urban KZN. Some of the rural areas do not 

even have a dispensary. This contrast was discussed in Section 1.6.1. 

Many rural hospitals are not equipped with the technology and resources necessary to 

provide advanced or specialised care. Rural poverty is often a product of poor 

infrastructure hindering development and mobility. Rural areas tend to lack sufficient roads 

that would increase access to educational institutions and amenities. Without roads, the 

rural poor are cut off from the technological development in urban areas. 

Poor infrastructure hinders communication, resulting in social isolation among the rural 

poor, many of whom have limited access to the media and news outlets. Urban areas are 

equipped with all the modern amenities, like the Internet, telephones, and satellite 
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communication. Facilities for shopping, entertainment, and other forms of recreation are 

more concentrated in urban areas , and this could be the motivation for these employees 

working in urban areas. 

8.3.2.2 Institution type - hospital vs clinic 

Hospital Clinic 

The study found that the type of institution (hospital or clinic) does contribute to both 

employee satisfaction and service quality of health professionals in KZN. This could be 

due to the difference in capacity and workload . Hospitals are a high-pressure and 

emotionally demanding setting, and employ many different types of people. 

Unconventional hours could also be a factor. It is not uncommon for hospital workers to 

work long hours and night shifts, on weekends and on holidays. 

Clinics deal with non-emergent cases; therefore , there is much less time sensitivity than in 

a hospital environment. The nature of the work is more routine than in a hospital , and 

employees generally know what to expect on a daily basis. Hospitals offer many different 

opportunities for clinical work and professional development. There is great potential for 

growth , as hospitals provide exciting opportunities to learn a variety of skills, explore 

different career interests, and work with top-level talent. This setting better suits a variety 

of career goals and work preferences. 
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8.3.2.3 Number of dependants (family) 

Although the study found that, generally, the number of dependants is another factor that 

contributes to employee satisfaction of professionals in the public health sector, it is 

interesting to note that the study identified rural workers as having more dependants than 

their urban counterparts. Rural areas lack infrastructure, amenities, educational 

institutions, and recreational activities. This could lead to boredom, which , in rural areas, 

leads to sexual activities and, hence, more dependants. 

However, the number of dependants contributes to employee dissatisfaction, which could 

be due to the demands of parenthood increasing, affecting the balance between work- and 

home life. It could also be due to the socio-economic burden of having more dependants 

and a lack of financial resources. 

8.3.2.4 Tribalism 

Tribalism in KZN is one of the determinants of employee satisfaction . This could be due to 

KZN being ethnically recognised as being a Zulu society, especially in the rural areas. 

Many of the inhabitants share common roots, an ethnic identity, a language, and religious 

convictions. KZN inhabitants also share a cultural outlook that emphasizes communal co

operation and responsibility. Given its homogeneous population in the rural areas, KZN is 

culturally united. The sameness associated with a homogeneous society may, at times, 

serve as justification to exclude other ethnic groups. 

Although some healthcare workers in KZN may not be satisfied with their supervisors, they 

would still support them, solely on the basis of them being "one of us," rather than the merits 

of their supervision. Tribalism is prevalent in KZNs rural areas; it controls much of the 

inhabitants' behaviour. This could also be due to KZN health professionals having a strong 

connection to their ethnic origin of being Zulu. Tribalism, however, positively affects 

employee satisfaction and service quality in KZN. 
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8.4 Practical contribution 
The outcomes of this research will be made available to healthcare institutions who seek 

informed interventions that will challenge inequalities within the sector and enhance service 

quality. 

This research will be useful on a theoretical base to academic researchers in employee 

satisfaction and talent management, and, on a practical level , to policy- and decision

makers in government and international agencies , development agencies, and civil society 

organisations concerned with integrating the voice of healthcare professionals into policy 

and decision-making processes. 

The researcher will present the outcomes of the research to the Provincial Department of 

Health and convene a working meeting with key members of the health research 

community, such as the Human Science Research Council (HSRC) and Health Systems 

Trust (HST) , including some of its most vocal critics, to look at issues related to improving 

service quality and addressing unintended consequences of tribalism-related employee 

satisfaction. 

However, a researcher is rarely successful when acting alone. Therefore, this research 

contribution will benefit from collaboration with communicators and advocates , to help 

make my case in a language the public and policy-makers understand. I will also publish 

articles and present the findings at conferences. I will actively participate in the policy 

process, including legislative proposals , and visit administrative departments to bring my 

research- and clinical experience to bear in decision-making. 

This research will be presented to the South African Initiative for Systematic Reviews on 

Health Policies, to contribute to better governance by encouraging open inquiry and debate, 

empowering people with the knowledge to hold government accountable, and enlarging the 

array of policy options and solutions available. 

8.5 Management and policy Implications 
The implications of the results for management are that the stakeholders in the health 

services sector need to capacitate the administration of public health institutions to be able 

to motivate their employees by providing incentives that improve employee satisfaction . A 
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clear policy framework for all the healthcare personnel may help them to realize their full 

potential. The plan may also need to focus on providing incentives for employees in rural 

settings. These incentives should cater for both the clinical and non-clinical staff. 

If a conducive work environment that fosters career development and up-skilling the 

personnel at the health centres in the rural areas is provided, then aspects such as service 

delivery would be likely to improve. Furthermore, at the policy level, there may be a need 

to consider the remuneration of health workers to bring it in line with the nature of their 

work. 

At the policy level, there is a need to improve the supply of medication and service at the 

healthcare institutions. The results indicate that the availability of medicines leads to health 

practitioners being satisfied with their jobs. The policy, therefore, needs to ensure that the 

health institutions have adequate stocks for treatment of patients. 

The study identifies the three primary health system inputs: human resources, physical 

capital , and consumables. 

Since people ultimately deliver all medical services, effective human resources 

management will play a vital role in the success of health sector reform. This study 

identified some factors that are critical to the promotion of service delivery within the health 

institutions and employee satisfaction of healthcare employees. The focus of policy makers 

and healthcare practitioners should be on enhancing these factors. These factors receiving 

due attention from policy and management initiatives would lead to employee satisfaction 

and quality service by employees in the public health sector. 

8.6 Recommendations 
It is recommended that the Department of Health utilise the results of this study to improve 

employee satisfaction. In addition, the factors that affect employee satisfaction should be 

used in long-range plans for improvement. 



The study highlights the need for policies that enhance the quality of care in the public 

health sector through training programmes for employees, which will enhance their work 

satisfaction. Continuous quality-improvement efforts will also require regular assessments 

of employees' perceptions of quality. 

The following recommendations are made based on the results obtained from this study: 

1. Setting a strategy for talent management; 

2. The development of a talent management process; 

3. Continuous consultations with public healthcare professionals regarding the health 

institution in which they work; 

4. Continuous development and training of staff to enhance performance; and 

5. Measuring the performance of the administrators of the public health institutions before 

starting performance development processes; these measures should include change 

management and talent management. 

To increase motivation and retention of health workers in the public health sector, 

government should devise strategies for incentivising health workers so that their salary 

scales and benefits are comparable to those in the private health sector. Such strategies 

could include staff development programmes available to all and housing benefits or loans, 

among others. Important in this process is consultation with the employees on how best 

their situations could be improved. This will show that government cares about the views 

of its workers. 

It is recommended that government institute a training programme for the management of 

public health institutions that includes management concepts such as keeping the morale 

of their workforce high. Health professionals should receive recognition from their 

supervisors whenever they have put in extra effort in their work. Even if such recognition 

is not monetary, it will improve employee satisfaction and the quality of services offered in 

public health facilities .There is a need to improve the working conditions in public health 

facilities in the rural areas. This will make it a more attractive employment option for health 

professionals. Better housing , improved information communication systems and access 

to technology, better educational facilities, and an allowance for working in a rural area, 

1 Fi'.'=l l P ::i n P. 



among other incentives, will increase the likelihood of health professionals wanting to work 

in rural facilities . It will also mean that such workers will be more connected to the rest of 

the world, and, hence, be less isolated. Similarly, there is a need to improve the efficiency 

of government's medication and equipment distribution system , to avoid shortages. 

Government should consider investing in expansion of existing facilities or building more 

public hospitals and clinics as a decongestion measure. In the same vein , recruitment and 

training of additional clinical and support staff should be considered, to reduce work 

overload among health professionals in hospitals and urban public health facilities. Gender 

mainstreaming should continue to be supported and implemented in all programmes 

targeting health workers in public health institutions. A gender lens should be applied each 

time such programmes are being designed. 

Finally, management of these facilities currently lack decision-making authority. Policies 

are extremely prescriptive, and do not allow sufficient flexibility to adapt to local 

circumstances. There is an urgent need to develop policies that would empower managers. 

8.7 Limitations of the study 

Due to resource constraints, the study was cross-sectional , and only included 405 

respondents in four districts of the province of KZN. A key limitation of cross-sectional 

research based on surveys is that the results can only be used to test theory, and not to 

build theory (Shah and Corley, 2006: 1822). The study would have benefited from a panel 

study conducted over many years that included all districts in the province. Such a study 

could identify additional employee satisfaction , retention, and turnover variables , which 

could contribute to theory-building. Such a study would have captured dynamics in 

employee satisfaction and quality of service over time and in relation to existing worker

related policies and working conditions. 

8.8 Directions for further research 

Future research could measure the quality of healthcare services provided at each health 

facility by also interviewing patients. Although this study did not include management of 

public health facilities as study respondents, future research should consider focusing on 

how employee satisfaction at the top level affects performance and productivity of 
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employees. Such a study will assess the trickle-down effect of top management's 

satisfaction with their own jobs and working conditions on those of lower-level employees 

and, ultimately, the quality of service in that public health institution . 

Future research should also compare the public- and private health sectors in terms of 

employee satisfaction and quality of service. This will give a clear picture in terms of 

differences between the two sectors , and could inform policy-makers on what should be 

done to meet expectations of both staff and patients. Furthermore, the frameworks could 

be developed into an instrument by applying quantitative scale development research on 

employee satisfaction and service quality. This will provide empirical evidence that could 

inform future interventions meant to increase job retention and improve service delivery in 

the public health sector. 

8.9 Conclusion 

The major theoretical contribution of this study is the addition of sound empirical evidence 

of antecedence and consequences of employee satisfaction , retention , and service quality 

that could encourage public healthcare professionals, particularly in KZN , to leave or stay in 

the sector. 

From a methodological point of view, the research provides evidence that the integrated 

framework developed from a sequential mixed-method design is a new contribution within a 

contextualised study. It outlines the factors that contribute to the employee satisfaction and 

service quality of public healthcare providers in KZN. The combination of qualitative and 

quantitative data and analysis is valuable in creating understanding the domains of 

healthcare and employee satisfaction . An integrated framework for the South African context 

was developed, using items that are normally used in retrospective questioning , as well as 

items that determine the risk of turnover. 

From a practical point of view, the research highlighted numerous employee satisfaction 

risks and potential retention factors that the Department of Health and general management 

and administration should consider regarding retention of their healthcare practitioners. The 

integrated framework could help to determine whether there is a risk of key healthcare 

professionals leaving. 
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ADDENDUM A: Questionnaire 

NORTH-WEST UNIVERSITY 
School of Business and Governance 

RESEARCH STUDY: Employee satisfaction and service quality of professionals in the public 
health sector within KwaZulu-Natal 

DEAR RESPONDENT 
You are invited to participate in this study of which the topic is reflected above. The information 
captured in this questionnaire is strictly confidential and will be used for research purposes by the 
researcher in fulf ilment of the requirements for a PhD at the School of Business and Governance, 
Mafi keng Campus, North-West University. Participation in the survey is not compulsory but 
voluntary and no financial or non-financial benefits are paid during or after participation. The 
respondent should be a healthcare practitioner. Participants can withdraw from the survey anytime 
they feel like doing. However, your cooperation is highly appreciated. 

Signature of interviewee: ... ... ... .... ... ... ... ... .. .. . .. ... .. .... . 
details: ... ........... ....... ....... ... ....... . .... .. ........ . . . 

Interviewee name 
Interviewer 
District 
Hospita 1/F aci I ity 
Date 

Thanking you in anticipation of your co-operation. 
Yours sincerely 
RESEARCHER [B.A. TAWANA] 
CONTACT DETAILS: 039 834 1439 OR 073 014 9618 
SECTION 1: BIOGRAPHICAL INFORMATION 

Contact 

1.1 . What is your occupation? [Circle one] 

[1] Assistant Nurse [5] Community Midwife [8] MD - Specialist Other 
[2] Auxiliary Midwife [6] MD 
[3] Midwife Obstetrician/Gynaecologist 

[7] MD Surgeon 
[9] Other ___ _ 

[4] Nurse 

1.2. In which unit do you work in this faci lity? [Circle all that apply.] 

[1] Antenatal Care (ANG) service 
[2] Maternity/Labour and Delivery 
[3] Family Planning (FP) 
[4] Postpartum Care (PNC) service 

[5] Casualty/Medical/Surgical service 
[6] 

1.3. How long have you worked at this health facility? ____ years ____ months 

Other 

1 .4. How long have you worked as a health practitioner, including your work in this health facil ity? ____ years 
___ months 

1.5. How old were you on your last birthday? ___ years old 

1.6. Sex: [1] Male [2] Female 

1.7. What language do you speak at home? 
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[1] English 
(2) Afrikaans 
(3) Zulu 
[4] Tswana 
[5] Other ________ _ 

1.8. What 

J Single 

] Married [3] Divorced 

is your marital 

[4) Widowed 

1.9. What is the total number of dependants in your household? __________ _ 

status? 
[1 

[2 

1.10. What is the age category of your dependants? [1] Primary__ [2] Secondary__ [3) Tertiary__ [4) 
Adults __ 

1.11 How long have you lived at your current home? _____ years 

1.12. How much time does it take for you to travel from your home to this health facility? [Circle one.]1] Less than 30 
minutes 

[2) 30-59 minutes 
(3] 1 hour to 3 hours 
[4) More than 3 hours 

1.13. Do 

] No 

your spouse or dependants live with you? 
(1 

Yes 
(2 
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SECTION 2: ASPECTS OF THE WORK ENVIRONMENT 

Now I would like to ask you about specific aspects of the work environment. Please indicate how much you agree or 
disagree with the following statements. The response categories are "Strongly Disagree," "Somewhat Disagree," "Neither 
Disagree Not Agree/Unsure," "Somewhat Agree ," and "Strongly Agree. " [Please circle the appropriate number 
corresponding to the response given.] 

Stron Siron 
a Question 

gly Disagr Unsur Agree gly 
Disagr ee e Agree 
ee 

Work duties 
2. Currently, you know what you are expected to do on 1 2 3 4 5 
1 the iob. 
2. Currently, there are enough health providers in this 1 2 3 4 5 
2 faci litv to offer services adequately to this community. 
2. Currently, there are enough support staff in this faci lity 1 2 3 4 5 
3 to perform the tasks that need to be done. 
2. Currently, there are enough equipment and supplies 1 2 3 4 5 
4 for you to do your job well (i.e., gloves, needles, 

bandaqes, oxytocin .. . ). 
2. Currently, there is equipment you need to do your job 1 2 3 4 5 
5 well and efficiently (i.e., ultrasound, x-ray, blood 

pressure cuffs) . 
2. Currently, overall , the morale level in your department 1 2 3 4 5 
6 is good. 

Suoervision and recocmition 
2. In the past year, you have received constructive 1 2 3 4 5 
7 feedback from a supervisor; so you know how well you 

are performinq tasks. 
2. In the past year, you have received constructive 1 2 3 4 5 
8 feedback from a co-worker; so you know how well you 

are performing tasks. 
2. In the past year, you have been recognized for doing 1 2 3 4 5 
9 good work, either as an individual or as part of a team. 

Compensation, benefits, and professional 
development 

2. You are currently paid a salary that is appropriate for 1 2 3 4 5 
10 the work you do. 
2. In the past year, you have received your salary at the 1 2 3 4 5 
11 time that it is due to be paid to vou. 
2. In the past year, you have been able to take leave time 1 2 3 4 5 
12 that is due to you, when you wish to take it. 
2. Training is provided, or paid for, by this facility in the 1 2 3 4 5 
13 skills that are crit ical for you to succeed. 
2. Opportunities to receive training are distributed fairly. 1 2 3 4 5 
14 

Safetv 
2. You feel safe from physical harm when you are working 1 2 3 4 5 
15 in this facility . 
2. You feel safe from physical harm when you are 1 2 3 4 5 
16 travelina from your home to this facilitv. 
2. Policies are in place in this faci lity to protect workers 1 2 3 4 5 
17 from any type of harassment. 

Fulfilment 
2. Your job is rewarding. 1 2 3 4 5 
18 
2. Your job is stressful. 1 2 3 4 5 
19 
2. Your work is important to this fac ility. 1 2 3 4 5 
20 
2. You feel isolated in your work. 1 2 3 4 5 
21 
2. Your work as [health practitione r] is valued by the 1 2 3 4 5 
22 community. 
2. You lack confidence in some of your clin ical skills . 1 2 3 4 5 
23 
2. You feel overworked. 1 2 3 4 5 
24 
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Stron 

Q Question gly Disagr 
Dlsagr ee 
ee 

2. Your work has a positive impact on the health of people 1 2 
25 in the community served bv this health facilitv. 

SECTION 3: SUPERVISION 

3.1. In the past six months, how many times were you visited by your supervisor? 

3.2 . What was done during the supervision? [Mark with X to all mentioned.} 

Question 

3.2.1 . Check facility records and reports? 
3.2.2. Observe your work? 
3.2.3. Give you feedback on your performance? 
3.2.4. Give you updates on administrative or technical issues re lated to your work? 
3.2.5 Discuss any problems you had? 
3.2.6. Help resolve problems that you or other staff ra ised? 

SECTION 4: JOB SATISFACTION AND RETENTION 

Stron 
Unsur Agree gly 
e Agree 

3 4 5 

Yes No (2) 
(1) 

Now I would like to ask about your overall opinions of your job. Please indicate how much you agree or disagree with the 
following statements. The response categories are "Strongly Disagree," "Somewhat Disagree," "Neither Disagree Nor 
Agree/Unsure ," "Somewhat Agree ," and "Strongly Agree ." [Please circle the appropriate number corresponding to the 
response given.] 

Q Item 
Strongly 

Disagree Unsure Agree 
Strongly 

Disaaree Aaree 
4.1 If you had to decide all over again whether to 1 2 3 4 5 

take your current job or not, you would take 
it . 

4.2 You would recommend working in a job like 1 2 3 4 5 
yours at your facility to a friend. 

4.3 If you had a choice to take any type of job 1 2 3 4 5 
you wanted, you would sti ll choose to be a 
[health practitionerl . 

4.4 Overall, you are satisfied with your job. 1 2 3 4 5 
4.5 In the past year, you have considered 1 2 3 4 5 

switching to another job as a [health 
practitionerl in a different facility. 

4.6 In the past year, you have considered 1 2 3 4 5 
stopping your work as a [health practitioner] , 
or doing something else other than work as 
a [health practitioner] . 

4.7 In the coming year, you plan to stop working 1 2 3 4 5 
in this health facility. 
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SECTION 5: EFFECT ON SERVICE QUALITY AND IMPROVEMENT 

5.1. Did service quality improvement activities happen at this facility? 

[1] Yes 
[2] No 

5.2 . Have you and your facili ty been involved in the process of service quality and improvement? 
(1 

] Yes 
(2 

l No 

5.3. In the past years, did you receive any training related to delivery of reproductive health services or infection 
prevention? 

[1] Yes 

l No 

5.4. In the past year, have you received training in the following area? 

[1] Antenatal Care (ANG) 
[2] Postnatal Care (PNC) 

SECTION 6: GENERAL SATISFACTION 

Q Item 

6.1 If I could choose the career again I would 
make the same decision 

6.2 My job has more advantages than 
disadvantaqes 

6.3 My income is a reflection of the work I do 
6.4 There is no personal arowth in mv work 
6.5 I would like to chanqe my career 
6.6 I really enjoy my work 
6.7 In qeneral I am satisfied with my work 

SECTION 7: OPPORTUNITY TO DEVELOP 

a Item 

7.1 I have sufficient opportunity to develop 
in my work 

7.2 The variation in my work is satisfactory 
7.3 My work is mentally stimulatina 
7.4 I experience frustration in my work due 

to limited resources 
7.5 I find mv work routine non stimulatina 
7.6 Too much is expected from me at work 

[3] Family Planning (FP) 
(4] Labour/Delivery 

Strongly Disagree Unsure Disaaree 
1 2 3 

1 2 3 

1 2 3 
1 2 3 
1 2 3 
1 2 3 
1 2 3 

Strongly Disagree Unsure Disagree 
1 2 3 

1 2 3 
1 2 3 
1 2 3 

1 2 3 
1 2 3 

(2 

Agree Strongly 
Aaree 

4 5 

4 5 

4 5 
4 5 
4 5 
4 5 
4 5 

Agree 
Strongly 
Agree 

4 5 

4 5 
4 5 
4 5 

4 5 
4 5 
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SECTION 8: PERCEIVED REPRODUCTIVE HEAL TH SERVICE QUALITY 

What is your opinion on the qual ity of reproductive health services and infection prevention practices at this facility. The 
response categories are "Very poor," "Poor," "Neither poor nor good/Unsure," "Good ," and "Very good ." 

How would you rate the qual ity of care at th is health facility? [Please circle the appropriate number corresponding to the 
response given.] 

Very 
ooor Poor Unsure 

8.1. Family planning services 1 2 3 
8.2. Antenatal care 1 2 3 
8.3. Delivery care 1 2 3 
8.4. Postpartum care 1 2 3 

8.5. Over the past year, has the qual ity of services in your work area at this faci lity improved? 

(1] Yes 

[2] No 

Good Very 
aood 

4 5 
4 5 
4 5 
4 5 

8.6. Over the past year, has the availability of medication and supplies in your work area stayed the same, improved, 
or worsened? 

D Stayed the same (1) 

D Improved (2) 

D Worsened (3) 

Thank you for taking the time to be interviewed. 
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ADDENDUM B: Focus group discussion guide 
Questions: 
1. Let's start the discussion by talking about what makes this hospital/clinic a good place to work 

at. What are some of the positive aspects of working here at this facility? 

2. What are the things that are not so good about this place of work for you? Explain 

3. Have you considered leaving your current job? If so, why? What factors contribute to your 
decision to want to leave or to your decision to stay? 

4. What would keep you in this job at this facility? What suggestions do you have to improve the 
working environment in this facility so that you would want to stay in your job? 

Probes for discussion: 
• Salary 
• Benefits 
• Working conditions 

o Access to supplies, equipment, medication 
• Respect/recognition from management or others 
• Opportunity, achievement, growth 

o Advancement, further education, responsibility 
• Supervision 
• Standards of living 

o Cost of living 
o Transportation 

• Job fulfilment, Passion for job 
• General satisfaction aspects 
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Language Services 
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tekapp@mweb.co.za 
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I am an accredited editor with the University of Johannesburg, and my clients include Absa, FNB, 
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Please note that all editing is done in Track Changes, and I therefore have no control over what 
is accepted or rejected by the author. Furthermore, I have no control over text added at a later 
stage. 

Should there be any queries, please contact me on the number provided above. 
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ADDENDUM C: Ethical clearance 

NORTH-WEST UNIVERSITY 
YUNIBESITI YA BOKONE-BOPHIRIMA 
NOORDWES-UNIVERSITEIT 

Private Bag X6001 , Potchefstroom 
South Africa 2520 

Tel: (018) 299-4900 
Faks: (018) 299-4910 
Web: http://www.nwu.ac.za 

Ethics Committee 
Tel +27 18 299 4849 
Email Ethics@nwu.ac.za 

ETHICS APPROVAL OF PROJECT 

The North-West University Research Ethics Regulatory Committee (NWU-RERC) hereby approves your project as indicated 
below. This implies that the NWU-RERC grants its permission that provided the special conditions specified below are met and 
pending any other authorisation that may be necessary, the project may be initiated, using the ethics number below. 

Project title: Job satisfaction and its effect on service quality in the Public 
Health Sector 

Project Leader: Prof Y du Plessis 
Student: BAK Tawana 

Ethics 
number: 

! NIWI UI-I OI Ol 21214l - l 1141- IAl 91 
In 1tut,ot1 P· ·• Numtter Yoo~ St?t•,s. 

S!lf11" S tiut'>1'l.S~1on R Ro•S\1b,rn~f..!Clf'! P ,. P1Q>,1:sKlf"lai A~ !hor!IH'll!Ofl A Au•hom "Ii 

Approval date: 2014-09-11 Expiry date: 2019-09-10 

Special conditions of the approval (if any) : None 

General conditions: 
While this ethics approval is subject to all declarations, undertakings and agreements incorporated and signed in the application form, please 
note the following: 

• The project leader (principle investigator) must report in the prescribed format to the NWU-RERC: 
- annually (or as otherwise requested) on the progress of the project, 
- without any delay in case of any adverse event (or any matter that interrupts sound ethical principles) during the course of the project. 

• The approval applies strictly to the protocol as stipulated in the application form. Would any changes to the protocol be deemed necessary 
during the course of the project, the project leader must apply for approval of these changes at the NWU-RERC. Would there be deviated 
from the project protocol without the necessary approval of such changes, the ethics approval is immediately and automatically forfeited. 

• The date of approval indicates the first date that the project may be started. Would the project have to continue after the expiry date, a new 
application must be made to the NWU-RERC and new approval received before or on the expiry date. 

• In the interest of ethical responsibility the NWU-RERC retains the right to: 
- request access to any information or data at any time during the course or after completion of the project; 
- withdraw or postpone approval it 

· any unethical principles or practices of the project are revealed or suspected, 
· it becomes apparent that any relevant information was withheld from the NWU-RERC or that information has been false or 

misrepresented, 
• the required annual report and reporting of adverse events was not done timely and accurately, 
· new institutional rules. national leaislation or international conventions deem it necessarv. 

The Ethics Committee would like to remain at your service as scientist and researcher, and wishes you well with your project. 
Please do not hesitate to contact the Ethics Committee for any further enquiries or requests for assistance. 

Yours sincerely 
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ADDENDUM D: Informed consent 

NORTH-WEST UNIVERSITY 
YUNIBESITI YA BOKONE-BOPHIRIMA 
NOORDWES-UNIVERSITEIT 
MAFIKENG CAMPUS 

F~cult!j of COV\.1.V\.1.erce .§ AdV\.1.LV\,L.str~ttoV\, 

Letter of Introduction and Informed Consent 

School of Business and Governance 

Title of the study 

A framework for job satisfaction and service quality_ of rofessionals in the public health sector within 
KwaZulu-Natal 

Research conducted by: 

B.A.K.Tawana(23234474) 

Cell : 073 014 9618 

Dear Participant 

You are invited to participate in an academic research study conducted by Brian Tawana a PhD student in 
Business Management and Administration from the School of Business and Governance at the North- West 
University- Mafikeng Campus. 

The purpose of th is study is to explore the barriers and enablers of health workers' job satisfaction and how 

this can affect the service quality delivered in the Public Health Sector. 

Please note the fol lowing: 

• The information you give wi ll be treated as strictly confidential as you cannot be identified in person 

based on the answers you give. 

• This research comprises a short questionnaire (Section A- Biographical information and Section B

Survey questions) to be completed by you . Thereafter a focus group discussion will be conducted to 

assist us in obtaining more in depth data in order to answer the research objectives. We would like 

to tape the focus groups in order to truly capture the thoughts, opin ions, and ideas we hear from the 

group. No names will be attached to the focus groups and the tapes will be destroyed as soon as 

they are transcribed. 

• You may refuse to answer any question or withdraw from the study at any time. 
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• We understand how important it is that this information is kept private and confidential. We will ask 

participants to respect each other's confidentiality. 

• If you have any questions now or after you have completed the questionnaire, you can always contact 

the researcher on the contact details shown in this form. 

You are welcome to contact my study leader, Prof. Yvonne du Plessis on 018 389 2021 , if you have any 

questions or comments regarding the study. 

Please sign below to indicate your agreement with the conditions. 

• Signature: 

D 

ate: 
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ADDENDUM E: Permission to conduct research 

health 
Department: 
Health 
PROVINCE OF KWAZULU-NATAL 

Health Research & Knowledge Management sub-component 
10 - 103 Natalia Building, 330 Langalibalele Street 

Private Bag x9051 
Pietermaritzburg 

3200 
Tel. : 033- 3953189 

Fax.: 033 - 394 3782 
Email. : hrkm@kznhealth.gov.za 

www.kznhealth .gov.za 

Dear Mr B Tawana 

Subject: Approval of a Research Proposal 

Reference : HRKM49/15 
NHRD Ref: KZ_2015RP10_439 

Enquiries: Ms G Khumalo 
Telephone: 033 - 395 3189 

1. The research proposal titled 'JOB SATISFACTION AND ITS EFFECT ON SERVICE 

QUALITY IN THE PUBLIC HEAL TH SECTOR' was reviewed by the KwaZulu-Natal 

Department of Health (KZN-DoH). 

The proposal is hereby approved for research to be undertaken at eThekwini and 

Umzinyathi Districts. 

2. You are requested to take note of the following: 
a. Make the necessary arrangement with the identified facility before commencing with 

your research project. 
b. Provide an interim progress report and final report (electronic and hard copies) when 

your research is complete. 

3. Your final report must be posted to HEAL TH RESEARCH AND KNOWLEDGE 
MANAGEMENT, 10-102, PRIVATE BAG X9051, PIETERMARITZBURG, 3200 and e
mail an electronic copy to hrkm@kznhealth.gov.za 

For any additional information please contact Ms G Khumalo on 033-395 3189. 

Yours Sincerely 

Dr E Lutge 

Chairperson, Health Research Committee 

Date: e-0/CB (IJ- -

uMnyango Wezempilo. Departement van Gesondheid 
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Department: 
Health 
PROVINCE OF KWAZULU-NATAL 

Health Research & Knowledge Management sub-component 
10 - 103 Natalia Building, 330 Langalibalele Street 

Private Bag x9051 
Pietermaritzburg 

3200 
Tel. : 033 - 3953189 

Fax.: 033 - 394 3782 
Email. : hrkm@kznhealth.gov.za 

www.kznhealth.gov.za 

Dear Mr B Tawana 

Subject: Approval of a Research Proposal 

Reference : HRKM49/15 
NHRD Ref: KZ_2015RP1 o_ 439 

Enquiries: Ms G Khumalo 
Telephone: 033 - 395 3189 

1. The research proposal titled 'JOB SATISFACTION AND ITS EFFECT ON SERVICE 

QUALITY IN THE PUBLIC HEALTH SECTOR' was reviewed by the KwaZulu-Natal 

Department of Health (KZN-DoH). 

The proposal is hereby approved for research to be undertaken at Harry Gwala District. 

2. You are requested to take note of the following: 

a. Make the necessary arrangement with the identified facility before commencing with 
your research project. 

b. Provide an interim progress report and final report (electronic and hard copies) when 
your research is complete. 

3. Your final report must be posted to HEAL TH RESEARCH ANO KNOWLEDGE 
MANAGEMENT, 10-102, PRIVATE BAG X9051, PIETERMARITZBURG, 3200 and e
mail an electronic copy to hrkm@kznhealth.gov.za 

For any additional information please contact Ms G Khumalo on 033-395 3189. 

Yours Sincerely 

OrE Lutge 

Chairperson, Health Research Committee 

Date: J{f /03/1[ · 

uMnyango Wezempilo. Departement van Gesondheid 
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10 - 103 Natalia Building, 330 Langalibalele Street 

Private Bag x9051 
Pietermaritzburg 

3200 
Tel. : 033 - 3953189 

Fax.: 033 - 394 3782 
Email. : hrkm@kznhealth.gov.za 

www.kznhealth.gov.za 

Dear Mr B Tawana 

Subject: Approval of a Research Proposal 

Reference : HRKM49/15 
NHRD Ref: KZ_2015RP10_ 439 

Enquiries: Ms G Khumalo 
Telephone: 033- 395 3189 

1. The research proposal titled 'JOB SATISFACTION AND ITS EFFECT ON SERVICE 

QUALITY IN THE PUBLIC HEAL TH SECTOR' was reviewed by the KwaZulu-Natal 

Department of Health (KZN-DoH) . 

The proposal is hereby approved for research to be undertaken at Umgungundlovu District. 

2. You are requested to take note of the following : 
a. Make the necessary arrangement with the identified facility before commencing with 

your research project. 
b. Provide an interim progress report and final report (electronic and hard copies) when 

your research is complete. 

3. Your final report must be posted to HEALTH RESEARCH AND KNOWLEDGE 
MANAGEMENT, 10-102, PRIVATE BAG X9051, PIETERMARITZBURG, 3200 and e
mail an electronic copy to hrkm@kznhealth.gov.za 

For any additional information please contact Ms G Khumalo on 033-395 3189. 

Yours Sincerely 

Dr E Lutge 

Chairperson, Health Research Committee 

Date: Q)v3//S- · 
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