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ABSTRACT 

Job satisfaction research has practical applications for the enhancement of individual 

lives as well as organisational effectiveness. Many people spend a great deal of their 

living life within their work environment and their jobs are an integral part of their 

lives.  Getting the best outcomes from their jobs are essential in improving their 

quality of lives. Work motivation prevails when there is alignment between individual 

and organisational goals.  

The South African health sector varies in the quality and level of service from the 

basic primary healthcare services mainly provided by the state in the public health 

sector, to the high quality, well-funded services comparable to the best in the world 

mainly in the private health sector and academia. This research investigated the job 

satisfaction of medical practitioners in the public health sector and private health 

sector.  

The literature review investigated some of the prevailing conditions in the public and 

private health sectors. The study revealed that the two sectors employed different 

strategies to attract and to retain skilled personnel within their sectors. Motivation 

was studied in the research to understand the behaviour or drive of the medical 

doctors in the two sectors. The literature review also focused on job satisfaction, 

some of the causes and effects of job satisfaction or dissatisfaction. 

A convenience sampling method with a questionnaire that was distributed to a group 

of medical practitioners in the public and private sector was done. Descriptive 

statistics was done and the data was then statistically analysed. 

The study revealed that there were statistical differences in the means of the public 

and private sector doctors on the construct equity. This entails the perceptions of the 

medical practitioners on the equitable distribution of the resources in the two sectors 

and comparison of the salaries of the medical practitioners in the two sectors. The 

public sector medical practitioners were found to have a negative attitude towards 

the equity constructs. 
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There were no statistical differences in the means of the two groups of medical 

practitioners on the constructs job challenges, security, group factors, organisational 

factors, manager-leadership, recognition, and growth and development.  

It should be noted that convenient sampling was employed and, therefore, 

inferences cannot be made on this study. 

 

Key terms: Job satisfaction, public health, private health, motivation, factor 

analysis. 
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CHAPTER 1 

INTRODUCTION 

 

1.1  INTRODUCTION  

There are huge disparities between the private health and the public health systems 

in South Africa in terms of the amount of funding and the quality of services of the 

two sectors with the private sector enjoying better funding and better quality of 

services. Over the years many doctors have left the public health sector to join the 

private sector and emigrated from South Africa in general. The Minister of Health has 

even gone to label the private health sector as a monster. 

The ANC-led government has proposed the introduction of the NHI to address the 

problem of access to quality health services in South Africa. Quality of health needs 

to be well resourced including, but not limited to committed medical personnel to be 

achieved. This study is an attempt to find a solution to one of the key factors to 

recruit and retain committed doctors in the public health sector and for the National 

Health Insurance, which is job satisfaction and motivation in the researcher‟s view. 

By doing a comparison study of the private health and public health doctor 

population‟s job satisfaction and motivation, this study will attempt to identify factors 

that the National Health Authority, the Department of Health (DoH), and the hospital 

managers can apply to recruit and retain a satisfied and motivated doctor population 

group.  

 

1.2 BACKGROUND TO THE STUDY (MOTIVATION) 

South Africa has a dire shortage of health professionals, not just in some but in all 

the disciplines. Too many doctors have left the public sector in particular, and South 

Africa in general. There are too few health professionals left to serve the country 

(Hudson, 2011:20). Personnel shortages have been identified as a major threat to 

the success of the planned National Health Insurance (NHI) (Buthelezi, 2011:15). 
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Many studies have been done on the inequitable distribution of health workers in 

remote and rural areas as opposed to urban areas, and of the reasons of migration 

of health workers to the more developed parts of the world. This study is an 

endeavour to assess the reasons for the inequitable distribution of both the general 

practitioners and the specialists in the private sector as opposed to the public sector 

and attempts to find the reasons for the haemorrhage of skilled human resources 

and doctors in particular in the public sector. 

The present Minister of health, Dr Aaron Motsoaedi has identified the low output of 

medical schools of MBChB graduates as one of the reasons for the low doctor 

/patient ratio in the public sector. To this end medical schools have been incentivised 

to increase their MBChB graduate output. 

Empirical evidence on the relationship between job satisfaction and labour turnover 

is still growing in the literature (Do Monte, 2010:5). Personal efforts revealed that no 

research studies could be found that the department of health or academic research 

conducted studies to analysing the doctors‟ job satisfaction and motivation from both 

the public and the private sectors as a means to understand the preferences of both 

groups of doctors. 

There is a significant relationship between job satisfaction and motivation as job 

satisfaction can be improved by creating a motivating climate (Coetsee, 

2003:50).Conditions of the public and private health sectors in terms of equipment 

and working conditions differ drastically in South Africa and their impact on job 

satisfaction and motivations of the health workers may have an impact on the quality 

of health care delivery in these different sectors. 

Currently there is a lack of specific operational solutions and recommendations that 

the public sector has adopted in the specific context of job satisfaction and 

motivation to address the migration of health professionals to the private sector 

although the department of health has made attempts to incentivise doctors from 

migrating out of South Africa. The study aims to make evidence based 

recommendations on human resource strategy to recruit and retain skilled personnel 

in the public sector.  
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1.3 PROBLEM STATEMENT 

The focus of this study is to evaluate the job satisfaction and motivation of the 

medical practitioners in public and private sectors and the effects of both job 

satisfaction and motivation on their decision to remain, migrate or intend to migrate 

from one sector to the other (private to public or vice versa). 

From 1997 to 2006 there has been a significant decline (25%) in the number of 

specialists and sub-specialists in the public sector (from 3 782 to 2 928). In the same 

period the numbers of medical practitioners (non-specialists) on the public sector 

payroll increased from 9184 to 9958, an increase of just774 in ten years (Strachan et 

al., 2011:525).These declines in medical specialists and moderate increase in 

medical practitioners in the public sector must be seen in the context of 14145 

specialists and MBChB graduates output from medical schools in that period. 

The graduates are not being recruited into the public sector in significant numbers. 

The reasons include lack of policy to recruit the medical doctors into the public 

sector, lack of planning, lack of finances and posts, poor working conditions and very 

limited or non-existent career prospects in the public health services (Strachan et al., 

2011:525). 

A significant contributor to the low retention rate has been the lack of positive 

reinforcement for 15 years from the department of health authorities to doctors 

(Strachan et al., 2011:527). By omission or commission, there has been “push 

factors which sent doctors away”. Strachan et al. (2011:527) identified these push 

factors as poor working conditions, lack of resources to work effectively, limited 

career prospects, limited educational opportunities, impact of HIV and AIDS, 

unstable/dangerous working conditions , and economic instability as factors resulting 

in low and a decrease of the medical practitioners and specialists in the public health 

respectively. 

A scenario presented by Econex (2010:1) taking into consideration the age profile, 

training and attritions rates to determine the future supply of doctors in South Africa, 

suggest a decline in absolute numbers of doctors working in South Africa from  
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27 431 in 2010 to 23 849 in 2020.Econex (2010:1) estimated that there were 17 801 

general practitioners and 9 630 specialists, totalling 27 431 doctors in South Africa. 

This implies a doctor population ratio of 55 per 100 000 in South Africa. This 

compares very low especially in the public health sector as compared to other 

countries as depicted in table 1.1. 

 

Table 1.1: Doctor population ratio per 100 000 

High-income countries* 280 

Middle-income countries* 180 

Low-income countries* 50 

South Africa 55 

Lesotho 5 

Brazil 185 

Mexico 198 

USA 256 

Greece 500 

UK 230 

Australia 247 

Source: Econex (2010:2) 

It is clear from the table that South Africa falls far short of developed countries‟ ratios 

such as those found in USA, Greece, the UK and Australia. However, South Africa 

does not compare favourably to countries on a similar development level such as 

Brazil and Mexico. Brazil is often mentioned as a suitable comparison to South 

Africa, but should South Africa try to achieve a similar ratio, it implies that the current 

shortage in doctors in South Africa is 65 000 doctors, more than twice the current 

(27000) members. 

Vacancy rates for doctors in the public sector are also not pleasing and stand at a 

national weighted average of 49% for general practitioners and 44% for specialists 

(Econex, 2010:3). There is also a huge interprovincial difference in the vacancy rate 

with Limpopo showing a vacancy of over 80% for specialists and general 
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practitioners, and North West and Gauteng showing vacancy rates of less than 20%. 

It is therefore important to understand the underlying reasons for the existence of 

these vacancies and their interprovincial differences. 

The Department of Health (DoH) estimated that in 2006 there were 8921 South 

African doctors working abroad (Econex, 2010:7). Overall the CMSA (College of 

Medicine of South Africa) estimates that 25% of all doctors trained in South Africa 

are no longer working in South Africa. In accordance with this, Econex (2010:7) 

estimates that 25% of those general practitioners and specialists added to the 

national stock each year will emigrate. 

Stodel and Stewart-Smith (2011:118) recognised a significant amount of burnout on 

the three scales of burnout namely, emotional exhaustion, depersonalisation and 

reduced accomplishment among personnel atthe Red Cross Children‟s hospital, 

Cape Town. 

The South African Department of Health Minister Aaron Motsoaledi has proposed 

that all eight medical schools should take an extra 40 students for 2012 thus 

increasing students‟ intake by 26%. There is also a proposal to build a new medical 

school at Limpopo Turfloop University to meet a demand for medical personnel 

(Buthelezi, 2011:15). Dr Motsoaledi said skills shortages had been a challenge for 

the health department and the low intake of medical students at medical universities 

and early retirement of specialists was part of the human resources problem of the 

health system in South Africa (Stone, 2011). 

Job satisfaction as a retention tool of medical doctors in the public sector and private 

sector in South Africa has not been studied in detail. A comparative study of the 

current motivation level of private and public sector doctors has not been 

established. 

Factors that contribute to job satisfaction are different from factors that contribute to 

job dissatisfaction and can, therefore, not be treated as direct opposites of one 

another. For example, a lack of motivators may not necessarily result in job 

dissatisfaction. In the same way, the presence of hygiene factors may impact job 

dissatisfaction but not job satisfaction. Motivators are strongly associated with job 
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satisfaction and have a long-term positive impact on work performance. These 

factors are related to the content of an individual‟s work and may include recognition, 

achievement, the type of work being done, responsibility, and opportunity for 

advancement. Hygiene factors are related to the context of an individual‟s work and 

may include work relationships, physical work conditions, salary, supervision, and 

institutional policy. It may also have a short-term impact on attitude and performance 

levels (Spivey et al., cited by Vorster, 2010). 

The objective of this study is to find if there are any job satisfaction and or motivation 

issues pertaining to doctors in the private and public sector that might need to be 

addressed. This is pertinent in view of the pending National Health Insurance that 

will need a committed and increased number of health professional forces to 

succeed. 

 

1.4 RESEARCH OBJECTIVE 

The research objectives are divided into general and specific objectives. 

1.4.1  Primary objective 

The primary objectives of this study is to evaluate job satisfaction levels of the 

medical practitioners in both the private and the public sectors,and to do comparative 

analyses of job satisfaction between the public and the private sectors. 

1.4.2  Secondary objective 

The secondary objectives of this study are: 

 to evaluate some of the motivation factors pertaining to medical practitioners 

in both public and private sectors; and to 

 make recommendations based on these findings. 
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1.5 RESEARCH METHODOLOGY 

The research pertaining to the objectives consists of two phases, namely a literature 

review and an empirical study. 

1.5.1  Literature review 

The literature review will entail the main concept of the study: job satisfaction. It will 

also entail the motivation concept and some of the pertaining pervasive trends in the 

working environment of the medical practitioners in both the private and public 

sector.  

The databases to be used are: 

 Internet 

 Journals 

 Newspapers 

 Library books 

 Medical Newsletters 

1.5.2  Empirical study 

In increasing the chances of obtaining information that could be associated with the 

real situation in the medical field a random sampling method will be the method of 

choice and an attempt towards this goal will be done. This will be done by 

approaching the national Department of Health (DoH), the Health Professions 

Council of South Africa (HPCSA) or the South African Medical Association (SAMA) 

for their doctor databases to conduct the study. These authorities have 

representative samples of the medical professionals‟ population. 

Should it be not feasible or non-practical to conduct a random sampling method, a 

non-random sampling method will be conducted. The risk to this sampling method is 

that the findings could be biased. The findings from this non-random sampling 

method could then be used as an exploratory study for future research.  
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The quantitative research will identify the degrees of constructs/variables that the 

two groups of doctors perceive as impacting on job satisfaction. The measurements 

of these constructs will be through the use of a questionnaire. 

Quantitative researchers make attempt to control and predict phenomena (Struwig& 

Stead, 2001:16). The shortcoming of using the quantitative approach is that the 

quantitative research is biased towards what people do without a very complete 

understanding of those actions. It tends, therefore, to be concerned with behaviour 

as an end in itself without paying sufficient attention to understanding the underlying 

motivation of that behaviour.  Even where „attitudes‟ are explored it is usually through 

pre-structured questionnaires which do not allow respondents to provide their own 

agenda. Quantitative forms of research employ questionnaires and sampling 

procedures to attempt to eradicate the individual, the particular and the subjective, 

whereas the qualitative research gives special attention to the subjective side of life. 

Human behaviour does not occur in a vacuum. It is necessary to provide a 

comprehensive description and analysis of the environment or the social context of 

the research participants (Struwig & Stead, 2001:12). Qualitative research plays a 

bigger role in contextualising the behaviours of the participants than does the 

quantitative research. 

Social events such as the perception of medical practitioners about their job 

satisfaction, migration of doctors from public to private sector, from urban to rural 

and from developing to developed countries (and vice versa) are not static. 

Understanding change and its processes in social events is imperative [Struwig& 

Stead, 2001:12]. Qualitative research plays a bigger role in the understanding of the 

change processes. However, due to the extensive nature of conducting a qualitative 

research, I decided to use the quantitative research method for the purpose of this 

dissertation. The quantitative research will be employed because the researcher 

wishes for a more replicable conduct of the research with minimal changes to the 

research tools. This research can therefore be used by other agencies such as the 

proposed National Health Insurance authority, the Department of Health (DOH), 

provincial health departments and hospital managers as a means to address labour 

issues related to doctors. 
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The empirical study consists of the research design, participants, measuring 

instrument, and statistical analysis. 

1.5.2.1  Research Design 

Specific demographic variables such as age profile, racial profile, gender, further 

post MBChB studies (specialist training) of the public and private doctors will be 

determined. 

Further abstract descriptive research will be conducted to evaluate the job 

satisfaction climate doctors perceive in their working environment. 

1.5.2.2  Participants 

A stratified random sampling will be attempted in order to have a predetermined 

number of medical practitioners in each province. Should access to the national 

database of doctors be impractical, convenience sampling will be chosen on the 

basis of accessibility and availability of the respondents. An online survey will be 

utilised for the distribution of the questionnaires. 

1.5.2.3  Statistical analysis 

Descriptive statistical analyses (for example, means, standard deviation) will be used 

to analyse the data. T-test and ANOVA will be used to determine how the private 

and public sectors differ in terms of their job satisfaction aspects. 

 

1.6 CHAPTER DIVISION 

The chapters in this mini-dissertation are presented as follows: 

Chapter 1: Introduction and problem statement: 

This chapter introduces the relevance of this study and outlines the methodology the 

researcher intends to follow in addressing the problem the researcher has identified 

for the study.  
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Chapter 2: Literature Review: 

The chapter focuses on job satisfaction and motivation and will consist of the 

following major topics: 

 The state of the private and public health sectors 

 Motivation 

 Job satisfaction 

 The impact of job satisfaction  

 The impact of motivations  

Chapter 3: Empirical study: 

This chapter will focus on the methodology employed in the investigation of job 

satisfaction and motivation. 

Chapter 4: Analysis of the results 

This chapter will contain results, description of the results and some explanations on 

the research findings. 

Chapter 5: Conclusions and Recommendations. 

The mini-dissertation will end with discussions, conclusions and remarks and 

recommendations on job satisfaction and motivations on the doctor population in 

South Africa. 

 

1.7 LIMITATIONS AND ANTICIPATED PROBLEMS 

 Quantitative research will be utilised and thus the participants‟ own reasons 

other than that of the researcher were not evaluated for their motivation and 

job satisfaction in the public and private sectors. 

 The distribution and collection of the questionnaires to the sample population 

will pose a major challenge.   

 Due to their many other commitments doctors might not find time and 

convenience to respond to the questionnaire. 

 Access to the Department of Health (DoH), SAMA and HPCSA doctor 

databases might pose a challenge. 
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 Failure of the national doctor databases might result in resorting to 

convenience sampling. 

 

 

1.8 CHAPTER SUMMARY 

The provision of universal access to healthcare, a right enshrined in the South 

African Constitution, is the responsibility of government. Although much progress 

has been made towards the creation of a national health system which makes 

'access to health for all' a reality, much remains to be done. Healthcare in South 

Africa is divided into private catering for 32%of the population and public health 

catering for 67% of the population and spiritual healer catering for 0.2% (Gilson et 

al.,2003:18).Healthcare facilities in South Africa also reflect the country as a blend of 

the first world and third world. Some public healthcare facilities are very basic indeed 

while some private and research facilities are cutting edge placing South Africa at 

the forefront of medical care. The human resourcing of these facilities also differs 

with some doctors preferring to stay in public services while a majority are in the 

private sector. This study seeks to evaluate and compare the job satisfaction of the 

doctors in both sectors. 

The next chapter will focus on analysing the current state of the private and public 

health sector. The working environment of the doctors and funding of the two sectors 

will be analysed. A literature review on job satisfaction and motivation will be 

conducted.  
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CHAPTER 2 

LITERATURE STUDY 

 

2.1  INTRODUCTION 

In this chapter a brief discussion of the working environment of the private and public 

medical fraternity and the human resource strategies prevailing in these sectors are 

evaluated. Job satisfaction and motivation are also conceptualized. 

 

2.2  TRENDS IN MEDICAL SERVICES PROVISIONS IN SOUTH AFRICA 

2.2.1  Private and Public Medical Services in South Africa  

In South Africa the majority of the population use state-funded healthcare services, 

the public health sector is relatively under-resourced and the health system in South 

Africa has scarce resources to cope with apparent infinite demands (Essa, 2010:1). 

There are three major players in the private health hospitals represented by Netcare, 

Medi-Clinic and Life Healthcare resulting in an almost monopoly in the private health 

sector (Matsebula & Willie, 2007:159). The Gauteng health department has 

introduced the semi-private hospital beds (Folateng Hospital beds) in some of their 

public hospitals, to tab in the increasing medical aid funded patients and out of 

pocket funded patients to increase their revenues and to pilot the NHI project. 

The public health sector and its doctor population group have not grown to the same 

extent with the demand for its services due to a changed population disease profile 

due to HIV, increasing motor vehicle accidents and lifestyle diseases such as heart 

disease, diabetes and hypertension. This has impacted negatively to the quality of 

services offered by public health. 

The quality of service of the public health sector is the major driving force behind the 

growth in private hospitals. On the other hand the rising cost of private health care 
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has inhibited the growth of the private health services, and attracted rebukes from 

the government. 

Doctors as the pinnacle of health care services play a central role in ensuring the 

success of a hospital. Levels of expertise of the doctors determine the level of 

healthcare of the hospitals. More specialists practice in private and tertiary level 

public hospitals than in public hospitals and clinics. Emphasis about the specialist 

interests of hospitals are mainly determined by the skills level of the doctors in the 

particular hospitals.  A hospital cannot determine whether it wants to be a specialist 

urology hospital if it does not have a large pool of urologists or doctors with urology 

interests. Decisions that determine the content of hospital care are made by doctors, 

making them indirect sellers of hospital services (Matsebula & Willie, 2007:2). 

However, doctors will also prefer to work in hospitals that can meet their preferences 

or expertise. 

In terms of the ethical rules of the Health Professions Council of South Africa 

(HPCSA), private hospitals are barred from appointing doctors and other health 

professionals, with the exception of nursing staff (Matsebula & Willie, 2007:2).  Since 

private hospitals cannot appoint doctors directly, they adopt an approach of 

incentives to attract various health care professionals to establish their practices 

within hospital premises. These include lower than market related rentals for the 

doctors to establish their medical practice within the private hospital complexes. Both 

Medi-Clinic and Netcare also openly declare that they invest in infrastructure to 

enhance the satisfaction of doctors practicing at their facilities. The public sector on 

the other hand relies partly on legislations to increase their doctor staff. For 

hospitals, internships seem to offer a supply of relatively economical labour, though 

the interns also benefit by earning a lot of experience through their hands-on 

training. Between 2000 and 2004, the Medical and Dental Professions Board of the 

Health Professions Council of South Africa reviewed the undergraduate curriculum in 

medicine and after extensive consultation and deliberations, introduced the current 

two-year internship programme (Essa, 2010:8). This has resulted in doctors being 

“compelled” to spend at least two years post-graduation before they can be fully 

registered with the HPCSA to practice independently and to pursue private practice. 
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The DoH has also introduced the Dispensing Licence legislation for medical 

practitioners to dispense medicines to the public. Doctors have viewed this 

legislation as a means by the government to compel them from private to public 

service (personal interviews with doctors). The public sector has also relied on 

offering bursaries to students to study medicine in exchange for the doctors to 

practice in the public health. These have not been particularly successful as some 

doctors have not reciprocated this by remaining in public service. Over the past 15 

years the government has given full sponsorship per year to ten South African 

students to study medicine in Cuba (Den Hartigh, 2012).Cuba is also providing 

South Africa with qualified medical practitioners and specialists to man South African 

public hospitals. 

The implementation of incentives by private hospitals to attract medical specialists to 

their facilities, although beneficial to the private hospitals themselves, impacts 

negatively on equity of access to medical specialists and cost-containment in the 

health system. An estimated 7 000 medical specialists work in the private sector 

compared to 4 000 in public hospitals. Of the 4 000 specialists in the public sector 

some also practice in the private sector under a limited work outside of the public 

service and private practice scheme allowed by the state. It is therefore difficult to 

obtain accurate data on the distribution of medical specialists between the public and 

private sectors, and a conclusion can be comfortably reached that the vast majority 

practice in the private sector as well as in public sector (Matsebula & Willie. 2007).  

The private hospitals business strategy suggests that private hospitals seek to attract 

specialist and experienced doctors by investing in infrastructure and technology.  

The public sector also pursues schemes to attract and retain health care personnel 

such as the scarce skills allowance, rural allowance, permitting remunerative work 

outside of the public service and procurement of the latest medical technologies. The 

implementation of incentives in the public sector is however informed by a different 

set of priorities, largely as a means to improve access to health services to 

populations that would otherwise not have such access. The private hospital sector, 

on the other hand, implements these incentives to compete against each other and 

against the public sector. 
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In their study on “Doctors‟ views of working conditions in rural hospitals in the 

Western Cape”, De Villiers and De Villiers (2004:21) found a commonly recurring 

theme involving the lack of nursing staff and their training and motivation as a source 

of job dissatisfaction of district hospital doctors. Other sources of dissatisfaction were 

that laboratory tests were often done off-site, causing delays and limited after hours‟ 

laboratory services availability. Special investigations had to be kept to an absolute 

minimum due to budgetary constraints, and patients who needed urgent and 

repeated laboratory tests were better off if referred to a higher level of care. 

Radiology services were also frequently not available after hours. 

2.2.2  Public perception on healthcare services in South Africa 

The comparison of satisfaction levels in 1998 and 2003 from the District Health 

Services (DHS) indicates that dissatisfaction with health services had grown, 

especially in the public sector. The proportion of public sector patients that were 

dissatisfied has grown from 11.7% in 1998 to 23.3% by2003. Over the same time 

period the dissatisfaction with private clinics and hospitals also rose from 7.0% in 

1998 to11.6% by 2003 (Econex, 2010:3). The major area of dissatisfaction for those 

attending public services were waiting periods, unavailable medicines, rude staff and 

unclean facilities. Comparable data for private facilities showed that their users were 

more likely to be dissatisfied with the price of the service. 

 

2.2.3 Funding of Medical Services in South Africa 

South Africa spent an estimated 8.8% of gross domestic product (GDP) on 

healthcare in 2009. Total expenditure on healthcare is higher than in most other 

upper-middle income countries and similar to that of some high-income countries. 

This is more than China (4.7% of GDP on healthcare), but far less than the US 

(16.2%). Despite substantial expenditure on healthcare, South Africa's health status 

indicators are much worse than those of many other countries of a similar level of 

economic development (Thaker & Nicholls, 2010:8). 

Real spending per capita on hospitals has risen modestly, whilst the proportion of 

GDP spent on public hospitals has fallen slightly (Von Holdt & Murphy, 2006:30). 
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The public hospital system is under considerable strain, with mounting deficits in 

recent years. Three groups of factors account for this situation:  

 Cost pressures – costs in the medical sector (particularly those for medicines, 

equipment and staff) are rising faster than general inflation, reducing the 

volume of services that can be purchased for the same expenditure;  

 Demand pressures – need for services continues to grow through population 

growth, technological improvements and changes in the overall disease 

burden from, for example, increases in HIV/AIDS and chronic diseases 

(increases in diabetes, obesity and hypertension);   

 Inefficiency – there are numerous examples of poor public sector practice in 

the procurement of goods and services, hiring and motivation of staff, and 

management of systems. This reflects both inappropriate behaviour and 

systems that are excessively bureaucratic, leading to delays and poor value 

for money. The inability of the Gauteng health department to pay suppliers in 

time is a pointer to this effect. 

In a study about reasons for SA doctors migrating abroad Bezuidenhout et 

al.(2009:213) concluded that financial reasons were by far the most important 

motivation for their group of study of South African doctors to relocate to overseas 

destinations. As opposed to only 25% of 559 South African healthcare workers who 

regarded better remuneration as a reason for intended migration in 2002, 86.2% of 

the respondents in the study (in 2009) indicated financial reasons as a driving force 

to migrate. This shows an increasing trend of doctors being dissatisfied with their 

remuneration. 

2.2.4 Workload 

In their study of “Doctors views of working conditions in a rural hospital in the 

Western Cape”, De Villiers and De Villiers (2004) found that dissatisfaction with the 

workload is the single most important factor influencing a doctor‟s decision to leave a 

rural practice, particularly the doctor‟s perception of the workload. They further found 

out that their study provides evidence that substantial after-hour duties, an excessive 

workload and a perceived lack of management support impact negatively on doctors‟ 

views of working in district hospitals. 
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2.2.5 Litigations in Medical Profession 

2.2.5.1  Values of litigations 

Although accidents are part of life, those working in the medical profession cannot 

afford to have any „accidents‟ for the simple truth that lives are at stake. When a 

doctor, for instance, makes a mistake it could have grave consequences, which is 

why medical professionals carry a heavier burden than most when it comes to 

responsibilities. 

The cost of legal claims in South Africa is escalating at an accelerating rate. Over the 

past five years, the MPS (Medical Protection Society), the medical insurance institute 

for doctors claims experience in South Africa has shown an alarming deterioration 

that has been gathering pace – so much so that over the past two years alone, the 

value of reported claims has more than doubled: an increase of 132% (Gillipsie & 

Howarth, 2012).  

In 2011the MPS settled the highest claim yet in South Africa, paying out almost R24 

million on behalf of a member. The value of settling the five highest claims between 

2006 and 2010 was more than twice the value of settling the five highest claims 

between 2001 and 2005. One of the key factors behind this growth in value is the 

increased size of awards for catastrophic neurological damage; technological 

advances and improved life expectancy which has meant that the cost of care for 

affected patients has escalated, in turn increasing the financial awards in negligence 

cases (Gillipsie & Howarth, 2012). 

Large claims are not just part of the problem. The overall number of claims against 

members in South Africa has also increased, with the number reported to the MPS in 

2010 at 30% higher than the number reported in 2006, just four years previously 

(Gillipsie & Howarth, 2012). 

 

The MPS it is currently assisting more than 895 members in South Africa who have 

on-going negligence claims, while there are more than 1 000 open files that are 

potential claims awaiting assessment; of the outstanding claims, almost 1 in 5 is in 
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excess of R1 million. This represents an increase of nearly 550% compared with 10 

years ago; and the number of claims over R5 million has increased by 900% in the 

past 5 years, with several topping the R30 million mark (Pepper & Slabbert, 2011:1). 

The Health Professions Council of South Africa (HPCSA), has stated that between 

April 2008 and March 2009 about 90 doctors in South Africa were found to be guilty 

of unprofessional conduct, including cases of insufficient care, refusing to treat 

patients, misdiagnosis, practicing outside of scope of competence, overcharging or 

charging for services not rendered (Pepper & Slabbert ,2011). 

Statistics from the HPCSA also show that 44 doctors have been struck from the roll 

since 2005 due to unethical and unprofessional conduct (Pepper & Slabbert, 2011). 

If this trend is to continue unchecked, the grim, blunt reality is that private practice in 

the highest risk specialties may diminish or even disappear altogether, due to the 

level of income generated from practice no longer being sufficient to meet the 

increased cost of indemnity.  

 

The highest membership subscription paid by MPS members in South Africa is 

typically in the category of obstetricians (Slabber & Pepper, 2011). The anxiety over 

affordability of professional indemnity is heightened within this specialty, as the 

largest element of claims values arises from claims brought on behalf of children 

catastrophically injured during birth. Bearing in mind that such claims can be brought 

many years after the birth, when general claims inflation and changes to the amount 

of future care to be provided come into play, the cost of settling a claim can increase 

enormously.  

2.2.5.2  Causes and effect of medical litigations  

There is no definitive answer to what is causing this sharp rise in claims‟ frequency 

and value, but there are probably a number of contributory factors. There is 

speculation that this is due to reaction of lawyers to the Road Accident Fund 

Amendment Act 19 of 2005, which capped the amount of compensation payable to 

road accident victims, and lawyers‟ more extensive advertising, is likely to have had 
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an effect. In addition, a developing country like South Africa was always likely to see 

patient awareness of their constitutional rights grows, making them more likely to 

make a medical negligence claim (Gillipsie & Howarth, 2012). 

The “no win, no fee” system promulgated by the Contingency Fees Act (No 66 

of 1997) allows prosecuting lawyers to take a significant cut of any payout – doubling 

their hourly rate to take up to a maximum of 25% of the payout – when they win their 

case, may also have contributed to increases in medical claims(Gillipsie & Howarth, 

2012). 

The recent implementation of the Consumer Protection Act will increasingly place 

additional and direct responsibility on health professionals for claims made by 

patients for whom they may be directly or indirectly held responsible (Pepper & 

Slabbert, 2011:30) 

Another possible factor in increasing medical claims is the increasingly stressful 

environment in which healthcare professionals are working. Higher patient 

expectations and the fear of the consequences of making an error can, 

paradoxically, lead to more errors occurring. An overly stressed doctor is not at their 

most effective, and MPS sees no evidence that the profession is intentionally letting 

its standards slip; the commitment to providing safe care to patients remain as strong 

as ever (Gillipsie & Howarth, 2012).  

Stress within the medical profession has arguably never been higher; in 2009, MPS 

introduced a counselling service for members in South Africa to address anxiety that 

results from facing a complaint or claim. Many private doctors cited high patient 

demands and the fear of being reported to the authorities as their main stressors 

(Gillipsie & Howarth, 2012). 

In 2006, a study by Thomas and Valli (2006:1166) on stress levels in a public sector 

hospital found higher levels of occupational stress compared to the average working 

population. The main sources of pressure included understaffing, lack of resources, 

lack of control, difficult work schedules, inadequate security, and poor career 

advancement and salaries.  
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The other effect of medical litigation has been an increase in the cost litigation 

insurance. The 2011 annual MPS premium for obstetricians is R187 830.An 

obstetrician thus has to do several caesarean sections at the beginning of every 

month just to pay malpractice premiums, this before he/she can start covering 

practice overheads and taking something home to the family (Pepper & Slabbert, 

2011:30). 

Comparing this to other countries may be difficult but the American Medical 

Association (2012) found that 42.2% of medical practitioners had been sued at some 

point in their career, with 22.4% being sued twice or more. 

The state provides indemnity for doctors working in its hospitals as is established 

under the common law doctrine set out in Mtetwa versus Minister of Health, as well 

as in Treasury Regulations. The present position is that state hospitals must, except 

in cases of gross negligence, assume vicarious liability for the acts or omissions of 

their employees and will indemnify those employees against such claims. In terms of 

the State Liability Bill of 2009, which will replace the State Liability Act, the state will 

be vicariously liable for the negligent conduct of the practitioners it employs (Pepper 

& Slabbert, 2011:32).It has also been argued that the new proposed Protection of 

(State) Information Bill, published in Government Gazette No. 32999 of 5 March 

2010, may curb access to medical records held by the state (Pepper & Slabbert, 

2011:32). As the bill now stands, the medical records and other information could be 

classified „confidential‟ by officials to hide negligence or other inconvenient truths. 

Cases such as the tragic death of 29 neonates at East London‟s Cecilia Makiwane 

Hospital in March would be hidden from public scrutiny. Thus doctors in public 

service enjoy and will continue to enjoy greater protection from medical litigation by 

state interventions than doctors in private practice. 

2.2.6 Crime and security on medical personnel in South Africa 

South Africa reported over 2 million incidents of crime committed in the 2009/2010 

calendar year. Of these 30% were serious crimes of murder, grievous bodily harm, 

sexual offences and common assault (Thorpe, 2011:1). Doctors are very much 

affected by these crime incidents as they have to deal with these incidents in their 

line of duty. Doctors have also been directly affected by crime in their line of duty as 
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reported by the death of Dr. S Mkhize in Mpumalanga who was stabbed to death by 

a patient in his line of duty (Moodley, 2011). 

2.2.7  Occupation Specific Dispensation (OSD) 

In 2004 there had been a resolution with labour sectors at the Bargaining Council, 

identifying the need for health professionals to receive priority in terms of a new 

remuneration dispensation. OSD was introduced by the government to provide 

adequate and clear salary progression and career-pathing opportunities. OSD was 

not done on a group, but on an individual basis. OSD was supposed to provide 

differentiated remuneration dispensations across all sectors of the public sector 

health service, cater for the unique needs of the different occupations, and prescribe 

grading structures and job profiles to eliminate inter-provincial variations. 

 

2.3  MOTIVATION 

2.3.1  Definitions 

Lawson and Shen (1998:117) define motivation as forces within (dispositional or 

endogenous) or outside (situational or exogenous) the group or individual that 

initiate, direct, and sustain action towards a goal or set of goals.  

Coetsee (2003:17) also indicates that motivation refers to the interaction between 

forces within an individual and environment forces to arouse and direct persistent 

behaviour.   

Applied to the work situation, motivation implies the willingness of individuals and 

teams to exert high levels of effort to attain organisational goals conditioned by the 

effort‟s capability to satisfy the individual and team needs. The underlying concept of 

motivation is some driving force within individuals by which they attempt to achieve a 

goal in order to fulfil some need or expectation. This concept gives rise to the basic 

motivational model illustrated in Figure 2.1 (Mullins, 2010:253). 

 

Figure 2.1:  A basic motivational model  
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Source: Mullins (2010:253) 

Definitions of motivation abound. One thing these definitions have in common is the 

inclusion of words such as "desire", "want", "wishes", "aim", "goals", "needs", and" 

incentives". Luthans (2011:158) defines motivation as, “a process that starts with a 

physiological deficiency or need that activates behaviour or a drive that is aimed at a 

goal incentive”. Therefore, the key to understanding the process of motivation lies in 

the meaning of, and relationship among, needs, drives, and incentives. 

Luthans (2011:158) asserts that motivation is the process that starts with 

physiological or psychological deficiency or needs that activates behaviour or a drive 

that is aimed at a goal or incentive. It arouses, energizes, directs, and sustains 

behaviour and performance. That is, it is the process of stimulating people to action 

and to achieve a desired task. One way of stimulating people is to employ effective 

motivation, which makes workers more satisfied with and committed to their jobs. 

Money is not the only motivator. There are other incentives which can also serve as 

motivators. Along with perception, personality, attitudes, and learning, motivation is a 

very important part of understanding behaviour. Luthans (2011:160) asserts that 

motivation should not be thought of as the only explanation of behaviour, since it 

interacts with and acts in conjunction with other mediating processes and with the 

environment. In addition,  that there are basic assumptions of motivation practices by 

managers which must be understood. First, that motivation is commonly assumed to 

be a good thing. One cannot feel very good about oneself if one is not motivated. 

Second, motivation is one of several factors that go into a person's performance. 

Factors such as ability (skill), resources (equipment), and conditions under which 

one performs are also important. Third, managers and researchers alike assume that 

motivation is in short supply and in need of periodic replenishment. Fourth, 

motivation is a tool with which managers can use in organisations. If managers know 
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what drives the people working for them, they can tailor job assignments and 

rewards to what makes these people “tick.” Motivation can also be conceived of as 

whatever it takes to encourage workers to perform by fulfilling or appealing to their 

needs (Tella et. al.2001).  

2.3.2  Theories on motivation 

The purpose of motivation theories is to predict behaviours (Mullins, 2010:253). 

Many competing theories attempt to explain the nature of motivation.  These theories 

are all, partly true, and all help to explain the behaviours of certain people at certain 

times (Mullins, 2010:259). 

Theories of motivation are usually divided into two approaches: content theories and 

process theories.  The older content theories placed emphasis on what motivates 

and are concerned with identifying people‟s needs and their relative strengths, and 

the goals they pursue in order to satisfy these needs. These theories are: 

 Content theories - such as those of Maslow and Herzberg, stress the 

satisfaction of needs.  

 Process theories - such as those of Vroom, emphasize the importance of 

rewards.  

Content theories attempt to explain those specific things that actually motivate the 

individual at work. These theories are concerned with identifying people‟s needs and 

their relative strengths, and the goals they pursue in order to satisfy these needs. 

Content theories place emphasis on the nature of needs and what motivates.  

There is the assumption that everyone responds in much the same way to motivating 

pressures and that there is, therefore, one best way to motivate everybody. These 

theories provide a prescriptive list which managers can follow in an attempt to 

increase productivity.    

Process theories (expectancy and goal) change the emphasis from needs to the 

goals and processes by which workers are motivated. They attempt to explain and 

describe how people start, sustain and direct behaviours aimed at the satisfaction of 
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needs or reduction of inner tension. They place emphasis on the actual process of 

motivation.  

Process theories also attempt to identify major variables that explain behaviours, but 

the focus is on the dynamics of how the variables are interrelated in explaining the 

direction, degree and persistence of effort. The major variables in process models 

are incentive, drive, reinforcement and expectancy. 

The major content theories include:  

 Maslow’s Theory 

Abraham Maslow‟s (1943, 1970) needs-based theory of motivation is the most 

widely recognized theory of motivation and perhaps the most referenced of 

the content theories. He suggested that human needs are arranged in a 

series of levels in hierarchy of importance.  From the lowest level of need is 

physiological, safety, love, esteem and the need for self-actualization at the 

highest level. According to this theory, a person has five fundamental needs: 

physiological, security, affiliation, esteem, and self-actualization. The 

physiological needs include pay, food, shelter and clothing, good and 

comfortable work conditions and so on. The security needs include the need 

for safety, fair treatment, and protection against threats, job security and the 

like. Affiliation needs include the needs of being loved, accepted, part of a 

group, whereas esteem needs include the need for recognition, respect, 

achievement, autonomy, independence and more. Finally, self-actualization 

needs, which are the highest in the level of Maslow‟s need theory, include 

realizing one‟s full potential or self-development. 

According to Maslow, once a need is satisfied it is no longer a need. It ceases 

to motivate employees‟ behaviour and they are motivated by the need at the 

next level up the hierarchy. 
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Figure 2.2:  Maslow’s hierarchy of needs model 

 

Source: Adapted from Mullins (2010:261) 

 Alderfer’s ERG model  

 Alderfer identified three groups of core needs, namely Existence, 

Relatedness and Growth needs, hence the term ERG theory (Luthans, 

2010:173). The existence needs manifest in the workplace as the need for 

monetary remuneration and fringe benefits, while the relatedness needs are 

manifested in peer/co-worker relations. Growth needs represent the 

employee‟s desire for personal development and advancement (training, 

challenging assignments and promotion). The relationship between the 

satisfaction of the Alderfer (1969) needs (pay, fringe benefits, peer 

relatedness and growth), on the one hand, and organisational commitment 

and job performance, on the other hand, has been the topic of numerous 

research articles. Some of these articles, for example, have shown that 

satisfaction with monetary remuneration (pay) is an important determinant of 

organisational commitment (Cohen, 1992; Colarelli & Bishop, 1990). Many 

other studies have also reported a significant positive relationship between 

satisfaction with monetary remuneration and job performance (Arnolds & 

Boshoff, 2000). 

This model condensed motivation into three levels based on the core needs of 

existence, relatedness and growth. 

http://en.wikipedia.org/wiki/File:Maslow's_Hierarchy_of_Needs.svg
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 Herzberg’s motivation-hygiene theory 

One set of factors are those, if present, serve to motivate the individual to 

superior effort and performance.  These factors are related to job content of 

the work itself and they are motivators or growth factors.  The other set of 

factors, if absent, cause dissatisfaction.  These factors are related to job 

context, they are concerned with job environment and extrinsic to the job 

itself.  These are the “hygiene factors” analogous to the medical term meaning 

preventative, since they prevent dissatisfaction. 

 McClelland’s Achievement motivation theory   

McClelland identified four main arousal-based and socially developed 

motives: the achievement motive, power motive, affiliative motives and 

avoidance motives (Mullins.2010:267). The relative importance of these 

motives varies between individuals and different occupations. 

Over the years it has become clear that motives and needs are important 

facets of motivation, but that they do not provide a valid and comprehensive 

explanation of motivation.  The theories mentioned above are based on the 

assumption that all people are the same or at least comparable and thus they 

generalize human behaviour (Coetsee, 2003:15).   

The more modern process theories try to answer how individual behaviour is 

energized, directed, maintained and stopped.  These theories focus on the 

relationship between elements which produce or block motivation, the notion 

that each individual‟s behaviour is the result of her/his own assumptions, 

premises, expectations, values and other psychological process.  It is seen as 

the result of conscious, rational decisions between alternatives and the choice 

of behaviour is based on the expectancy of the most favourable 

consequences.  The major process theories approaches include (Mullins, 

2010: 268). 
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o Expectancy theory 

Vroom was the first person to propose an expectancy theory and it was 

based on three key variables, which include valence, instrumental and 

expectancy.  It was founded from the idea that people prefer certain 

outcomes from their behaviour and consequently people are motivated by 

the attractiveness of the expected results of their efforts or actions. 

o Equity 

This theory explains how people develop perceptions of fairness about the 

distribution of rewards in exchange for their inputs and efforts.  It focuses 

on people‟s feelings on how fairly they have been treated in comparison 

with treatment received by others. 

o Goal Theory 

Goal-setting is the process of motivating employees and clarifying their 

roles and perceptions by establishing performance objectives. 

o Job characteristics theory 

The key point of this theory is that the characteristics of the job which an 

individual needs to perform are central to motivation.  Monotonous, 

repetitive jobs with few challenges inhibit the motivation of employees to 

perform.  On the other hand, jobs that involve a variety of activities and 

challenges enhance motivation.   

The following dimensions of the above-mentioned motivational theories are 

distinguishable: 

 Motivation is a psychological process. 

 Motivation involves voluntary actions. 

 A need, motive or goal triggers action. 

 The selection process is directed by the attractiveness of the expected 

outcomes. 
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Motivation is defined as a psychological process and it involves voluntary action 

triggered by a need/motive or goal which is directed by the attractiveness of the 

expected outcomes (Coetsee, 2002:17). 

Coetsee (2002:17) further refers to the following points to understand motivation: 

 A manager cannot motivate people directly. A manager could, however, 

create a working climate or environment, in which he/she can incorporate 

elements which encourage people to be more efficient (people do things 

correctly) and more effective (people do correct things correctly).  

 Any person‟s level of motivation is determined by the interaction between a 

combination of forces within the person and a combination of forces in the 

environment in which he or she lives and works. Forces within the individual 

include needs, expectation, ideals, visions, knowledge, experience and self-

concepts.  Forces within the environment include the supervisory style, the 

organisation‟s climate and culture, team spirit and the organisational rewards 

and recognition. 

 People differ, not only in respect to the nature and strength of their needs and 

expectations, and self-concept, but also in regards to their reaction to 

influences emanating from the environment. People react differently to the 

same motivating climate and they also react differently to a demotivating 

environment.  

o People make decisions about the amount of energy they are prepared 

to spend in return for a particular reward or punishment (reward, 

recognition, discipline, dismissal) 

o If a person is able to make a choice between two or more options, the 

person would choose the option which he/she expects would lead to 

the more attractive results or outcome 
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2.4  JOB SATISFACTION 

2.4.1  Definitions  

Job satisfaction refers to an individual‟s general attitude toward various facets of his 

or her job. It reflects the extent to which an individual likes his or her job. A person 

with high levels of job satisfaction holds positive attitudes towards the job, whereas a 

person who is dissatisfied will hold a negative attitude towards the job. Luthans 

(2011:141) uses Locke‟s definition of job satisfaction by stating that job satisfaction 

“is a pleasurable or positive emotional state resulting from appraisal of one‟s job or 

job experience”.  According to this author, there are three dimensions to job 

satisfaction, namely: 

 job satisfaction is an emotional response; 

 it is determined by how well outcomes meet or exceed expectations; and 

 it represents several related attitudes.   

Considering these definitions of job satisfaction the following main elements in the 

definition of job satisfaction can be identified: 

 Job satisfaction is an affective response or attitude. 

 It is a pleasurable or positive emotional state. 

 It relates towards various facets of one‟s job or a particular situation. 

 It results from the appraisal of one‟s job or job experiences. 

Based on these elements; job satisfaction can formally be defined in the following 

manner: 

Job satisfaction is an affective response or attitude and pleasurable or positive 

emotional state toward various facets of one’s job, which results from the appraisal 

of one’s job or job experience.  

This definition therefore implies that job satisfaction is not a unitary concept. Rather 

a person can be relatively satisfied with one aspect of his or her job and be 

dissatisfied with one or more other aspects. 
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Job satisfaction is usually linked to motivation, but the nature of this relationship is 

not clear. Satisfaction is not the same as motivation (Mullins, 2010:282). 

2.4.2  Models of the causes of Job Satisfaction 

Five predominant models of job satisfaction focus on different causes of job 

satisfaction (Kreitner & Kinicki, 2007:192). These are: 

 Need fulfilment 

These models propose that satisfaction is determined by the extent to which 

the characteristics of a job allow an individual to fulfil his or her needs. Unmet 

needs can affect both satisfaction and turnover. 

 Discrepancies 

These models propose that satisfaction is a result of met expectations. Met 

expectations represent the difference between what an individual expects to 

receive from a job, such as good pay and promotional opportunities, and what 

he actually receives. When expectations are greater than what is received, a 

person will be dissatisfied. In contrast, this model predicts that an individual 

will be satisfied when he or she attains outcomes above and beyond 

expectations. 

 Value Attainment 

This implies that job satisfaction can results from the perception that a job 

allows for fulfilment of an individual‟s important work values. A doctor might 

feel job satisfaction by his/her perception that his/her job results in benefits to 

the society/humankind. 

 Equity 

Satisfaction results from one‟s perception that work outcomes, relative to 

inputs, compare favourably with a significant other‟s outcomes/inputs. Doctors 

might get job satisfactions by their perception that compared to other 

professions or their inputs into their work; they contribute more towards 

society/humankind. 
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 Dispositional/genetic Components 

This model is based on the belief that job satisfaction is partially a function of 

traits and genetic factors. 

There is a significant positive relationship between motivation and job satisfaction 

(Kreitner & Kinicki, 2007:195).  

2.4.3  The impact of job satisfaction (causes and results) on productivity  

Job satisfaction is closely associated with work motivation.  A motivating climate is 

one of the most important contributors to job satisfaction.  It is generally considered 

that people want to gain satisfaction from their work and want to avoid 

dissatisfaction.  

 

2.4.4  Causes of job satisfaction 

The principal causes of job satisfaction can be placed into organisational and 

personal categories. 

2.4.4.1  Personal factors 

Some of the personal causes of job satisfaction are: 

2.4.4.1.1  Interesting and challenging work /Work Situation Influences 

The work should enable the use of skills and abilities, to learn new things which may 

offer a variety of tasks, freedom and feedback on performance. Of all the major job 

satisfaction areas, satisfaction with the nature of the work itself–which includes job 

challenge, autonomy, variety, and scope–best predicts overall job satisfaction, as 

well as other important outcomes like employee retention(Saari & Judge, 2004:397). 

Thus, to understand what causes people to be satisfied with their jobs, the nature of 

the work itself is one of the first places for practitioners to focus on. This however 

contradicts the employer‟s perception about what is the major factor on employees‟ 

job satisfaction. For example, in a study examining the importance of job attributes, 

employees ranked interesting work as the most important job attribute and good 
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wages ranked fifth, whereas when it came to what managers thought employees 

wanted, good wages ranked first while interesting work ranked fifth (Kovach cited by 

Saari & Judge. 2004:395). 

2.4.4.1.2  Promotional advancement 

Promotions raise the worker to a higher position relative to those who do not receive 

one. Promotions are also an important aspect of a worker‟s career and life, affecting 

other facets of the work experience. People might derive satisfaction not only from 

having a higher income relative to their peers, but also higher rank, among other 

things. Kosteas (2009:23) found that both receipt of a promotion in the last two years 

and the expectation that a promotion is possible in the next two years result in higher 

job satisfaction, even while controlling for the current wage rate and the individual‟s 

wage rank within his comparison group. On the other hand, one of the interesting 

results of a study by Dogan and Menderes (2009:11) is that no relation exists 

between job satisfaction and “promotion”. 

Importantly, with acquiring of new skills and abilities opportunities for promotional 

advancement should be available.  

2.4.4.1.3  Working Hours  

Standard work hours in government organisations are generally eight hours, five 

days a week. Al Jenaibi (2010:13)in comparative study of employees in public 

service in the United Arab Emirates found employees who say they are satisfied with 

their working hours were the highest number at 31.25%, and those who were neutral 

at 23.75%.No comparative study was found for South African employees‟ level of 

satisfaction with their working hours. 

It would be expected that job satisfaction is negatively related to working hours–that 

people with longer working hours would be less satisfied with their jobs than those 

working less hours. However, according to the contributions from Denmark and 

Portugal, there is in fact a positive relationship between working hours and job 

satisfaction (Al Jenaibi, 2010:13). In other words, people who work more hours are 

more satisfied in their work (though it should be pointed out that income may 

mediate this relationship, as higher income and longer hours are also correlated). 
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2.4.4.1.4  Pay and other financial benefits 

Money has a symbolic as well as an economic material meaning. It can provide 

power and status and it can be a means to measure achievement (Luthans, 2011: 

96).It is essential to for management to know how far the employees rank financial 

rewards. In a study examining the importance of job attributes, employees ranked 

interesting work as the most important job attribute and good wages fifth, whereas 

when it came to what managers thought employees wanted, good wages ranked first 

and interesting work ranked fifth(Saari & Judge:2004). 

2.4.4.1.5 Personality 

Personality includes self-esteem, ability to withstand stress and the belief to control 

one‟s own outcomes. Several innovative studies have shown the influences of a 

person‟s disposition on job satisfaction (Saari & Judge, 2004; 395). A person‟s job 

satisfaction scores have stability over time, even when he or she changes jobs or 

companies. In a related study, childhood temperament was found to be statistically 

related to adult job satisfaction up to 40 years later. Evidence even indicates that the 

job satisfaction of identical twins reared apart is statistically similar. An accumulating 

body of evidence indicates that differences in job satisfaction across employees can 

be traced, in part, to differences in their disposition or temperament. However, how 

exactly dispositions affect job satisfaction is not well understood (Saari & Judge, 

2004:397). Theoretical models have been developed in an attempt to better 

understand the relationship between dispositions and job satisfaction. Studies have 

found that a key personality trait, core self-evaluation, correlates with (is statistically 

related to) employee job satisfaction. Studies have also found that one of the primary 

causes of the relationship was through the perception of the job itself. Thus, it 

appears that the most important situational effect on job satisfaction–the job itself–is 

linked to what may be the most important personality trait to predict job satisfaction: 

core self-evaluation. Evidence also indicates that some other personality traits, such 

as extra-version and conscientiousness, can also influence job satisfaction. Even 

though organisations cannot directly impact employee personality, the use of sound 

selection methods and a good match between employees and jobs will ensure 

people are selected and placed into jobs most appropriate for them, which, in turn, 
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will help enhance their job satisfaction. In the South African medical situation, sound 

selection of the medical students into the medical field on students who show 

passion for the medical profession rather than academic abilities (as is the case 

presently) can help in recruiting personnel who will have better job satisfactions in 

their medical profession. 

2.4.4.2 Organisational factors 

Some of the organisational factors that cause job satisfaction are: 

2.4.4.2.1  Technology provided  

More investment in technology would likely increase employee job satisfaction 

regarding intrinsic and general perspectives. Meyer (2004:158) found that there was 

a statistically significant relationship between the combination of technology use and 

expertise and job satisfaction. Ghalia and Rateb‟s (2010) results in their study point 

out that more investment in technology would rather increase employee job 

satisfaction regarding intrinsic and general perspectives. 

2.4.4.2.2 Quality of the management 

Another factor that needs to be considered is the co-workers, which should be 

competent and supportive. The quality of the management leadership plays an 

important role in terms of effective and supportive supervisors. It should be noted 

that the absence of these characteristics will result in job dissatisfaction.           

2.4.4.2.3  Culture 

Different studies in different countries have shown that job satisfaction of medical 

practitioners differs. Sullivan and Buske‟s (1998) study in Canada has shown 67% of 

the government medical officers in Canada agree that their workload is heavy and 

the career as a doctor resulted in their daily life and their families affected(bin Omar, 

et al). A study in Ireland has shown that 70% of the medical officers in Ireland have 

to shoulder the task duties which they perceive as getting heavier and more 

complex. Chaudhury and Banerjee (2004) found that there is a rather low level of job 

satisfaction among Indian armed defence medical officers both in administrative 

cadre and specialist cadre in their study of job satisfaction. However, research by 
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Simoens and Anthony (2002) found that the situation of medical officers in Scotland 

really differs. They are satisfied with their work because the administrative workload 

has been reduced and the allocated working hours for them are more flexible. 

2.4.4.2.4  Organisational status 

Organisational status and seniority also plays an important role, that is, the higher in 

the organisation the more satisfied the person will be.  It was also found that the 

more people are satisfied with different aspects of their lives the more they tend to 

be satisfied with their jobs. Giving a title to a job also results in job satisfaction. 

2.4.5  Results of job satisfaction or dissatisfaction 

Job satisfaction has positive relationship with motivation, job involvement, 

organisation commitment, organization citizenship behaviour, and negative 

relationship with absenteeism, turnover, heart disease, perceived stress and 

tardiness (Reinter & Kinicki, 2007:196). 

 2.4.5.1 Performance and productivity 

Job satisfaction is not a direct cause but a result of performance and productivity 

(Coetsee, 2003:52). This implies that if an employee performs well and is productive 

he or she will be a satisfied employee.  A satisfied employee will not necessarily be 

productive or perform well.  The reason is that, if people perform well and if they 

receive recognition and rewards for this good performance, it will lead to satisfaction 

and motivation (Coetsee, 2003:52).  The opposite is not necessarily true.  In fact, a 

great controversy exists whether satisfaction is a cause of performance, that is, a 

satisfied worker is a good worker.  Often managers would increase an employee‟s 

happiness to avoid discussing it with the worker that he or she is not performing to 

standards.    

2.4.5.2  Organisational Citizen Behaviour (OCB) 

Organ (1988) in Singh and Sign (2009)defines OCB as individual behaviour that is 

discretionary, not directly or explicitly recognized by the formal reward system, and 

that in the aggregate promotes effective functioning of the organization…the 

behaviour is not enforceable requirement of the role or the job description … the 
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behaviour is a matter of personal choice. The term „discretionary‟ used in this 

definition suggests behaviour is not an enforceable requirement of the role or the job 

prescription. It also means that the behaviour is not clearly specified and does not 

constitute part of the employee‟s employment contract with the organisation. The 

behaviour is rather a product of a personal decision essential in achieving 

predetermined organisational goals by the employee such that its omission is not 

generally understood as punishable. Pro-social ethical behaviours such as helping 

new employees to understand the internal workings of the organisation, assisting co-

workers can be regarded as OCB. There are workplace circumstances which compel 

employees to work under sub-standard conditions that are not injurious such as 

using obsolete equipment to complete a project or deadline brought forward. 

Empirical studies carried out by various researchers to establish the relationship 

between job satisfaction and OCB have produced inconsistent results. While the 

majority of the studies showed strong correlation between job satisfaction and OCB, 

some showed no correlation at all and yet others showed correlation in the presence 

of a mediating variable (Chiboiwa et al., 2011). It has been found in 15 independent 

studies that a significant relationship exists between job satisfaction and OCB 

(Chiboiwa et al., 2011).                                                              

2.4.5.3  Absenteeism and Turnover 

Both absenteeism and turnover are very costly to organisations. High job satisfaction 

will not necessarily result in low absenteeism but low job satisfaction is more likely to 

bring about absenteeism (Luthans, 2011:146). 

 

2.5  RECOGNITION AND CREDIT 

People can be praised to succeed. Positive feedback on good performance is a 

strong is motivator and staff is then likely to accept and respond to constructive 

criticism (Mullins: 2010:471). ” A sincere word of thanks from the right person at the 

right time can mean  more to an employee than a formal award….What is important 

is that someone takes the time to notice an achievement, seeks out the employee 
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responsible and personally gives praise in a timely way.” F Castellanos, IBM vice 

president as quoted by Mullins (2010:471). 

Mullins (2010: 473) suggests the following philosophy of “golden rule management”: 

 Treat people fairly but according to merit 

 Make the other person feel important 

 Motivate people through giving praise 

 Encourage feedback and don‟t undervalue the ability to listen 

 An open door philosophy 

 Help other people get what they want. Good managers‟ success is reflected in 

the success of their people 

 Never hide behind policy and pomposity 

 

2.6 SUMMARY 

This chapter discussed some of the prevailing condition in the South African medical 

arena, motivation and job satisfaction. The public sector has not shown growth 

proportional to the demands of its services. The two sectors have shown to apply 

different strategies to attract and to retain skilled personnel. The private sector has 

been able to attract specialist and experienced doctors to its hospital network 

through the improvements to its infrastructure whilst the public sector has relied 

mainly on legislations and Cuba trained doctors to attract, retain and to man its 

hospitals. 

Definitions of motivation and some of the motivation theories have also been 

discussed in this chapter. Models of job satisfaction, some of its causes, and some 

of the effects of job satisfaction/ dissatisfaction have been discussed. 
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CHAPTER 3 

RESEARCH METHODOLOGY 

 

3.1  INTRODUCTION  

Research is the lifeblood of not only any individual academic but any university, 

institution, department or individual worthy of the name or recognition. Research is 

distinguished from information gathering by three main distinct but interrelated 

characteristics, which are:  an open system of thought, examining data critically, and 

generalize and specify limits on the generalizations (Struwig& Stead, 2004: 3). 

One of the chief goals of scientists, social or other, is to explain why things are the 

way they are (Balnaves & Caputi, 2001:90). This study seeks to explain and 

compare the job satisfaction and motivation of doctors in public service against that 

of doctors in private sector. 

 

3.2  PURPOSE OF THE RESEARCH 

A great deal of research has been done to investigate the migration of medical 

personnel from the developing countries to developed countries, and the disparities 

in medical personnel resourcing of rural and urban communities. This study seeks to 

evaluate and compare the job satisfaction of medical personnel in the public sector 

and the private sectors in Gauteng. The results of job satisfaction or dissatisfaction 

were put in perspective in the literature review in the previous chapter. The literature 

review was also done on job satisfaction and theories on motivation. 

By doing a comparative study on private and public health sectors‟ job satisfaction 

and motivations, this study will attempt to identify the factors that hospital 

management and health authorities in general can apply to recruit and to retain 

health professionals in their respective sectors. 
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3.3  RESEARCH DESIGN  

The research into job satisfaction covers an area with large literature available in 

mainstream academic books and articles. Due to its importance in organisational life, 

job satisfaction is studied more frequently by organisational researchers than any 

other variable in the domain of industrial-organisational psychology (Hirchfelt, 

2000:255). 

The method employed for the research was a quantitative approach. Struwig and 

Stead (2004:19) state that the logical place for quantitative research techniques 

(usually in the form of large scale questionnaire surveys or structured observations) 

is in conclusive research project (where information obtained from samples, is 

representative of the population). 

The research was done with a self-administered online questionnaire. The 

advantages of this are that online surveys provide instantaneous transmission of 

surveys to recipients while avoiding any postal costs (Fricker & Schonlau, 2002:1). 

The online survey was also chosen to avoid yield of more socially desirable answers 

on such sensitive questions as a salary from the survey. Survey data gathered online 

offers the researcher an advantage in that it can be automatically downloaded to a 

statistical program for analysis (Schmidt et al., 2006:3). It was also chosen for ease 

of its nationwide reach though this might have been inhibited by computer and email 

access. The Wits University Family Medicine Department was approached for the 

distribution of the questionnaires. The Survey Monkey format was utilised for the 

questionnaires‟ distributions and collections. The disadvantages of the online survey 

are that it is dependent on internet access and computer literacy.  

 

3.4  ETHICAL CONSIDERATION 

The information provided would not be used to undermine the well-being of the 

respondents or that of the particular health sector they practice in. The respondents 

were not asked to provide their names apart from the demographic information that 

was requested. The respondents were informed about the objectives of the research 

informing participants in the research setting of what they are going to be doing and 
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eliciting their consent, is seen as good practice by most researchers (Gray, 

2009:411). This should entail: 

 Describing the overall purpose of the research 

 Telling the participants about their role in the study 

 Stating why they have been chosen 

 Explaining the procedure, including amount of time required 

 Clearly stating the risk and the discomfort 

 Stating that the participants may withdraw at any time of study 

These were complied with in the accompanying letter to the online survey. 

 

3.5  SAMPLING PROCEDURE 

A convenience sampling technique was used for reasons explained hereafter. 

The Department of Health (DoH), and HPCSA, who have a registry of all practising 

medical doctors within South Africa, declined access to their doctor database. 

SAMA, a medical practitioner association with national reach, initially promised to 

provide access to their doctor email database but did not keep to their promise. This 

was unfortunate as this would have provided the researcher with a wider and more 

representative sample population. The University Of Witwatersrand Department Of 

Family Medicine which has regular contacts with doctors in both the public and 

private sector was approached for distribution of the questionnaires and acceded to 

the request to use their doctors‟ database.  A response rate of 5% for the online 

survey was planned in line with expected yield of online survey on medical 

practitioners (Moosa, 2011:25). Furthermore, to achieve sufficiently high response 

rates, it was necessary to leave an Internet-based survey in the field for an extended 

period of time. For example, a prominent commercial Internet survey company, 

Knowledge Networks, has indicated that to achieve a 70-80% response rate they 

must leave a survey in the field for about 10 days (Fricker & Schonlau, 2002:1).The 

responses to the questionnaire were retrieved after a period of two weeks. 
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3.6 DATA COLLECTION PROCESS  

The following steps were done in the data collection process: 

 Pre-Letter   

Two days prior to the first mailing of survey materials a pre-letter was sent to 

all participants. This described the purpose of the study and the confidentiality 

of responses. 

 First Mailing  

The first mailing included an explanatory letter and the questionnaire was sent 

two days after the pre-letter. 

 Reminder  

Three days after the initial questionnaire mailing a reminder was sent to all 

participants asking for their cooperation and urging them to complete the 

survey materials.  

 Follow-up  

Approximately six days after the initial questionnaire mailing a second mailing 

was sent to all participants who had not yet responded.  An accompanying 

letter to re-assure participants of confidentiality and urging their response was 

sent. 

 Post research acknowledgement 

The responds were sent a letter of appreciation for their participation and will 

be given a brief explanation of the outcome of the research. 

 

3.7  MEASURING INSTRUMENT 

Job satisfaction is a global concept that is comprised of, or indicated by, various 

facets. The most typical categorization considers five facets of job satisfaction:  pay, 

promotions, co-workers, supervision, and the work itself (Judge & Klinger, 

2007:381.) Locke (1976) adds a few other facets: recognition, working conditions, 

and company and management. It is common for researchers to separate job 
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satisfaction into intrinsic and extrinsic elements whereby pay and promotions are 

considered extrinsic factors and co-workers, supervision, and the work itself are 

considered intrinsic factors. 

Judge and Klinger (2007:382) do not think that conceptualizations or measures of 

job satisfaction are advanced by forcing false dichotomies into the literature. 

Based on the literature review about trends in the South African medical field, job 

satisfaction and motivation, and the nine subgroups of the Job Satisfaction Survey 

(JSS) (salary, promotion, supervision, fringe benefits, contingent rewards, operating 

procedures, co-workers, work and communication) a questionnaire was drafted. The 

questionnaire was adapted to fit the working environment of the both the public and 

private sector doctors in South Africa. The questionnaire consisted of 3 main parts: 

Section A= biographical data, section B = questions derived from literature review 

and aspects of JSS to assess job satisfaction and section C = questions derived 

from the literature review to assess motivational attitude. 

The questionnaire had the following additional themes: organisation factors, group 

factors, personal factors, management/leadership, recognition and growth and 

development.  

Each of the items on the questionnaire had four possible response items, each 

assigned an ordinal weight. Strongly disagree will be given an ordinal weight of 1, 

Disagree will be assigned an ordinal weight of 2, Agree given an ordinal weight of 3, 

and Strongly Agree will be assigned an ordinal weight of 4.  Thus, higher scores will 

indicate higher levels of job satisfaction. This four option Likert scale will be 

intentionally used to produce forced attitudinal choices. The table below summarises 

the main constructs addressed in the questionnaire. 
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Table 3.1:  Constructs addressed in the questionnaire 

Dimension No. of items Item quote 

Organisation factors 11 Q111-Q1111 

Group factors 4 Q121-Q124 

Personal factors 3 Q131-Q133 

Manager leadership 4 Q151-Q154 

Recognition 7 Q17 1–Q177 

Growth & development    5 Q181-Q185 

 

3.8 DATA ANALYSIS 

Statistical analysis was conducted using the Statistical Package for Social Sciences 

(SPSS) program (Field.2005). The assistance of a statistician at North-West 

University statistics department was sought to conduct the data analysis. Descriptive 

statistics (means, standard deviation) was used to analyse the data and spot trends. 

Individual item mean and standard deviation was determined, but as the reliability of 

the individual items is at best probably low and at worst unknown the Cronbach 

alpha was used for reliability testing. Cronbach‟s alpha does not provide reliability 

estimates for single items. Thus the items/variables were classified under the 

following headings: organisational factors, group factors, personal factors, manager-

leader, recognition and growth and development for the job satisfaction and 

motivation assessment. 

Cronbach alpha coefficients were used to determine the internal consistency or 

reliability. The Cronbach alpha coefficients were applied according to the following 

rule of thumb (George & Mallery as cited by Gliem & Gliem.2003). 
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Table 3.2: Cronbach’s alpha guideline  

Cronbach’s alpha Internal consistency 

α > 0.9  Excellent 

0.9 >α ≥ 0,8 Good 

0.8 > α ≥ 0.7 Acceptable 

0.7 > α ≥ 0.6 Questionable 

0.6 > α ≥ 0.5 Poor 

0.5 > α Unacceptable 

Source:  Gliem & Gliem (2003) 

As the Likert-type scales were used, it was imperative to calculate and report 

Cronbach‟s alpha coefficient for internal consistency reliability for any scales or 

subscales. The analysis of the data was then summated into scales or subscales in 

addition to individual items. 

The t-test was used to assess whether there were any statistically significance 

difference in the means of the different subgroups. 

The ANOVA was used to compare the independent groups based on the 

demographic data against the quantitative measure or score. 

 

3.9 VALIDITY AND RELIABILITY 

3.9.1 Validity 

Validity in quantitative research is the extent to which measures do, in fact, measure 

the constructs of interests to the research. It defines whether the instrument used 

measures what it claims to measure (Balnaves & Caputi, 2001:89). 

Data validity (the truthfulness or the trustworthiness of the finding) in quantitative 

research include the application of statistics to questionnaire construction as well as 

the use of statistical hypothesis testing (Struwig & Stead, 2004:19).   
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3.9.2 Reliability  

Inter-judge reliability will be enhanced by using a high degree of structure to the 

research through the use of a structured questionnaire. Since this research is an 

attitudinal study mainly on the work environment, the respondents were encouraged 

to complete the questionnaire in their own time, when they are more relaxed from the 

work environment. 

An attempt on internal consistency has been made by harmonising and grouping the 

questions on job satisfaction from those on motivation separately on the 

questionnaire.  

3.9.3  Practical significance 

As there was use of the non-random convenient sampling method, the data was 

considered as a small population for which statistical inference and p-values could 

not be relevant; the effect size was rather determined. The following Cohen (1992) 

guideline for interpreting extent of practical significance was used: 

 0.2= small effect: which means new research ought to be replicated to 

determine whether there is an effect or whether the results are practically non-

significant 

 0.5= medium effect: might point towards practical significance. A better 

experiment or survey might result in a more significant result. 

 0.8 =large effect: the results are practically significant, and therefore, of 

practical importance (Steyn, 2000:1). 

 

3.10 SUMMARY 

This chapter provided a description of the research methods and the rationale for its 

use in this study. Strategies relating to participants, instrumentation, and data 

collection procedures were discussed. The statistical treatments of the survey data 

were also detailed.  

The next chapter will deal with data analysis.    
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CHAPTER 4 

ANALYSIS OF RESULTS 

 

4.1  INTRODUCTION 

This chapter presents a report on the empirical inquiry into job satisfaction and 

motivation of a sample of medical practitioners in the private and public sectors. The 

inquiry or investigation was done using a three part questionnaire consisting of 

biographical data, a job satisfaction survey and a motivation survey. The 

questionnaire was distributed electronically to medical practitioners.  

The methods used in the data analyses included identifying, coding and categorizing 

the primary patterns in the data. 

 

4.2  CHARACTERISTICS OF THE TARGETED SAMPLE 

4.2.1  Response rate 

Three thousand and seventy five (3075) questionnaires were e-mailed out to the 

doctors. One hundred and fifty two (152) responses were received in the two weeks 

after the questionnaires were sent out. This study is based on the 152 responses 

thus received giving a rather disappointing response rate of 4.94%. This is however 

in line with obtained response rate of online questionnaire conducted by Moosa on 

his study on medical practitioners of 5 %( Moosa.2011:35). However, as detailed in 

the subsequent demographic data analysis, the study could not establish a national 

response, as 94.6% of respondents were based in the Gauteng province. 
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4.2.2  Demographic data 

Table 4.1 presents the demographic data. 

Table 4.1:  Demographic profile 

  

RACE 

Item Frequency % Valid % Cumulative % 

Valid African 52 34.2 34.4 34.4 

 White 62 40.8 41.1 75.5 

 Indian 34 22.4 22.5 98 

 Coloured 2 1.3 1.3 99.3 

 N/A 1 0.7 0.7 100 

Total  151 99.3 100  

Missing System 1 0.7   

Total  152 100   

AGE 

Item Frequency % Valid % Cumulative % 

Valid < 24 yrs. 1 0.7 0.7 0.7 

 25 - 30 yrs. 6 3.9 4 4.6 

 31 - 35 yrs. 23 15.1 15.2 19.9 

 36 - 40 yrs. 29 19.1 19.2 39.1 

 41 - 45 yrs. 24 15.8 15.9 55 

 46 - 50 yrs. 15 9.9 9.9 64.9 

 51 - 55 yrs. 27 17.8 17.9 82.8 

 56 - 60 yrs. 13 8.6 8.6 91.4 

 60 + 13 8.6 8.6 100 

Total  151 99.3 100  

Missing System 1 0.7   

Total  152 100   
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GENDER 

Item Frequency % Valid % Cumulative % 

Valid Male 82 53.9 54.7 54.7 

 Female 68 44.7 45.3 100 

Total  150 98.7 100  

Missing System 2 1.3   

Total  152 100   

NATIONALITY 

Item Frequency % Valid % Cumulative % 

Valid South African 148 97.4 97.4 97.4 

 Other 4 2.6 2.6 100 

Total  152 100 100  

YEARS IN MEDICAL PRACTICE 

Item Frequency % Valid % Cumulative % 

Valid Less than 5 yrs. 5 3.3 3.3 3.3 

 5 - 10 yrs. 35 23 23.2 26.5 

 11 - 15 yrs. 32 21.1 21.2 47.7 

 16 - 20 yrs. 22 14.5 14.6 62.3 

 20 + 57 37.5 37.7 100 

Total  151 99.3 100  

Missing System 1 0.7   

Total  152 100   

FIELDS OF PRACTICE 

Item Frequency % Valid % Cumulative % 

Valid Medical Officer 115 75.7 77.2 77.2 

 Community 

Service 

5 3.3 3.4 80.5 

 Specialist 29 19.1 19.5 100 

Total  149 98 100  

Missing System 3 2   

Total  152 100   
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PROVINCE 

Item Frequency % Valid % Cumulative % 

Valid Gauteng 140 92.1 94.6 94.6 

 Limpopo 1 0.7 0.7 95.3 

 Free State 2 1.3 1.4 96.6 

 Mpumalanga 1 0.7 0.7 97.3 

 North West 2 1.3 1.4 98.6 

 Eastern Cape 2 1.3 1.4 100 

Total  148 97.4 100  

Missing System 4 2.6   

SECTOR 

Item Frequency % Valid 

% 

Cumulative % 

 Public 52 34.2 34.4 34.4 

 Private 99 65.1 65.6 100 

Total  151 99.3 100  

 Missing   1 0.7   

Total  152 100   

      

 The statistics in table 4.1 reveal that 54% were male and 45% were female 

with 1% not stating their gender. 

 Some 148 (97.4%) were South Africans, 4(2.6%) were other nationalities with 

two of them stating that they were Nigerians, one as Congolese and one as a 

Bulgarian national as they specified on their questionnaires‟ returns. 

 Whites dominated at 41.1%, followed by African at 34.4% as per pre-1994 

racial classification. 
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 The majority at 77.2% were practising as general medical practitioners and 

19.5% were specialists, and 3.4% were doing community service. 

 The study did not achieve its objective of a nationwide research due to an un-

anticipated response of 94.6% of respondents being from Gauteng Province. 

2.6 % did not state their provincial status. There were no respondents from 

Western Cape, Northern Cape and KwaZulu-Natal. Other provinces were 

represented as follows: Limpopo 0.7%, Free State 1.4%,Eastern Cape 1.3%, 

Mpumalanga 0.7%and North West at 1.3%. Although the study was biased 

towards Gauteng province, the title of the research as a South African based 

study was retained as the title was already approved by the North-West 

University. 

 34.2% of the respondents were in public service whilst 65.1% of the 

respondents were in private practice. This is in line with the national 

distribution of medical personnel in South Africa. 

 3.3% of respondents had been less than 5 years in medical practice, 23.2% 

between 15 years and 10years, 21.2% between 11years and 15 years, 14,6% 

between 16 years and 20years and the largest proportion at 37.7% were in 

medical practice for more than20 years. 

 0.7% were less than 24 years old, 4% between 25 and 30years, 19.2% 

between 36 and 40 years, 15.9% between 41 and 45 years, 9.9% between 46 

and 50 years, 17.95% between 51years and 55 years ,8.6% between 56 and 

60 years and 8.6% over 60years. 

 

4.3  FACTOR ANALYSIS 

4.3.1  Personal factors (Q111to Q1111) 

The items correlated well with other items on the Pearson correlation coefficient 

(Appendix B), the KMO, an index used to measure appropriateness of factor analysis 

was .753, above the commonly recommended value of .6 (Field, 2005:6). Bartlett‟s 

test of sphericity was significant at .000, with the determinant of .045 which is greater 

than the necessary value of 0.0001. Given these indicators the factor analysis was 

deemed to be an appropriate statistical method to employ. 
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The SPSS program extracted three factors. By Kaiser‟s criterion (there are as many 

factors as the number of Eigenvalues greater than 1) four factors should be 

extracted. The sample size was less than 250 and the average communality was 

0.43. The communalities after extraction are less than 0.7 but there are less than 30 

variables (11 variables). These conditions make the application of the Kaiser‟s 

criterion inapplicable. The scree plot can also not be used (Field, 2005:8). The 

factors were rotated by means of an Oblimin Kaiser Normalisation rotation, and the 

following factors and their respective loaded variables were extracted: 

Factor 1: Equity 

Q 112. My salary compares quite well with earnings by doctors in the private or 

public sector  

Q 11 1.My current salary is equitable with respect to my experience 

Q 11 6.I feel I have sufficient resources to provide excellent services to my 

patients 

Q 11 3. My environment encourages open communication 

Factor 2: Job challenges 

Q 11 4.I have sufficient opportunities for career advancement within the health sector 

Q 11 5.The nature of my work is challenging 

Factor 3: Security 

Q 11 10. I feel secure and safe in my current job from job security. 

Q 11 9. I feel secured in my current job from crime  

Q 11 7. I have good home-work balance 

Q 11 8.I am proud to be a doctor 

Q 11 11. I feel secure in my current job from litigations 
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4.3.2 Manager Leadership (Items Q151 to Q15 4) 

Exploratory factor analysis was used to analyse and to confirm that the items Q151 to 

Q15 4 do measure an underlying construct labelled Manager Leadership.  

The preliminary analysis of the Pearson correlation coefficients between all pairs of 

these items reveal that there is no correlation coefficient that is greater than 0.9, and 

therefore, a problem of singularity did not arise (Field, 2005:5). The determinant of 

the correlation matrix was 0.414 which is greater than the necessary value of 

0.00001, and therefore, multicollinearity was not a problem in this data. Resultantly, 

the manager leader items correlate fairly well and none of the correlations 

coefficients are particularly large; therefore, there was no need to consider 

eliminating any items at this stage. 

The Kaiser-Meyer-Olkin (KMO) measure of sampling adequacy was 0.737 (between 

0.7 and 0.8) which is regarded as “middling”(Schwarz. 2011:26). This means that the 

sample is adequate to continue towards multivariate statistical analysis, such as 

factor analysis, which is an appropriate tool to analyse the data-set. Additionally, 

Bartlett‟s test of sphericity is below0.005, signifying that there are no significant 

relationships between variables. For this data, Bartlett‟s test confirmed that factor 

analysis is an appropriate statistical method to employ. 

Only one factor was extracted from the exploratory factor analysis. The factor 

explains 56.5% of the total variance. In addition, all four the items loaded onto one 

factor, which means that items Q151 to Q154 measured what they were intended to 

measure, thus proving the validity of these statements as a measure for Manager 

leadership. 

4.3.3 Organisational factors (items Q13 1 to Q133) 

KMO = 0.0.679, Bartlett test of sphericity =0.000  

Exploratory factor analysis revealed no correlations between pairs of these items 

and the problem of singularity did not exist. The personal factors correlated fairly 

well. The KMO measure of sampling adequacy and Bartlett‟s test of sphericity 
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indicated that factor analysis was appropriate. Only one factor was extracted and 

therefore the solution could not be rotated.  

4.3.4 Group factors (Q121 to Q12 4) 

KMO = 0.70, Bartlett‟s test of sphericity =0.00 

Exploratory analysis revealed no correlation between the pairs of the items and no 

problem of singularity existed. The group factors correlated fairly well. The KMO 

measure of sampling adequacy and Bartlett‟s test of sphericity indicated that factor 

analysis was appropriate to be conducted. Only one factor was extracted using the 

Principal Axis Factoring and the solution could not be rotated. 

 

4.4 FREQUENCY OF THE RESPONSES (Public and Private) 

Table 4.2: Frequency of responses (public and private) 

 

ITEM 

Public and Private % Frequency 

No. 
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%
 

 Personal factors     

1 My current salary is equitable with respect to my 
experience.  

10.8 35.8 38.5 14.9 

2 

 

My salary compares quite well with earnings by doctors in 
the private or public sector. 

5.4 34.9 42.3 17.4 

3 My environment encourages open communication. 9.5 48.6 30.4 11.5 

4 I have sufficient opportunities for career advancement 
within the health sector. 

10.2 48.3 29.9 11.6 

5 The nature of my work is challenging. 33.6 49.0 14.1 3.4 

6 I feel I have sufficient resources to provide excellent 
service to my patients 

20.1 34.9 30.9 14.1 

7 I have good home-work balance. 15.4 40.3 33.6 10.7 

8 I am proud to be a doctor. 45.0 42.3 10.7 2.0 

9 I feel secured in my current job from crime. 10.7 37.6 31.5 20.1 

10 I feel secured and safe in my current job from job security. 18.1 46.3 22.8 12.8 

11 I feel secured in my current job from litigations. 4.1 35.8 32.4 27.7 

 Group Factors     
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12 I receive the necessary support from my fellow doctors. 9.4 63.8 21.5 5.4 

13 I receive the necessary support from my fellow 
management. 

1.4 33.1 47.3 18.2 

14 I am satisfied with the relationship between medical aid 
management and the doctors. 

1.4 22.4 46.9 29.3 

15 Conflict situations are managed well in my medical field. 2.0 44.6 38.5 14.9 

 Organisation Factors     

16 Currently I am performing at my best. 17.4 57.0 22.8 2.7 

17 The scope of my job offers me opportunities within the 
medical field. 

13.5 50.0 30.4 6.1 

18 I feel satisfied with the personal growth and development 
within the medical field. 

11.4 46.3 35.6 6.7 

 Manager leadership     

19 I am satisfied with the goals set by the management team. 4.7 29.1 55.4 10.8 

20 My senior doctors are good role models. 10.3 54.1 29.5 6.2 

21 My working environment empowers me by providing me 
with adequate training and development opportunities. 

8.1 45.9 39.9 6.1 

22 The management create an environment that is conducive 
for me to perform at my peak. 

4.1 36.7 49.0 10.2 

 Recognition     

23 I feel appreciated by my patients for the services I provide. 30.6 53.7 12.9 2.7 

24 I feel appreciated by management/medical aid 
management for the services I provide. 

5.5 26.7 45.9 21.9 

25  I receive positive feedback from my supervisor on a 
regular basis. 

6.9 26.9 50.3 15.9 

26 I am publicly acknowledged for the extra efforts I put into 
my job. 

6.9 26.2 48.3 18.6 

27 I am equitably rewarded for the extra effort I put into my 
job. 

2.1 26.9 51.0 20.0 

28 I am respected by management / medical aid system. 4.2 34.0 42.4 19.4 

29 I am respected by others in the medical field. 13.1 65.5 17.9 3.4 

 Growth and Development     

30 I can grow my career in my environment. 12.9 42.9 36.7 7.5 

31 I have an achievable career development plan. 12.2 49.7 34.0 4.1 

32 I get ample opportunities to develop new skills. 8.2 42.5 43.2 6.2 

33 I do not feel constrained by too many unnecessary rules. 6.8 35.6 40.4 17.1 

34 I am free to express my opinion without fear of losing 
career opportunities. 

9.6 40.4 38.4 11.6 
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4.4.1  Frequency analysis of Personal factors (equity, job challenges and 

security) for both groups (Public and Private) 

On the item, “I am proud to be a doctor”, 87.3% of respondents rated that they 

strongly agree to agree with this statement, with only 2% of respondents rating this 

statement to strongly disagree. Some 64.4% of the respondents rated that they feel 

secure as far as job security is concerned as opposed to 48.3% and 39.6% for crime 

and litigations respectively.  A total of 59.7% of the respondents rated that their 

salaries were not equitable with the salary of the medical practitioners in their 

opposite sector. Some 48% agreed that their environment encourages open 

communication (item3) and that they have sufficient opportunities for career 

advancement within the health sector (item 4). 

4.4.2  Frequency analysis of Group factors for both groups (Public and 

Private) 

Some 63.8% of all the respondents rated that they get the necessary support from 

fellow doctors.76.2% of the respondents rated disagreed to strongly disagree that 

they are satisfied with the relationship between the medical aid management and the 

doctors. Some 65.5% of respondents rated that they disagree to strongly disagree 

that they get the necessary support from their fellow management. 

4.4.3  Frequency analysis on Organisational Factors for both groups (Public 

and Private) 

Some 74% of the respondents rated that they are currently performing at their best 

and 65.5% of respondents rated that the scope of their jobs offers opportunities 

within the medical field. 
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4.4.4  Frequency analysis on Manager Leadership for both groups (Public and 

Private)  

Some 66.2% of the respondents rated that they disagreed to strongly disagree with 

the goals set by the management team and 59.2% disagreed to strongly disagree 

that management create an environment that is conducive to perform at their peak. 

4.4.5  Frequency analysis on Recognition for both groups (Private and Private) 

Most (84.3%)of the respondents rated that they feel appreciated by their patients for 

the services they provide against 32.2% who felt that they feel appreciated by 

management/medical aid management for the services they provide. Some 71% of 

the respondents disagreed to strongly disagreed that they are equitably rewarded for 

the extra effort they put into their job.  

4.4.6  Frequency analysis on growth and development 

An almost equal number of respondents agreed and disagreed that they get ample 

opportunities to develop new skills. 

 

4.5 COMPARISON OF THE FREQUENCY OF RESPONSES (PUBLIC VERSUS 

PRIVATE) 

The frequency of response between the public versus the private sector appears in 

the table below. 
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Table 4.3: Response frequency: Public versus the Private sector 

 

 

ITEM 

 

 

 

PRIVATE % FREQUENCY 

 
 
 
PUBLIC % FREQUENCY 
 

 
A

g
re

e
 

S
tr

o
n

g
ly

 

A
g

re
e

 

D
is

a
g

re
e

 

S
tr

o
n

g
ly

 

d
is

a
g

re
e

 

A
g

re
e

 

S
tr

o
n

g
ly

  
  

a
g

re
e

 

D
is

a
g

re
e

 

S
tr

o
n

g
ly

 

d
is

a
g

re
e

 

Organisation Factor                 

My current salary is 

equitable with respect 

to my experience.  

8.0 28.0 42.0 22.0 12.2 39.8 36.7 11.2 

My salary compares 

quite well with earnings 

by doctors in the 

private or public sector. 

2.0 19.6 41.2 37.3 7.1 42.9 42.9 7.1 

My environment 

encourages open 

communication. 

8.0 26.0 44.0 22.0 10.2 60.2 23.5 6.1 

I have sufficient 

opportunities for career 

advancement within 

the health sector. 

9.8 37.3 35.3 17.6 10.4 54.2 27.1 8.3 

The nature of my work 

is challenging. 

35.3 47.1 13.7 3.9 32.7 50.0 14.3 3.1 

I feel I have sufficient 

resources to provide 

excellent service to my 

patients 

9.8 19.6 33.3 37.3 25.5 42.9 29.6 2.0 

I have good home-

work balance. 

13.7 43.1 33.3 9.8 16.3 38.8 33.7 11.2 

I am proud to be a 

doctor. 

49.0 37.3 9.8 3.9 42.9 44.9 11.2 1.0 

I feel secured in my 

current job from crime. 

7.8 39.2 33.3 19

.6 

12.2 36.7 30.6 20.4 

I feel secured and safe 

in my current job from 

15.7 54.9 23.5 5. 19.4 41.8 22.4 16.3 
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job security. 9 

I feel secured in my 

current job from 

litigations. 

3.9 45.1 41.2 9.

8 

4.1 30.9 27.8 37.1 

Group Factors                 

I receive the necessary 

support from my fellow 

doctors. 

9.8 60.8 21.6 7.

8 

9.2 65.3 21.4 4.1 

I receive the necessary 

support from my fellow 

management. 

2.0 29.4 56.9 11

.8 

1.0 35.1 42.3 21.6 

I am satisfied with the 

relationship between 

medical aid 

management and the 

doctors. 

2.0 22.4 63.3 12

.2 

1.0 22.4 38.8 37.8 

Conflict situation are 

managed well in my 

medical field. 

3.9 25.5 52.9 17

.6 

1.0 54.6 30.9 13.4 

Personal Factors                 

Currently I am 

performing at my best. 

17.6 45.1 31.4 5.

9 

17.3 63.3 18.4 1.0 

The scope of my job 

offers me opportunities 

within the medical field. 

13.7 47.1 29.4 9.

8 

13.4 51.5 30.9 4.1 

I feel satisfied with the 

personal growth and 

development within the 

medical field. 

11.8 37.3 41.2 9.8 11.2 51.0 32.7 5.1 
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Manager leadership                 

I am satisfied with the 

goals set by the 

management team. 

6.0 34.0 56.0 4.0 4.1 25.8 55.7 14.4 

My senior doctors are 

good role models. 

8.0 40.0 42.0 10.0 11.6 61.1 23.2 4.2 

My working 

environment 

empowers me by 

providing me with 

adequate training and 

development 

opportunities. 

16.0 30.0 48.0 6.0 4.1 54.6 35.1 6.2 

The management 

create an environment 

that is conducive for 

me to perform at my 

peak. 

6.0 20.0 56.0 18.0 3.1 45.8 44.8 6.3 

Recognition                 

I feel appreciated by 

my patients for the 

services I provide. 

32.0 50.0 18.0   29.2 56.3 10.4 4.2 

I feel appreciated by 

management/ medical 

aid management for 

the services I provide. 

4.0 28.0 48.0 20.0 6.3 26.3 44.2 23.2 

I receive positive 

feedback from my 

supervisor on a regular 

basis. 

6.0 28.0 60.0 6.0 7.4 26.6 44.7 21.3 
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I am publicly 

acknowledged for the 

extra efforts I put into 

my job. 

12.0 12.0 54.0 22.0 4.3 34.0 44.7 17.0 

I am equitably 

rewarded for the extra 

effort I put into my job. 

4.0 14.0 58.0 24.0 1.1 34.0 46.8 18.1 

I am respected by 

management / medical 

aid system. 

4.0 40.0 42.0 14.0 4.3 31.2 41.9 22.6 

I am respected by 

others in the medical 

field. 

12.0 66.0 16.0 6.0 12.0 66.0 16.0 6.0 

Growth and 

Development 

                

I can grow my career 

in my environment. 

14.0 34.0 44.0 8.0 12.5 47.9 32.3 7.3 

I have an achievable 

career development 

plan. 

14.0 42.0 38.0 6.0 11.5 54.2 31.3 3.1 

I get ample 

opportunities to 

develop new skills. 

10.0 34.0 50.0 6.0 7.4 47.4 38.9 6.3 

I do not feel 

constrained by too 

many unnecessary 

rules. 

6.1 36.7 49.0 8.2 7.3 35.4 35.4 21.9 

I am free to express 

my opinion without fear 

of losing career 

opportunities. 

8.2 26.5 55.1 10.2 10.4 47.9 29.2 12.5 
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4.4.6  Frequency analysis on Public versus Private sector on Personal factors 

(equity, job challenges and security) 

Both indicated that they are proud to be doctors at a rate of 86.3% for public doctors 

and 87.8% for private sector doctors who responded agree to strongly agree to the 

phrase “I am proud to be a doctor”. Some 66% of public sector doctors rated that 

they agreed to strongly agree that their salary is equitable with their experiences as 

opposed to 52% of the private sector respondents. A total of 78.5% of the public 

sector doctors as opposed to 50% disagreed to strongly disagree that their salary 

compares well with the earnings of the opposite sector. 

Some 66% of public sector doctors disagreed to strongly disagree that their 

environment encourages open communication. This contradicted by 60.4% of private 

sector doctors who rated agreed to strongly agree that their environment encourages 

open communication. 

Both groups rated that the nature of their work is challenging with the public sector 

rating this at 82.4% and the private sector at 82.7%. 

49% of public sector respondents rated that they felt secure from litigations as 

opposed to 35% of the private sector doctors.70.6% of public sector respondents 

rated that they feel secured from security as opposed to 61.2% of the private secure 

respondents. 

4.4.7  Frequency analysis Group factors for Public versus Private sectors 

Both groups rated agree to strongly agree to about receiving the necessary support 

from fellow doctors (70.6% public and 74.5% private doctors.) However, both groups 

rated that they disagreed to strongly disagreed to receiving the necessary support 

from management (68.7% public and 63.9%). 

4.4.8  Frequency analysis for Organisation factors for Public versus Private 

Sectors 

A total of 80.6% of the private sector respondents rated that they are currently 

performing at their best as opposed to 62.7% of the public sector respondents. Some 

64.9% of the private sector respondents rated that the scope of their job offers them 
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opportunities within the medical field by rating agree to strongly agree. Public sector 

respondents rated agreement and strong agreement on this element at 60.8%. 

4.4.9 Frequency analysis for Manager Leadership factors for Public versus 

Private Sectors 

Some 71% of the private sector respondents rated disagree to strongly disagree that 

they are satisfied with the goals set by the management team. Some 26% of the 

public sector respondents rated that the management create an environment that is 

conducive for them to perform at their peak as opposed to 48.9% of the private 

sector respondents. 

4.5.10 Frequency analysis on Recognition factors for Public versus 

Private Sector 

There was no respondent who recorded strong disagreement about feeling 

appreciated by their patients for the service they render. Some 18% of the public 

sector respondents rated this item as a disagreement and 82% rated it as agreement 

and strong agreement. Most (82%) of the public sector respondents rated that they 

are not equitably rewarded for the extra effort they put in as opposed to 64.9% of the 

private sector respondents. 

4.4.11  Frequency analysis on growth and development factors for Public 

versus Private Sector 

An equal percentage of 42% for both public and private sector respondents did not 

feel constrained by unnecessary rules. 48% of the public sector respondents agree 

to strongly agree that they can grow their career in their environment.34.7% of the 

public sector respondents agreed to strongly agree they feel free to express their 

opinion without fear of losing career opportunities. The private sector respondents 

rated this at 58.3% for agree to strongly agree. 

 

  



 
 
 
 

63 
 

4.5 ARITHMETIC MEAN AND STANDARD DEVIATION 

The mean and standard deviations of the participants‟ responses to the 

questionnaire were determined and are summarised in Appendix B: 

The public sector is particularly dissatisfied (average mean: 2.95) with items listed 

under equity while the private sector are satisfied (average mean: 2.33) with these 

items. 

Both groups are satisfied with job challenges (average mean of 2.15), organisation 

factors (average mean: 2.26) and security (averagemean: 2.37). 

The two groups are dissatisfied with group factors (average mean: 2.69), manager 

leadership (average mean: 2.53), recognition (averagemean: 2.58), and growth and 

development (average mean: 2.47). 

 

4.6 COMPARISON BETWEEN DIFFERENT GROUPINGS 

4.6.1  Comparison between Private and Public (Mean) Sector 

Table 4.4 shows the inferential statistics, p-values and effect sizes regarding the 

Public and Private sector. 

Table 4.4:  Mean, standard deviation, p-value and effect size(Public versus 

Private sector) 

 Factor                  Sector N Mean Std. 

Deviation 

p 

values 

Effect 

Size 

Equity Public 51 2.93 0.61 0.00 0.98 

Private 98 2.33 0.57 

Job 

Challenges 

Public 51 2.24 0.67 0.25 0.20 

Private 98 2.10 0.66 

Security Public 51 2.30 0.45 0.23 0.17 

Private 98 2.41 0.64 

 

Table 4.4 depicts for each of the two groups (public and private) their size, mean 

score, standard deviation, the p-value and the effect size on the three constructs, 
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Equity, Job challenges, and Security. The p-value on the construct Equity is less 

than 0.05 meaning that there is a significant difference in the mean between public 

and private sector on the construct equity. The effect size on the construct is 0.98 

(high effect) pointing towards practical significance. The p-value on the constructs 

job challenges and security are greater than 0.05 meaning that there is no significant 

difference between the means of the public and private sector on the constructs job 

challenges and security.  The effect sizes were closer to 0.2 pointing towards small 

effects. 

Table 4.5:  Mean, standard deviation, p-value and effect size (Public versus 

Private sector Group factors) 

Sector N Mean Std. 

Deviation 

p 

value 

Effect Sizes 

Group Factors Public 51 2.69 .53 .99 .00 

Private 98 2.69 .59 

Organisation 

factor 

Public 51 2.37 .75 .14 .22 

Private 98 2.20 .59 

Manager 

Leader 

Public 50 2.60 .60 .24 .19 

Private 97 2.49 .52 

Recognition Public 50 2.58 .50 .92 .02 

Private 96 2.57 .58 

Growth and 

Development 

Public 50 2.52 .59 .42 .14 

Private 96 2.44 .59 

 

Table 4.5 depicts for each of the two groups (public and private) their size, mean 

score, standard deviation, the p-value and the effect size on the five constructs: 

Group factors, Organisation Factors, Manager leader, Recognition and Growth and 

Development. The p-values are greater than 0.05 meaning that there are no 

significant differences on the means of the two groups on the basis of the sector 

(public or private). The effect sizes are close to 0.2 or less than 0.2 meaning that 

there is a small effect and no practical significance. 
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4.6.2  Comparison between Males and Females 

The mean, standard deviation, p-value and effect size between male and female 

respondents on constructs: equity, job challenges, and security, are shown in table 

4.6. 

Table 4.6:  Mean, standard deviation, p-value and effect size between male 

and female (Group factors) 

Gender N Mean Std. 

Deviation 

p 

value 

Effect 

Sizes 

Equity Male 82 2.53 0.69 0.98 .00 

Female 66 2.54 0.60 

Job 

Challenges 

Male 82 2.05 0.69 0.07 .28 

Female 66 2.25 0.62 

Security Male 82 2.44 0.58 0.15 .23 

Female 66 2.30 0.56 

 

The mean, standard deviation, p-value and effect size between male and female 

respondents constructs group factors, organisation factors, manager leader, 

recognition and growth and development. 

Table 4.7: Size, mean score, standard deviation, the p-value and the effect 

size 

Gender N Mean Std. 

Deviation 

p value Effect 

Size 

Group Factors Male 82 2.75 0.60 .16 .22 

Female 66 2.62 0.53 

Organisation factor Male 82 2.24 0.64 .79 .04 

Female 66 2.27 0.67 

Manager Leader Male 80 2.54 0.61 .95 .01 

Female 66 2.53 0.46 

Recognition Male 79 2.58 0.56 .95 .01 
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Female 66 2.57 0.55 

Growth and 

Development 

Male 

Female 

79 

66 

2.47 

2.47 

0.62 

0.55 

.98 .00 

 

Tables 4.6 and 4.7 depicts for each of the two groups (male and female) their size, 

mean score, standard deviation, the p-value and the effect size on the constructs: 

Equity, Job challenges, Security group factors, Organisation factors, Manager 

leader, Recognition and Growth and Development. 

Organisational factors, group factors, personal factors, manager leader, recognition, 

and growth and development are all larger than the significance level of 0.05. This 

means that there is no significant difference in the means of the two groups on these 

constructs. The effect sizes are all less or closer to 0.2 meaning small effect and no 

practical significance. 

4.6.3  Comparison between the age group 25-30 years and other age groups 

on the Equity constructs 

Table 4.8 shows a comparison between the younger (25-30) and other age groups in 

the study.  

Table 4.8: Comparison between the age group 25-30 years and other age 

groups on the Equity constructs 

Age group N Mean Std. Dev. P-value Effect size 

25-30 yrs. 5 2.85 0.38 0.35  

31-35 yrs. 23 2.53 0.70 0.45 

36-40 yrs. 28 2.39 0.58 0.80 

41-45 yrs. 24 2.69 0.68 0.24 

46-50 yrs. 15 2.78 0.87 0.08 

51-55 yrs. 27 2.38 0.63 0.75 

56-60 yrs. 13 2.50 0.66 0.53 

60+ 13 2.46 0.44 0.88 

Total 148 2.53 0.65   
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The p-value on the construct, Equity, between the age group 25-30 years and other 

age groups is 0.35 and greater than the significance level of 0.05 implying that there 

is no significant difference in the means between the age group 25-30 years and 

other age groups. The effect size between the age group 25-30 years and the age 

groups 36-40 years, between 25-30 years and 51-55 years and between 55-60 years 

and over 60 years is high, meaning that there is practical significance.  The effect 

sizes between the age group 25-30 and 31-35 years and 25-30 years are medium. 

The effect size between the age group 25-30 years and 41-45 years, and between 

25-30 years and 46-50 years is  less than and closer to 0.2 meaning small effect no 

practical significance on the construct equity. 

4.6.4  Comparison between the age group 25-30 years and other age groups 

on the Group  

In addition to a comparison between the age groups 25-30 on equity, the other group 

factors are also compared. 

Factor constructs 

The p-value on the construct, group factors, between the age group 25-30 years 

and other age groups (as depicted in table 4.9) is 0.19 and greater than the 

significance level of 0.05 implying that there is no significant difference in the means 

between the age group 25-30 years and other age groups. The effect size between 

the age group 25-30 years and the other age groups is depicted in the table below. 

Table 4.9:  Age group, mean, standard deviation, p-values and effect size 

between age group 25-30 years and other age groups on the 

construct group factors 

Age group N Mean Std. Dv. p -value Effect size 

25– 30 years 5 3.0500 3.0500  

 

 

 

0.19 

 

31 - 35 years 23 2.5435 .56735 0.89 

36 - 40 years 28 2.6071 .52010 0.85 

41 - 45 years 24 2.6979 .60334 0.58 

46 - 50 years 15 2.9111 55587 0.25 
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51 - 55 years 27 2.5463 .63940  0.79 

56 - 60 years 13 2.8846 .51655 0.53 

60 + 13 2.7500 .43301 0.69 

TOTAL 148 2.6836 .56544  

 

The effect size (d) between the age group 25-30 years and 31-35 years, 25-30 years 

and 36-40 years, 25-30years and 51-55 years, and 25-30 years and over 60 years is 

large. As the sample size was small, this may be due to chance or it may indicate 

that it may have been too small to detect an important difference and this may 

suggest topics for further research. 

The effect size between the age group 25-30years and 41-45years, 25-30 years and 

56-60 years is medium. The effect size between the age group 25-30years and 46-

50years is small. 

 

4.7 RELIABILITY 

4.7.1 Cronbach Alpha 

The above assessments relate to participants‟ responses to single item questions. 

Most job satisfaction researchers have assumed that single item measures are 

unreliable and therefore should not be used; this view has however not gone 

unchallenged. According to Wanous et al. (1997) (as cited by Judge & Klinger, 

2007:412), the reliability of single-item measures of job satisfaction is 0.67.Though 

these are respectable levels of reliability, it is important to keep in mind that these 

levels are lower than most multiple-item measures of job satisfaction (Judge & 

Klinger, 2007:414) 

Gliem and Gliem (2003:82) quote McIver and Carmines (1981) as stating “The most 

fundamental problem with single item measures is not merely that they tend to be 

less valid, less accurate, and less reliable than their multi-item equivalents. It is 

rather that the social scientist rarely has sufficient information to estimate their 

(single item) measurement properties. Thus their degree of validity, accuracy, and 
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reliability is often unknowable.” However, as stated above some studies have found 

the reliability of single item measures for job satisfaction to be .67. 

The study was a test of attitude towards job satisfaction and motivation. An attitude 

can vary from being very favourable to being very unfavourable. This attitude test 

has no right answer, which makes the summated rating scale different from a 

multiple-choice test. Each item in a scale is a statement, and respondents are asked 

to give a rating about each statement. This involves asking participants to indicate 

which of several response choices best reflects their response to the item. 

Measurement error averages out when individual scores are summed to obtain a 

total score (Nunnally & Bernstein quoted by Gliem & Gliem, 2003:82). 

Cronbach alpha was used as a measure of inter-item correlations. The closer 

Cronbach‟s alpha coefficient is to1.0 the greater the internal consistency of the items 

in the scale. George and Mallery (2003) provide the following rules of thumb: 

 0.9 =Excellent,  

 0.8=Good,  

 0.7 =Acceptable,  

 0.6 = Questionable,  

 0.5 = Poor, and 

 <0.5 =Unacceptable 
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Table 4.10: Items and the reliability of the factors  

FACTORS CRONBACH'S ALPHA N OF ITEMS 

Personal factors .790 Item 1 to 11 

Group factors .784 Item 12 to 15 

Organisation factors .826 Item 16 to 18 

Manager leader .741 Item 19 to 22 

Recognition .841 Item 22 to 29 

 

The reliability coefficients of the Cronbach alpha obtained were all above 0.7. This 

means that the factors all possess satisfactory internal consistency and reliability.  

 

4.9  SUMMARY 

The response rate out of 3075 questionnaires distributed was 5%. The study has a 

bias towards Gauteng province at 92% of respondents. There were acceptable 

levels of reliability and internal consistency in the study as the Cronbach alpha 

coefficients all exceeded the required 0.7. On item basis the mean of the responses 

on the questions: “The nature of my work is challenging”, „I am proud to be a doctor” 

were motivated by the item “I feel appreciated by my patients for the services I 

provide”. There is a significant difference in the means between public and private 

sector on the construct equity. The effect size on this construct, equity is 0.98 (high 

effect) pointing towards practical significance. The p-value was 0.35 between the 

means of the age group 25-30 years and other age groups .The effect sizes ranged 

from small to large effects sizes on the construct equity between the age group 25-

30years and other age groups. 

There was no statistically significance difference in the mean on the organisational 

factors, group factors, management /leadership, recognition, and growth and 

development factors. The effect size was small between most of the constructs with 

the exception of the comparison between the mean of age group 25-30 years and 

other age groups.  



 
 
 
 

71 
 

CHAPTER 5 

DISCUSSION, RECOMMENDATION AND CONCLUSION 

 

5.1  INTRODUCTION  

In the previous chapter the research findings were presented. The study was 

undertaken to determine the job satisfaction of the public and private sectors of the 

medical doctors. The implications of these results and the research limitations are 

now discussed. 

 

5.2 DISCUSSION OF THE RESULTS  

5.2.1 Review of the research objectives 

The primary research objective was to evaluate job satisfaction level of the medical 

practitioners in the private and the public sectors. The secondary objectives of the 

research were to do comparative analyses of job satisfaction between the public and 

the private sector, to evaluate some of the motivation factors pertaining to medical 

practitioners in both public and private sectors and to make recommendations based 

on these findings. 

5.2.2 Evaluation of the job satisfaction levels the medical practitioners in 

public and private sectors 

On average both groups showed a general level of dissatisfaction with the items 

raised through the questionnaire with the public sector showing a higher level of 

dissatisfaction than the private sector. Both the private and public doctor participants 

responded that the nature of their work was challenging and that they were proud to 

be doctors. This can be explained by the Job Characteristics Theory which stipulates 

that motivation can be achieved by jobs that involve a variety of activities and 

challenges.  The means from both these two questions (“I am proud to be a doctor” 

and “I find my job challenging”) were the lowest for both groups of doctors indicating 
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a closer agreement with the statements relating to these items. This suggests that 

the doctors in both groups are motivated by factors higher in Maslow‟s theory, i.e. 

esteem and self-actualization needs. 

5.2.3  Comparative analysis of the job satisfaction between public and the 

private sector 

The two groups also responded that they felt appreciated by their patients. 

Interestingly, both groups did not record a higher appreciation level by their 

management systems for the services they render.  

The private doctors were quite dissatisfied with the relationship between doctors and 

the medical aid management. This is corroborated by litigations in place between 

SAMA and the BoF (Board of Health Funders) on NHRPL(National Health Reference 

Price List). 

The private doctors responded that they felt less secure than their public sector 

counterparts in as far as litigations are concerned. The difference in the means on 

this item was the second highest. This finding goes in line with the literature review in 

chapter 3 revealing an escalation of medical litigations in South Africa. That the 

public sector did not show a greater concern on medical litigation can be explained 

by the fact that the government usually takes up the tab for public doctors‟ litigations 

and that the public sector mostly serves the less sophisticated members of the public 

who usually would not pursue medical litigations. As stated in the literature review, in 

terms of the new State Liability Bill of 2009, which will replace the State Liability Act, 

the state will be vicariously liable for the negligent conduct of the practitioners it 

employs (Pepper &Slabbert, 2011:32).The two groups showed more similar 

dissatisfaction with security from crime and job security.   

The public sector doctors felt that they had less sufficient opportunities for career 

advancement within the public health sector than their private sector doctors. The 

public sector doctors were dissatisfied with the items listed under equity whilst the 

private sector was satisfied under these items. These items related to doctors 

salaries‟ in relation to experience and peers in the private or public sector, availability 

of resources and open communication. There was also a significant difference in the 
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means between the public and the private sector on the construct equity. This also 

had practical significance as it had a large effect size. 

There was no significant difference in the means of the public and private sector on 

the factors labelled job challenges, security, group factors, organisation factors, 

manager leadership, recognition and growth and development. 

As a matter of interest, further evaluation of the difference in the means between the 

male and female doctors, the age group 25-30 years and other age group were 

done. 

Comparison of the factors‟ (job challenges, security, group factors, organisation 

factors, manager leadership, recognition and growth and development) means on 

the basis of gender revealed no significant differences in their means.  

Although there were no significant differences in the means between the age group 

25-30 years and other age groups, effect sizes showed practical significance 

between the age group 25-30 years and the age groups36-40 years,51-55years and 

the 60+ age groups. 

 

5.3 CONCLUSION AND RECOMMENATIONS 

The job characteristics model (JCM) argues that jobs that contain intrinsically 

motivating characteristics will lead to higher levels of job satisfaction. Five core job 

characteristics define an intrinsically motivating job (Luthans, 2011:350): 

1. Task identity-degree to which one can see one's work from beginning to end; 

2. Task significance-degree to which one's work is seen as important and 

significant; 

3. Skill variety-extent to which job allows one to do different tasks; 

4. Autonomy-degree to which one has control and discretion over how to 

conduct one's job; and 

5. Feedback-degree to which the work itself provides feedback for how one is 

performing the job. 
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The doctors‟ jobs have the motivation characteristics of task identity: doctors play a 

role in diagnosing a patient, planning the treatment/operation and can see for 

themselves the outcome of the operation or treatment. They have task significance 

in that their jobs in many instances have life-and-death significance. The doctors 

have autonomy in that they have a word in all decisions concerning their patients 

and there is clear feedback during treatment/operation or afterwards. Their jobs have 

skill variety in that every patient is different and is treated differently. 

The doctors in both groups state that they found their work challenging and are 

proud to be doctors although the public sector doctors had more of a degree of 

dissatisfaction than their private sector counterparts. 

The differences in job satisfaction levels between the private and public doctors can 

be explained by the degree with which the doctors can exercise and experience the 

facets of the job characteristics model.  The public sector doctors experience some 

of the facets of the job characteristic model to a lesser extent than the private sector 

doctors. Their degree of task identity is lower, in that, one public sector doctor can 

diagnose a patient but treatment/operation and follow-up can be by a different set of 

doctors within the same public sector. They have a lesser degree of autonomy in that 

in most cases their seniors and even non-medical management have input about 

treatment as there are treatment protocols to be followed in the public sector. Public 

sector doctors have a lesser degree of feedback. As stated they have less 

interaction with their patients from beginning to end. 

Public sector management can improve job satisfaction and motivation of the public 

sector doctors by improving the degrees of the facets of the job characteristic model 

to the public sector doctors. 

The study has identified the perception of inequity between public and private sector 

salaries and the distribution of resources in the two sectors as the major discontent 

of the public sector doctors (See par. 2.2.7). The Occupation Specific Dispensation 

(OSD) introduced by the government for the public sector doctors to address the 

salary anomalies and improve career-pathing seems not to have had a major impact 

in the respondents of this study as the public sector doctors in this sample group 

have perception of inequity as far as their salaries are concerned. 
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South Africa spent an estimated 8.8% of GDP on healthcare in 2009. Total 

expenditure on healthcare is higher than in most other upper-middle income 

countries and similar to that of some high-income countries. This is more than China 

(4.7% of GDP on healthcare), but far less than the US (16.2%). Despite substantial 

expenditure on healthcare, South Africa's health status indicators such as infant 

mortality rate, maternal death rate and life expectancy rate are much worse than 

those of many other countries of a similar level of economic development (Thaker & 

Nicholls, 2010:8). Increasing health spending without addressing other human 

capital issues such as job satisfaction and motivation of the healthcare workers is not 

likely to have greater beneficial effects. 

 

5.4  LIMITATION OF STUDY 

The findings of this study should be viewed with certain limitations in mind. The 

sample size is not representative of the doctor population in South Africa as only 

doctors with emails on the contact list were used. The demographic was biased 

towards Gauteng province.  

 

5.5  FUTURE RESEARCH 

It is often suggested that job satisfaction is necessary in order to achieve a high level 

of motivation and performance. Although a relationship between job satisfaction and 

performance is an issue of continuing debate and controversy (Mullins, 2010:282), 

studies of these aspects are recommended to improve the healthcare outcome of the 

South African healthcare deliverance. 

A research study with national reach to assess the job satisfaction of medical 

practitioners for the results to have inferential implications is suggested. 
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APPENDIX B:  QUESTIONNAIRE (EXPLANATION) 

 

Question  Area of assessment  

No Personal factors ( factored into equity, 

job challenges and security) 

Q111 My current salary is equitable with respect 

to my experience Top of Form 

 

This relates to Vroom expectancy theory. (see 

section  2.3.2 and 2.4.2 in literature review 

Q112 My salary compares quite well with earnings 

by doctors in the private or public sector 

Top of Form 

 

Similar to1 

Q113 my environment encourages  open 

communication 

Are doctors free to express themselves 

Q114 I have sufficient opportunities for career 

advancement within the health sector 

Do  doctor see individual growth  opportunities 

within medical field 

Q115 The nature of my work is challenging See section 2.4.4..1.1 in literature review 

Q116 I feel I have sufficient resources to provide 

excellent to my patients 

See Section 2.4.4.2.1Technology Provided. 

and 2.2.3 Funding of Medical Services in 

South Africa 

Q117 I have good home-work balance see section 2.4.4.1.3 Working Hours. Many 

doctors in private do not have relievers from 

their duties. 

Q118 I am proud to be a doctor Section 2.4.4.2.4 Organizational status 

Q119 I feel secured in my current job from crime .section2.2.6 Crime and Security on Medical 

Personnel in South Africa 

Q1110 I feel secured and safe in my current job 

from job security 

2.2.5 Litigations in Medical Profession 

Q1111 I feel secured in my current job from 

litigations 

Section 2.2.5 Litigations in Medical Profession 

 Group factors  

Q121 I receive the necessary support from my 

fellow doctors 

See section 2.4.5.2 Organizational Citizen 

Behaviour (OCB) 

Q122 I receive the necessary support from my 

fellow management 

Compares question 12 and 13 

Q123 I am satisfied with the relationship between 

medical aid management and doctors 

Relates to doctors‟ perception about 
relationship between doctors and medical aid 
management. 

Q124 Conflict situation are managed well in my How conflicts are managed within each group 
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medical field and their impact on satisfaction 

 Organisation factors  

Q131 Currently I am performing at my best Section 2.4.5.1 Performance and Productivity 

within the organisation 

Q132 The scope of my job offers me opportunities 

within the medical field 

Asses the perception of the doctors about the  

relevance of the doctors‟ work within the 

general medical field 

Q133 I feel satisfied with the personal growth and 

development within the medical field 

Is the medical field organisation providing 

avenues for growth and development? 

 Manager /leader  

Q151 I am satisfied with  the goals set by the 

management team 

2.4.4.2.2 Quality of the management 

Q152 My senior doctors are good role models 2.4.4.2.2 Quality of the management 

Q153 My working environment empowers me by 

providing me with adequate training and 

development opportunities 

Is management creating an environment for 

skilling  

Q154 The management create an environment 

that is conducive for me to perform at my 

peak 

Management role in creating a motivating 

environment 

 Recognition  

Q171 I feel appreciated by my patients for the 

services I provide 

if people perform well and if they receive 

recognition and rewards for this good 

performance, it will lead to satisfaction and 

motivation (Coetsee, 2003, 52).   

Q172 I feel appreciated by management/ medical 

aid management for the services I provide 

Same as no 23, the purpose of this question 

was to find main source of recognition and 

motivation 

Q173  I receive positive feedback from my 

supervisor on a regular basis 

See question 23 & 25 above. 

Q174 I am publicly acknowledged for the extra 

efforts I put into my job 

Equity theory of motivation and recognition  

Q175 I am equitably rewarded for the extra effort I 

put into my job 

Equity theory of motivation 

Q176 I am respected by management / medical 

aid system 

2.4.4.2.2 Quality of the management. 

The quality of the management leadership 

plays an important role in terms of effective 

and supportive supervisors 

Q177 I am respected by others in the medical field To assess organizational status its impact on 
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motivation 

 Growth and development  

Q181 I can  grow my  career  in my environment 2.4.4.1.2 Promotional advancement 

Q182 I have an achievable career development 

plan 

2.4.4.1.2 Promotional advancement 

Q183 I get ample opportunities to develop new 

skills 

Alderfers ERG model on needs for growth 

Q184 I do not feel constrained by too many 

unnecessary rules 

2.4.5 Results of job satisfaction or 

dissatisfaction. Where employers potential is 

blocked, threatened, over-controlled and 

pressurized, people experience high levels of 

stress, burnout and stress related health 

problems (depression, ulcers, high blood 

pressure and heart attack) 

Q185 I am free to express my opinion without fear 

of losing career opportunities 

To assess openness or free expression  on 

career progression in the medical field  
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APPENDIX C:  STATISTICS 
 
 
 

Correlation matrix 

             

Correlation Q11_1 1 0.592 0.441 0.369 0.098 0.294 0.203 0.092 0.366 0.389 0.427 

 Q11_2 0.592 1 0.419 0.259 0.065 0.459 0.146 0.055 0.378 0.244 0.126 

 Q11_3 0.441 0.419 1 0.439 0.287 0.346 0.188 0.224 0.381 0.322 0.237 

 Q11_4 0.369 0.259 0.439 1 0.404 0.247 0.138 0.151 0.057 0.167 0.159 

 Q11_5 0.098 0.065 0.287 0.404 1 0.097 -0.027 0.244 0.029 0.146 0.043 

 Q11_6 0.294 0.459 0.346 0.247 0.097 1 0.287 0.122 0.364 0.128 0.16 

 Q11_7 0.203 0.146 0.188 0.138 -0.027 0.287 1 0.218 0.312 0.111 0.256 

 Q11_8 0.092 0.055 0.224 0.151 0.244 0.122 0.218 1 0.274 0.422 0.172 

 Q11_9 0.366 0.378 0.381 0.057 0.029 0.364 0.312 0.274 1 0.481 0.453 

 Q11_10 0.389 0.244 0.322 0.167 0.146 0.128 0.111 0.422 0.481 1 0.405 

 Q11_11 0.427 0.126 0.237 0.159 0.043 0.16 0.256 0.172 0.453 0.405 1 
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Public and 
Private   Public Private 

 
N
o  No  Mean 

Std. 
Deviation Mean Mean 

    EQUITY     
Q11_
1 1 

My current salary is equitable with respect to 
my experience  148  2.57 0.874 2.78 2.47 

Q11_
2 

2 

My salary compares quite well with earnings 
by doctors in the private or public sector Top 
of Form 149  2.72 0.814 3.14 2.5 

Q11_
3 3 

my environment encourages  open 
communication 148  2.44 0.818 2.8 2.26 

Q11_
6 6 

I feel I have sufficient resources to provide 
excellent to my patients 149  2.39 0.964 2.98 2.08 

   Job Challenges JOB CHALLENGES    
Q11_
4 4 

I have sufficient opportunities for career 
advancement within the health sector 147  2.43 0.828 2.61 2.33 

Q11_
5 5 The nature of my work is challenging 149  1.87 0.774 1.86 1.88 

         
    SECURITY     
Q11_
7 7 I have good home-work balance 149  2.4 0.876 2.39 2.4 
Q11_
8 8 I am proud to be a doctor 149  1.7 0.742 1.69 1.7 
Q11_
9 9 I feel secured in my current job from crime 149  2.61 0.928 2.65 2.59 
Q11_
10 

1
0 

I feel secured and safe in my current job 
from job security 149  2.3 0.913 2.2 2.36 

Q11_
11 

1
1 

I feel secured in my current job from 
litigations 148  2.84 0.881 2.57 2.98 
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    GROUP FACTORS    
Q12_
1 

1
2 

I receive the necessary support from my 
fellow doctors 149  2.23 0.689 2.27 2.2 

Q12_
2 

1
3 

I receive the necessary support from my 
fellow management 148  2.82 0.735 2.78 2.85 

Q12_
3 

1
4 

I am satisfied with the relationship between 
medical aid management and the doctors 149  3.04 0.757 2.86 3.13 

Q12_
4 

1
5 

Conflict situation are managed well in my 
medical field 149  2.66 0.752 2.84 2.57 

     2.69   2.69 2.69 
    ORGINISATION FACTORS   
Q13_
1 

1
6 Currently I am performing at my best 149  2.11 0.708 2.25 2.03 

Q13_
2 

1
7 

The scope of my job offers me opportunities 
within the medical field 148  2.29 0.776 2.35 2.26 

Q13_
3 

1
8 

I feel satisfied with the personal growth and 
development within the medical field 147  2.38 0.775 2.49 2.32 

          
    MANAGER LEADERSHIP   
Q15_
1 

1
9 

I am satisfied with  the goals set by the 
management team 147  2.72 0.717 2.58 2.8 

Q15_
2 

2
0 My senior doctors are good role models 146  2.32 0.74 2.54 2.2 

Q15_
3 2

1 

My working environment empowers me by 
providing me with adequate training and 
development opportunities 148  2.44 0.731 2.44 2.43 

Q15_
4 2

2 

The management create an environment 
that is conducive for me to perform at my 
peak 147  2.65 0.718 2.86 2.54 
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    RECOGNITION    
Q17_
1 

2
3 

I feel appreciated by my patients for the 
services I provide 147  1.88 0.73 1.86 1.9 

Q17_
2 

2
4 

I feel appreciated by management/ medical 
aid management for the services I provide 146  2.84 0.828 2.84 2.84 

Q17_
3 

2
5 

 I receive positive feedback from my 
supervisor on a regular basis 145  2.75 0.804 2.66 2.8 

Q17_
4 

2
6 

I am publicly acknowledged for the extra 
efforts I put into my job 145  2.79 0.827 2.86 2.74 

Q17_
5 

2
7 

I am equitably rewarded for the extra effort I 
put into my job 145  2.89 0.737 3.02 2.82 

Q17_
6 

2
8 

I am respected by management / medical aid 
system 144  2.77 0.808 2.66 2.83 

Q17_
7 

2
9 I am respected by others in the medical field 145  2.12 0.661 2.16 2.09 

          
    GROWTH  & DEVELOPMENT   
Q18_
1 

3
0 I can  grow my  career  in my environment 147  2.39 0.806 2.46 2.34 

Q18_
2 

3
1 

I have an achievable career development 
plan 147  2.3 0.735 2.36 2.26 

Q18_
3 

3
2 

I get ample opportunities to develop new 
skills 146  2.47 0.735 2.52 2.72 

Q18_
4 

3
3 

I do not feel constrained by too many 
unnecessary rules 146  2.68 0.838 2.59 2.72 

Q18_
5 

3
4 

I am free to express my opinion without fear 
of losing career opportunities 146  2.52 0.824 2.67 2.44 

         

         

     2.48  2.55 2.46 
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