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EXECUTIVE SUMMARY  

 

Background 

 

Human resource issues feature prominently in current discussions about health systems 

strengthening in low- and middle-income countries (LMICs). It is recognised that inadequate human 

resources are a major constraint to achieving global health priorities, such as meeting the Millennium 

Development Goals (MDGs) and expanding priority health programmes. The human resources for 

health (HRH) crisis is attributable not only to global shortages, but also to skill imbalances, mal-

distribution, migration, low motivation and poor performance. In addition, there are inadequate 

information systems for human resource planning and management. Although the recognition and 

description of the HRH crisis represents an important advance, there has been less progress in 

identifying practical interventions to effectively address these problems. The design of human 

resource (HR) interventions in LMICs requires better knowledge on the factors that influence health 

workers’ job choices. While the career paths of health workers in high-income countries (HICs) have 

been researched by means of detailed longitudinal health personnel databases, such information is 

not available in LMICs. 

 

Goals and Objectives 

 

The overall goal of this project was to remedy the lack of data on internal mobility patterns in LMICs 

by prospectively following a cohort of nurses in South Africa and gathering detailed information of 

their mobility patterns with regard to where they work, where they move to, when they move and the 

reasons for their mobility in order to generate insights towards effective policies and interventions. 

The specific objectives were: to maintain a cohort of nurses over five years with minimal loss to 

follow-up; to monitor the personal characteristics, job characteristics, job satisfaction and job choices 

of the cohort of nurses over five years; to profile the mobility patterns and analyse the factors that 

influence nurses’ occupational and geographical mobility choices; and to make limited set of 

recommendations on how the development of HR strategies could improve the recruitment and 

retention of nurses in rural areas, based on the findings.  

 

Methods 

 

A prospective longitudinal cohort study design, with regular repeated surveys was used to develop a 

panel dataset of a cohort of 377 new nursing graduates as part of the CREHS research project. The 

baseline was done in 2008 when these nurses were recruited from 7 nursing colleges and universities 

in North West and Gauteng provinces. 196 were from Gauteng colleges, 110 from North West 

colleges while 71 were university students. Both of qualitative and quantitative methods were used. 

At baseline, several measures were used including: a self-administered questionnaire, an experimental 

economic game measuring altruism, and a discrete choice experiment measuring the likely impact of 

rural retention interventions. From 2009 – 2016, telephonic annual follow-ups were carried whereby 

cohort nurses contact details were verified and limited data about their work experience and job 

movements collected using a short questionnaire. In 2016, an online survey was conducted using a more 

detailed self-administered questionnaire. In addition to this, in-depth interviews were carried out with 

about 40 cohort nurses using criterion sampling. A narrative guide was used to collect this information. 
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STATA (version 10) was used to analyse quantitative data while qualitative data was analysed using 

Atlas.ti.  

 

Summary of Findings 

 

The findings of the study have confirmed that a rural background is strongly associated with rural 

retention of professional nurses in our cohort for at least six years. The study also showed that 

working in rural areas was positively affected by being older and being trained in a rural province. 

However, male nurses and university trained nurses were less likely to work in rural areas. Therefore, 

local nursing training institutions should modify their selection policies to prioritise students of rural 

origin to increase rural retention. New training institutions may also be better located in rural areas. 

Interestingly, the study found that there was less international migration than expected amongst 

professional nurses in our cohort.  

 

There is evidence of nurses’ resilience in this cohort study. Despite adverse working conditions, these 

resilient nurses stayed in the public sector and rural areas. Six years after graduation, three out of 

four nurses were still working in the public healthcare sector. This indicates good return on public 

sector training investment. The proportion of nurses working in rural areas has also remained 

relatively stable, falling slightly from 28% to 25% over the six years. Nurses’ altruism at baseline was 

also a determinant in working in rural areas. Strategies for attracting more dedicated nursing 

students are required. There is also a need to find ways to promote and strengthen such altruistic 

values during training.   

 

The qualitative findings also found that rural origin was one of the factors influencing nurses’ 

resilience. Other factors included opportunities for training, appreciation by community, 

commitment to the profession, space to exercise discretion and sense of loyalty. Resilience was 

promoted by personal values, supportive supervision, job flexibility and enrichment. But, relying on 

resilient and dedicated nurses may not be completely sustainable. Creating a more positive nursing 

practice environment and addressing de-motivators remain important. This may require a 

combination of financial and non-financial HRH interventions to increase job satisfaction and 

retention.    

 

The results of this study also showed that there has been relatively high job turnover over 6 years of 

observation amongst cohort nurses. Some nurses changed jobs frequently. There was also an 

increasing move away from hospitals and clinical nursing. Several factors contributed to this 

including inadequate salaries, lack of appreciation and personal circumstances such as wanting to 

start a family. There is therefore a need for innovative strategies to keep nurses in clinical nursing.  

 

The qualitative findings also highlighted experiences of cohort nurses of being managed and being 

managers. The results showed that the majority of the nurse managers created space for cohort 

members to voice their opinions. Age and gender were found to influence management to a certain 

extent, with older nurses reported to undermine the younger nurse managers and male nurses being 

favoured over female ones. The study also found that nurse managers were seldom formally trained 

or mentored into a management position. More attention could be focused on developing formal 

mentorship programmes to better prepare nurses for a management role.  
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Our study has demonstrated the usefulness and need for prospective longitudinal studies of health 

worker career choices in LMICs. Longitudinal HR data was more useful for tracking and 

understanding health worker movements over time as well as providing useful information on HRH 

dynamics which could be incorporated into national human resource information system (HRIS). This 

study showed that we were able to maintain longitudinal cohort with satisfactory high response 

rates over a six year period aided by using modern communication technologies. As such, this project 

has been able to produce rich, longitudinal information on the career paths and choices of South 

African nurses in two provinces and detailed policy recommendations on policy interventions that 

may attract more health workers to the public sector and rural areas.  
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1. BACKGROUND AND CONTEXT  
The lack of health professionals in low- and middle- income (LMIC) countries is the main constraint to 

the expansion of priority health programmes and to achieving the health MDGs [1, 2]. Significant 

progress has been made in describing the human resources for health (HRH) problems in developing 

countries including insufficient numbers of health workers, skill imbalances, mal-distribution, migration, 

poor working conditions and inadequate information systems for human resource planning and 

management [3-6]. In many LMICs countries, the vast majority of poor and disadvantaged patients live 

in rural areas and a critical priority is ensuring the presence of qualified health professionals in these 

areas to deliver essential services. Yet, attracting and retaining skilled health workers in rural health 

facilities has proven difficult [7]. Although the unbalanced health workforce distribution between 

rural and urban areas has been well-documented by cross-sectional surveys, there is very little 

evidence on the dynamics that lead to this situation in developing countries. Recent systematic 

reviews have also underlined the lack of evidence from low-income countries to inform the design of 

national policies to redress the current mal-distribution of staff [8, 9]. This knowledge gap is partly due 

to the lack of detailed and quality HR information systems, thus significantly constraining efforts to 

address the HR crisis [10]. 

 

Over the last decade, policy makers worldwide have been concerned that the retention levels of the 

health workforce have worsened. In particular, newly graduated young nurses were reported as having 

lower retention rates relative to other nurses [11]. Yet, there is insufficient systematic analysis of 

trends in nursing retention rates over time due to lack of consistent panel data [11]. Although 

evidence exists that the mobility of health professionals impacts on the health systems performance, 

knowledge about the mobility patterns of the health workforce is still limited [12-14]. For instance, it 

has been documented that health workforce mobility affects skill mix as well as the composition and 

distribution of health workers in a country [12]. This mobility also undermines efforts to forecast 

workforce needs if inflows and outflows are misunderstood and not factored into planning. There have 

also been more studies on practice location preference for doctors than for other health professionals 

[15]. Again, most of the available literature in this area mainly focuses on health professional mobility 

between countries and from rural to urban areas, neglecting to observe internal mobility flows from the 

primary health care level to hospitals, from the public to the private sector and from clinical to other job 

positions. However, examination of recent patterns in nurse migration to developed countries 

provides a glimpse to the future and the possible consequences on global health. It also illuminates 

some of the areas in which additional information is needed and policy choices that require 

attention [16].  

 

Factors influencing mobility behaviours are also documented and these include moving to be closer to 

place of study, desire to acquire new skills, health reasons, family reasons, curiosity, joining a partner or 

because of a relationship breakdown [12, 17]. Age was also considered to be a contributing factor to 

mobility, with higher turnover rates amongst younger nurses [18] and younger nurses more mobile 

than their older counterparts. Younger nurses were also reported to be less likely to work in their 

training region [19]. Some of the reasons documented for higher mobility amongst a younger 

generation include career benefits and moving to accommodate a partner’s career. However, nurses 

with families are less likely to move than their childless counterparts [19].  
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There are also concerns that private sector hospitals are rapidly attracting qualified nurses away 

from the public sector. However, in developing countries, only limited evidence exists of doctors or 

nurses expressing dissatisfaction with their jobs or leaving the public health sector to join 

international NGOs or the private sector [20-23]. Therefore, a better understanding of the allocation 

and mobility of the health workforce and changes of these over time is important in developing 

policies towards solving the nursing shortage. The noted gaps in the literature are in understanding 

the magnitude of health workforce mobility and the factors influencing the mobility patterns in 

developing countries. This research project aimed to remedy the lack of data on internal mobility 

patterns and the factors that influence such choices in developing countries by following a 

prospective cohort of nurses in South Africa and gathering information about their labour choices.  

 

In South Africa, nurses are the backbone of the health system as they make up the largest professional 

group of health providers. In recent years, the nursing sector in the country has been grappling with a 

multitude of problems including production capacity, high vacancy rates, significant international 

migration, insufficient staff in rural areas, an ageing workforce, low staff morale and sub-optimal 

performance [24, 25]. Data from the South African Nursing Council (SANC) shows that between 1998 

and 2006, the population to professional nurse ratio remained stagnant at about 463 per nurse 

nationally [26]. During this period, the population to nurse ratios of the predominantly rural provinces 

were consistently higher than those of the more urban provinces. This is despite the production of 

approximately 18 000 nurses during the same period. It thus appears as if the rate of nurse production 

does not necessarily translate into increased ratios, implying that nurses are being lost from the system 

as a whole. Even though South Africa’s nurse ratio to population exceeds the minimum World Health 

Organization recommendation of 200 per 100 000 population, this does not take into consideration the 

high numbers who are registered yet not practising as nurses [27] or those that have taken 

administrative positions. Therefore, these ratios are not a true reflection of the actual numbers of 

nurses physically involved with patient care [28]. In recognition of the central role that nurses play in the 

sustainability of the health system and with their expected importance in the revitalisation of the 

primary health care (PHC), it becomes critical to understand their mobility patterns and factors 

motivating them to stay in or leave the public sector.   

 

Other key concerns in the country, which are particularly pertinent to this study include the 

inequitable distribution of health workers between urban and rural areas; the migration from the 

public sector to the private sector; and the inequitable distribution of human resources between the 

public and private sectors [29]. These dynamics are, of course inter-linked and over-lapping. Most 

private sector services are provided in urban areas, meaning that migration from the public sector to 

the private sector might simultaneously exacerbate the inequities between rural and urban areas. 

The problems of migration and retention in the country are commonly understood to be driven by a 

wide range of factors, among which are positive perceptions about the working conditions in the 

private sector, poor human resource management in the public sector, high workloads, training that 

does not equip staff to work in rural areas and concerns about salaries [30]. There is also some 

evidence that non-financial factors may be as important as financial factors in addressing public 

sector retention [31]. 

 

Several local initiatives attempted to deal with the nursing crisis over the years. For instance, in 2006, 

the National Department of Health (NDoH) released the HRH Strategic Plan in which the nursing sector 
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was the main focus. In order to improve the recruitment, motivation, retention and distribution of 

nurses, the NDoH also introduced significant financial incentives in the form of rural and scarce skills 

allowances, and the occupational specific dispensation (OSD). In 2008, mandatory community service 

for nurses was introduced for them to work for a period of one year in underserved areas. In the same 

year, the Nursing Strategy, which served as an overarching policy to guide a range of processes to 

improve the quality of nursing in the country, was released. Other significant developments which 

reiterated the centrality of nurses in improving health systems performance include the National 

Nursing Summit in 2011 which was spearheaded by the Minister of Health as well as the release of the 

2012-2017 HRH Strategy. Despite these initiatives, the recruitment and retention of nurses in rural and 

underserved areas still remains a challenge. The cohort therefore represents a rare opportunity to build 

a rich, long-term database of the patterns and predictors of cohort members’ movements, their career 

preferences and choices of a reasonable number of nurses in order to better assess recruitment and 

retention policies and to enhance the overall health human resources interventions. 

 

1.1. The Nature of the CREHS Cohort Study 
The Consortium for Research on Equitable Health Systems (CREHS)  was initiated in 2008 to establish an 

innovative, large-scale, longitudinal cohort study of the job preferences and career choices of nurses in 

three countries, South Africa, Kenya and Thailand. The CREHS was funded by the UK government’s 

Department for International Development (DfID) from 2008 until March 2010. It involved local 

research teams in each of the countries, but also drew on a collaborative relationship with the London 

School of Hygiene and Tropical Medicine. Since its inception, 377 final-year nursing students, who have 

since graduated, were recruited into the study in South Africa. Detailed initial data collection explored 

these respondents’ job preferences and future career plans. To date, the CREHS cohort has achieved 

major milestones associated with the start-up phase of an endeavour such as this. These milestones 

include the creation of the cohort, baseline data collection from all the cohort members, cohort 

maintenance to ensure that the cohort members remain committed to the project over the longer 

term, publication of initial findings, and initial engagement with government officials and policy 

makers as potential users of this research. 

 

Six follow-up survey rounds were completed between 2009 and 2011. In each round, all cohort 

members were contacted telephonically to complete a short questionnaire about their current job 

and recent job changes, and to update their contact information. After three years of observation, 

the follow-up rate for the cohort study remained over 90%.  

 

Limited attempt has been made in South Africa to determine where nurses end up working, how and 

why they decide to take certain jobs in certain places and not others. Therefore, in 2012, the Resilient 

and Responsive Health Systems (RESYST) Consortium, funded by DfID, was established and one of its 

objectives was to continue with the maintenance of the South African cohort by following up these 

nursing graduates over a five year period (2012 to 2016) to observe their actual occupational and 

geographical mobility patterns and changes, to compare these to the job preferences and career plans 

they initially articulated, and to evaluate how their preferences changes overtime. The choice of South 

Africa was motivated by three reasons. First, staff shortages in rural areas is an acute issue in the 

country where the implementation of numerous policy initiatives [32-34] have not rectified the 

unequal distribution of staff. Second, these issues are high in the priority list of national health 

http://cohort08.blogspot.com/
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authorities, as demonstrated by recent policy documents [35, 36]. Third, this work built upon the 

cohort study initiated within CREHS where quarterly follow-up have maintained high response rates, 

producing sufficient sample sizes to perform relevant sub-group analysis (such as the impact of 

health worker gender, training or rural background on job choices).  

 

1.2. Relevance to Current Policy Initiatives 
There is both international and national demand for this research area. Over the last few years, human 

resources for health have increasingly been identified as one of the most important elements required 

for the strengthening of health systems [4, 37]. The Kampala Declaration of the Global Health 

Workforce Alliance (GHWA) calls on global and national leaders to increase funding for research on 

human resources for health [10]. The global focus on the distribution of health workers in rural areas is 

evidenced by the 2010 WHO policy recommendations for improving the retention of health workers in 

remote and rural areas [38]. This synthesis report identified a number of key research gaps and 

particularly called for more rigorous research on nurses in developing countries. In South Africa, 

improving the managing, planning and development of human resources was one of the 10 strategic 

priorities of the National Department of Health for the period 2009-2014 [35]. In addition, the Minister 

of Health committed himself to a programme of key deliverables which included improving human 

resources for health as part of health system strengthening [39]. On the 11th  October 2011, the 

National Department of Health released a new HRH Strategy for the health sector covering the period 

from 2012 to 2017 [36]. This policy document lists 8 strategic HRH priorities and a number of these are 

relevant to the proposed health workforce research agenda. For example: Strategic Priority 2 calls for 

more HR research and Strategic Priority 8 focuses on improving access to health workers in rural and 

remote areas [36]. Lastly, on the 28 October 2011, the Centre for Health Policy held a consultative 

meeting with key HRH stakeholders in South Africa (including representatives from the national, 

provincial and local departments of health and the drafters of the new HRH strategy) which endorsed 

the proposed HRH research agenda. This project was thus favourably positioned within a supportive 

context.  

 

1.3. Study Aim and Objectives  

The overall aim of this project was to enhance knowledge on health professional mobility by providing a 

detailed analysis of the mobility patterns of cohort members’ with regard to where they work, where 

they move to, when they move and the reasons for the mobility in order to generate insights towards 

effective policies and interventions.  

 

The specific objectives were:  

1. To maintain a cohort of nurses over five years with minimal loss to follow-up. 

2. To monitor the personal characteristics, job characteristics, job satisfaction and job choices of 

the cohort of nurses over five years.  

3. To explore cohort nurses’ experiences of transitioning from training to community service.  

4. To profile the mobility patterns and analyse the factors that influence nurses’ occupational and 

geographical mobility choices.  

5. To explore the cohort nurses’ experiences of being managed and managing others. 
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6. To investigate the relevance of these dynamics to the development of HR strategies to improve 

the recruitment and retention of nurses in rural areas.  

 

Based on the research objectives outlined above, the analytical research questions of interest in this 

study included: 

 Where are these nurses located and how they decide to take certain jobs in certain places 

and not others? 

 When do they move from one location to the other and what are the reasons for moving?  

 What are their career preferences and job choices and how these have changed over time? 

 Whether their career has followed the path they intended since graduation. 

 What has been the cohort nurses experiences of being managed and managing others? 

  What has been cohort nurses experiences of transitioning from training to community 

service: 
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2. APPROACH AND METHODS  
2.1. Study Design 
 

A prospective longitudinal cohort design, with regular repeated surveys was used to develop a panel 

dataset to monitor the career choices of a cohort of professional nurses in South Africa over time. 

377 final year professional nursing students from seven nursing training institutions in two provinces 

(Gauteng and North West) were recruited into the study in 2008 and completed the initial baseline 

survey. The study participants were subsequently interviewed telephonically each year from 2012 to 

2016 to provide information about their current job, working conditions, job satisfaction and 

employment changes, and to update their contact information. The overall study design is 

summarised in Table 1. Follow-up activities were outsourced to a professional tracing company that 

specialises in long-term follow up studies. 

 

The longitudinal approach is important in enabling understanding of the dynamic and changing 

influences over nurses’ retention and location decisions. This study design provides two important 

advantages: firstly, it limits the potential biases and problems inherent in cross-sectional or 

retrospective study designs. For instance, cross-sectional surveys may be biased if current health 

worker populations over-represent health workers that have chosen to remain in public sector 

service or those that have been unable to find jobs elsewhere. Retrospective cohort studies, on the 

other hand, are often limited by difficulties in tracing sufficient numbers of the initial cohort with the 

obvious concern that those health workers that can be traced are likely to differ from those that 

cannot. In addition, there are questions about whether it is ethical to follow-up participants that did 

not initially consent to be investigated particularly when personal information is used. The second 

advantage of prospective data collection is that it enables a better investigation of the dynamics of 

individual choices and their determinants as they occur. For example, recall bias is less of a problem 

when events, choices and justifications are much more recent. To overcome some of these 

methodological limitations, we decided to establish a prospective longitudinal cohort study with 

professional nurses in South Africa.  

 

This study continued from the South African CREHS cohort of 371 nurses with an existing database 

which contained information maintained over three years. It is well documented that one of the 

main risks facing cohort studies is losing research participants and if too many are lost, the demise of 

the project as a whole. As we had learned in the previous cohort, the successful functioning of the 

cohort requires regular efforts to track and maintain contact with the individual cohort members. 

The section below will stipulate how cohort members were followed-up to ensure good 

maintenance and reduce loss to follow-up.  
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Table 1: Summary of the Study Design 

 

 

ACTIVITY METHOD YEARS 

 2012 2013 2014 2015 2016 

 QUARTER QUARTER QUARTER QUARTER QUARTER 

  Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 

Cohort maintenance  Contact verification 

survey 
    

 
 

 
   

 
   

 
   

 
 

Follow-up survey Annual follow-up 

questionnaire 
  

 
                 

Online Survey Self-administered 

questionnaire (SAQ), 

and Experimental 

Economics Game 

(EEG) 

  

 

                 

Qualitative study In-depth interviews                      
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2.2. Research Tools and Data Collection 

 

A number of research tools were employed, these are summarised in Table 2.  

 

2.2.1. Annual cohort maintenance and follow-up 

 

2.2.1.1. Contact verification survey 

 

The risk of loss to follow-up in longitudinal studies is unavoidable. As a way of mitigating this, the 

tracking of the individual cohort members was undertaken annually through telephonic interviews. 

All personal and workplace contact information of the individual cohort members were verified and 

updated by completing the follow-up database form. Mobile phone calls were the primary means of 

keeping contact. Over a seven-year period, we were able to maintain cohort members in the study 

aided by modern communication technology such as blogs, Facebook and WhatsApp groups. In 

2015, we hosted a research intern funded by the National Research Foundation (NRF) (NRF) to 

acquire research skills. This intern was placed within the nursing cohort project and participated in 

several research activities. During the period of her placement with us, one of her primary roles was 

to contact cohort members on a weekly basis through using Facebook to share motivational videos 

related to nursing, to send messages to commemorate the celebration of nurses’ day and seasonal 

greetings such as Christmas and Easter wishes or any other information that we deemed might be of 

interest to them. 

 

Despite these efforts, in 2016, approximately 26 cohort members were lost to follow-up. The use of 

newly trained fieldworkers might also have contributed. The project has managed to maintain a 

satisfactory high response rate overall regardless of this challenge. 

 

2.2.1.2. Annual follow-up survey 

 

Since 2009, limited data has been collected from the cohort members about their current work 

experiences as well as occupational and geographical mobility on an annual basis. In the same 

telephonic interview when cohort members contact details are verified as explained above, the 

communication was continued once the details are verified to complete this survey using a mini 

follow-up questionnaire (Appendix 1). This interview took approximately 20-25 minutes to complete.  

 

The aim of this survey was to better understand and quantify the movements of a cohort of nurses 

over time. This was done in order to understand the nature and extent of the occupational and 

geographic mobility patterns of the cohort members. The following issues were explored: 

 Basic individual characteristics (age, sex, marital status, children) 

 Current locations where they work in terms of: province, rural / urban, private / public, 

hospital / clinic settings 

 Current job positions in terms of: 

- Whether the cohort members were still practising as nurses or not 

- Whether they worked in a clinical or administrative positions 
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- Reasons for moving or remaining in last location and job position since the last 

follow-up 

- Future plans and anticipated mobility changes 

 

Table 2 below summarises the methodologies that were used to achieve each of the specific 

research objectives.  

 

Table 2: Summary of Methodologies 

 

Research Objective  Methods 

1. To maintain a cohort of nurses over five years with 

minimal loss to follow-up 

Annual contact verification through: 

 Completion of follow-up database 

form  

 Cell phone calls 

 Email messages  

 Gratitude emails 

 New year e-cards 

 Birthday e-cards 

 Dedicated research intern 

2. To monitor the personal characteristics, job 

characteristics, job satisfaction and job choices of the 

cohort of nurses over five years.  

 Annual mini follow-up survey  

3. To profile the mobility patterns and analyse the 

factors that influence nurses’ occupational and 

geographical mobility choices.  

 Annual mini follow-up survey 

 Online survey 

 In-depth interviews 

 

4. To investigate the relevance of these dynamics to the 

development of HR strategies to improve the 

recruitment and retention of nurses in rural areas. 

  

 

 

2.2.2. Experimental Economics Game (EEG) 

 

Using an altruism tool, the role of pro-social preferences in the decision to take up posts in rural and 

isolated areas was investigated at baseline and repeated during round 7. Three measures of pro-

social preferences were constructed based on donations made by study participants in a dictator 

game. These measures were:  a generic measure of altruism (donation to a peer); a measure of pro-

poor attitude (donation to a poor person) and a measure of nurses’ professional dedication 

(donation to a patient). The dedicated nurse was measured by their generosity towards patients in 

the dictator game.  
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2.2.3. Online self-administered survey  

 

A more detailed self-administered questionnaire (SAQ) was conducted between May and August 

2016. This questionnaire was developed in an online survey system called REDCAP. The SAQ 

collected information on the following important aspects:  

 

 Details of their current job (e.g. position, nature of work, salary); 

 Details of their secondary job (sector, salary); 

 Their satisfaction with the different aspects of their current job;  

 Measure of intrinsic motivation and public service motivation; 

 Experiences of working in rural areas 

 Repeat of experimental economic game to test nurses’ altruism 

 

Invitations to participate in the online survey were sent through bulk SMS and emails. Thereafter, 

cohort members were contacted telephonically to remind them of the data collection period and a 

detailed step-by-step process was posted in the first page of the questionnaire. It was explained to 

all cohort members that a small token of R200 will be given after participation to cover the internet 

costs. This amount also served as a token of appreciation for the time the cohort members invested 

in completing the questionnaire. Weekly reminder SMS and emails were subsequently sent to those 

that had partially completed the interviews and those that had not yet started to complete it. 

Follow-up telephone calls were also made with these participants. Existing unique study numbers 

were included in the questionnaires to enable the researchers to link the respondents to the 

questionnaires and to the previous follow-ups. These unique identifiers also assisted with sending 

reminders to non-respondents. The questionnaire took approximately 45 minutes to complete. 

 

At the time when we were conducting this survey, we had just completed the annual survey with 

322 cohort members. Our desired response rate was thus between 70%-80% of the latter number. 

We experienced a number of challenges, there were a number of cohort members that were 

interested to participate but were unable to do so as a result of network coverage problems in their 

location areas. Others reported that they could not participate because they did not have access to 

the computer at home or work and that they would have to travel a long distance to access an 

internet café while some were computer illiterate. This meant that we were going to end up with a 

low response rate. To address this problem, we sought the services of the external provider to 

conduct telephonic interviews with these cohort members. The service providers also played an 

active role of reminding other cohort members to complete the questionnaire. This resulted in some 

delays in completion of this component of the research. In spite of these setbacks, we successfully 

managed to achieve a satisfactory high response rate of 81.7%. This is high considering that an 

average response rate of 33% had been reported for online surveys in other studies.        
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2.2.4. Qualitative in-depth interviews 

 

Criterion sampling was used to select 40 professional nurses from a database of a larger longitudinal 

study of the job choices of a cohort of nurses to participate in the study. The predetermined 

criterion was based on: 

 Nurses working in rural clinics and hospitals that never changed jobs. 

 Nurse who changed jobs more than three times. 

 Those that moved from rural to urban. 

 Those that moved from public to private sector. 

 Those that moved from clinical nursing to management position in nursing. 

 Those that left nursing completely.  

 

A narrative guide was used to conduct face-to-face interviews with these nurses and several issues 

were explored including: 

 

 The influence of life history on the career decisions of nurses. 

 Experiences of first job as a community nurses. 

 Challenges experienced in current jobs. 

 Exploration of the participants’ five-year career goals. 

 Reasons for changes in location, facility and sector. 

 Reasons for specialising. 

 Participants’ perspectives on strategies for retention of nurses in the public sector and in 

rural areas.  

 

In addition to investigating these factors, cross-theme research questions that were investigated 

within the cohort study were in relation to the governance thematic group and they were on 

experiences of being managed and managing others. These interviews were conducted between 

May and August 2016. The interviews lasted for approximately an hour. Interviews were recorded 

and transcribed.  

 

2.3. Data Analysis 

 

2.3.1. Quantitative data analysis 

 

Data was analysed using STATA (version 10) and standard descriptive statistical methods were 

applied. In addition, duration analysis (survival analysis) statistical methods were used to analyse the 

determinants of job choices over time. In order to track the movements of the cohort members 

efficiently, analysis of the mini follow-up survey was carried out speedily to enable research team 

members to assess who moves and where they moved to. Data from the online survey was also 

analysed in STATA using standard descriptive statistical methods.  
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2.3.2. Qualitative data analysis  

 

Cleaned and verified transcripts were downloaded to Atlas.ti for coding and identification of themes. 

Thematic content analysis of all the transcripts was performed using both inductive and deductive 

approaches. The process followed was to initially read each transcript line by line to develop 

meaning and create basic interpretations. Thereafter, a detailed reading of the transcripts was done 

during which dominant and sub-themes were generated. In conducting thematic analysis, we made 

an assumption that the number of individuals independently expressing the same idea signified 

thematic importance rather than the absolute number of times a theme is expressed by one 

talkative participant. We therefore identified a theme in one transcript, checked for its presence in 

other transcripts and noted similarities and dissimilarities in the manner in which each participant 

expressed each theme.  

 

Once coding was completed and themes identified, a written account of the interpretation of the 

themes was then compiled. Extracts or quotes from interviews are included in the write up of the 

findings. The preliminary findings were shared during four feedback meetings with representatives 

from the two provinces that participated in the study as well as with cohort members.  

 

2.4. Ethical Considerations  

 

Ethical approval was obtained from the Human Research Ethics Committee (Medical) of the 

University of the Witwatersrand (M120870). Ethical approval was also sought from the London 

School of Tropical Medicine and Hygiene. Access to nursing education institutions was obtained from 

senior officials from nursing colleges and universities that participated in the study. Consent was 

further attained from the individual participants who were provided with the study information 

sheet which explained the purpose of the study and the terms of their consent for the duration of 

the project. The information sheets also contained the contact details of the principal investigators 

and the ethics committee. Participation was completely voluntary. Respondents who agreed to 

participate in the study were requested to sign a study consent form. Consent was also obtained for 

the recording of qualitative interviews on a separate consent form. It was explained to cohort 

members that they can withdraw their participation at any stage of the research process.  

 

Information obtained in the interview was kept anonymous and confidential. The names of training 

institutions and cohort members were not used when the results of the study were presented or 

written up. Instead, unique identifies were used throughout the project. Also, transcripts of 

interviews only indicated the category, type of facility and province of the participants and not the 

name of the individuals interviewed to ensure anonymity. The results of the study were fed back to 

all interviewees and other relevant policymakers.  

  

Experimental economic games resulted in financial rewards for participants and financial incentives 

were also provided for the completion of the annual follow-up surveys in order to compensate 

participants for the time required to complete the survey and to improve cohort follow-up. The 

levels of these rewards, which ranged from R20 to R200, were agreed upon by the ethics 

committees to ensure that they are not coercive.  
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3. OVERVIEW OF THE RESULTS 
 

This section of the report integrates and discusses the main findings of the quantitative and 

qualitative components, against the objectives set out at the commencement of the study. 

3.1.  Demographic Characteristics  
 

Table 3 shows the demographic characteristics of the cohort nurses. The results indicate that the 

majority of the cohort members were females (85.7%), the average age was 31.0, 65.9% were single 

and 46.9% were born in rural areas. 

 

Table 3: Demographic Characteristics of Participants 

 

Variables n  Total 
Gauteng College 

Students 

North West 

College Students 

University 

Students 
Sig 

Total cohort 377   196 110 71   

% Female 377 85.7 89.3 78.2 87.3 * 

Age (mean ± sd) 374 31.0 ± 7.7 31.2 ± 7.5 33.2 ± 8.2 27.0 ± 5.6 *** 

% Single 372 65.9 68.0 55.1 76.1 * 

% With any 

children 
377 61.0 63.8 73.6 33.8 *** 

% Born in rural 

area 
375 46.9 33.0 66.4 54.9 *** 

 

 

 

3.2. Total Cohort Follow-Up and Outcomes after 6 Years 
 

This study also demonstrated that after six years of observation, follow-up rates remained high 

(Figure 1). 92.6% of the original cohort remaining in the study, 2.4% stopped participation, 1.6% lost 

to follow-up while 2.7% died. 

 

* p<0.05,    ** p<0.01,    *** p<0.001    
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Figure 1: Cohort follow-up 

 

3.3. Reasons for Pursuing a Career in Nursing 

 

At baseline, cohort nurses were asked whether nursing was their first choice career. Figure 2 shows 

that nursing was first choice career for only 40% of the cohort nurses; 53.5% of these were from 

university. These results were supported by the recent qualitative findings which showed that 

nursing was not the first choice career for the majority of the nurses in this cohort. Instead, a 

number of these nurses got into nursing by default due to several reasons including family financial 

circumstances, influence from others, and negative experiences as a patient or experiences of 

relatives or friends. This is reflected by the quotations below:  

 

“I ended up in nursing because of financial constraints. At that particular time I dropped out 

from university with nothing to do, no money and then I was advised by a friend that there is 

this nursing course where you I will be able to train without paying anything.” (PN) 

 

“I chose nursing because of how I was treated by another nurse. I was pregnant with my first 

child and I didn’t know anything about how delivery happens until I lost my baby. That’s 

actually what influenced me to be a nurse. I wanted to show people that not all nurses are 

terrible.” (PN2, Rural CHC, NW)  
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Figure 2: Nursing was First Choice as a Career 

 

Medicine was in fact the first option for an overwhelming majority of these nurses. Other preferred 

professions mentioned by these nurses included geology, pharmacy, environmental health, 

veterinary science, and traffic officer amongst others.  

 

For those nurses that reported that nursing was their first choice career, a number of reasons were 

mentioned for choosing nursing. These included their love for nursing, the desire to help others, the 

love for the uniform, and the possibility of getting a job speedily. Some participants commented 

that: 

 

“When it comes to nursing, when I was young I dreamt about it, I liked it from childhood. I 

always told my family that I would like to be a nurse because of my personality. I could see 

that I like to work with people and I am patient so that is the reason why I loved nursing from 

when I was young. So I don't see myself being something else except being a nurse.” (PN9, 

Urban CHC, GP) 

 

“If I think back early in my childhood, I can remember that my sister and I each had a little 

nursing dress with a cape and a little hat that we used to wear as part of our dressing-up 

outfits, so I was always aware of wanting to pursue nursing as a career”. (PN4, Urban CHC, 

GP)      

 

3.4. Transition from Training to Community Service 

 

It was encouraging that some of the cohort members had positive experiences of transitioning from 

being students to being community service nurses although they were few. Aspects that enhanced 

these positive experiences included supportive mentorship, skills transfer from the older generation 

to the younger ones and shadowing experienced senior nurses: 
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“I worked with older people and I was the youngest. All the Sisters [professional nurses] were 

very nice, they supported me. We worked like a family. For the first 6-months, I worked with 

sister [name] who was in-charge. She explained early on the disease profile of the community 

and what I should expect.” (PN8, Blood Services, GP)  

 

“The nurse managers were giving us a lot of support. They were always available when we 

needed to consult with them on anything and they would share knowledge on how to deal 

with different situations.” (PN12, Rural Hospital, NW) 

 

“We were given turns of being acting managers under the guidance of very supportive 

managers who were willing to teach us many things. I never thought in my first year of work 

I would be an acting manager managing all the people, it felt good. That was the highlight.” 

(PN16, Urban Clinic, GP)  

 

However, an overwhelming majority of the cohort nurses reported having had negative experiences 

of community service. Lack of preparedness for a management role came out as one of the key 

themes whereby a number of cohort nurses reported being expected to manage a facility while they 

had no practical experience of doing so. The quotations below demonstrate this finding: 

 

“I remember I was in a surgical ward and I was expected to lead people who’ve been in that 

department for a long time because they were professionally my juniors. I was given this 

opportunity immediately after qualification. You are expected to know what is going on while 

you are lost yourself. You have to function like a manager even though you are brand new 

from school.” (PN1, Urban Clinic, GP) 

 

“According to the South African Nursing Council, community service nurses are not supposed 

to work night duty, they must work under supervision. So I struggled to cope because on my 

first day on duty I worked night duty because of staff shortage. There were times whereby I 

had to manage the facility alone with junior staff nurses under my guidance.” (PN10, 

Academic Institution, NW)  

 

While this was frustrating for many, others embraced the opportunity, noting that it empowered 

them, boosted their confidence, improved their competence and prepared them for current 

positions:  

 

“I was put in the OPD [outpatient department] to manage that whole department. There was 

no Sister [professional nurse] in charge there; I had to set up everything in that department 

as a comm-serve [community service] nurse. All of a sudden I had staff that was working 

under me. I was the only Sister [professional nurse] there running the day ward and the OPD. 

And I took that ball and ran with it. I think that is why I’m in the position that I’m in today. 

Thanks to that HoD [Head of Department] who saw potential in me.” (PN29, Medical Aid 

Scheme, Urban Setting, GP) 

 

“It was frustrating but at the same time I was empowered. I think it empowered me in a way, 

it gave me confidence.” (PN 1, Urban Clinic, GP) 
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But this did not come without its own challenges. These managers felt that they were in some 

instances undermined and pressured particularly because they were young and inexperienced, yet 

they learned to survive given the circumstances as demonstrated by the following quotations: 

 

“You know it was overwhelming at first because you know when you are a comm-serve 

[community service nurse], everybody undermines you and they feel that you know nothing. 

Older people were a main challenge because they felt why is this youngster coming to tell me 

what to do. And you just have to take charge of everything and put everybody in their places. 

When they saw structures that I put into place, and they saw my role, it became better.” 

(PN29, Medical Aid Scheme, Urban Setting, GP) 

 

“So I was undermined, challenged, and put under pressure and I knew it’s either I win or I just 

go home. I had to prove that okay, I’m still new but I’m well ahead.” (PN 1, Urban Clinic, GP) 

 

There was also limited supervision if any and insufficient support from colleagues. The effects of 

these appeared to be more dominant amongst those who worked in rural settings.  

 

“I was in a deep rural area; I didn’t have any support, there were no doctors. I had to manage 

complicated cases and then if there are serious cases, the Nursing Council won’t be lenient on 

me. So for me honestly it was it was difficult, it was horrible.” (PN3, Private Sector NGO, NW)  

 

“You are qualified but you still need guidance…But coming to the real situation at the clinic 

that was not the case. We were just working, no supervision.” (PN7, Urban Clinic, GP)  

 

Adjusting to a rural setting was also mentioned by some nurses as a huge challenge, especially if one 

was not of rural origin.  

 

“I’m from Pretoria, I’ve never stayed in a rural area before, that was my first exposure. If you 

don’t buy a loaf of bread in town, you won’t get a loaf of bread in the village. If you don’t 

have a car, you have to go and hike somewhere at the road. You have to walk something like 

7km on foot before you get to the main road. They use pit toilets, I’ve never been exposed to 

that. Honestly it was difficult, but I could see my former colleagues whom we were doing 

comm-serve [community service] with, they were from that area and for them life was 

normal.” (PN3, Private Sector NGO, NW)  

 

A number of cohort nurses also mentioned the frustrations of being placed in an unfavourable ward 

as one of the challenges during community service.  

 

“During second rotation they took me to theatre and I hated theatre. I became a nurse 

because I wanted to nurse patients. For me theatre feels like a servant…a doctor’s servant. 

The doctor keeps saying ‘give me this, give me that…what is my purpose? Who am I serving?’ 

For me it was like I’m serving the doctor because the patient is asleep.” (PN5, Private 

Company, NW)  

 

Trauma resulting from patients’ death was also mentioned by some cohort nurses as noted below: 
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“In the medical ward, people used to die a lot. I remember this other weekend we had eight 

patients dying, this was challenging for me and I requested the matrons to move me to 

another unit and then they removed me.” (PN8, Blood Services) 

 

“I was placed at a step-down ward, that unit is so traumatic. I wanted to quit the same day 

because on my first day when I arrived at this unit, four patients passed away. After that I 

couldn’t eat and I couldn’t sleep; I stayed two days at home not going to work. When I called 

my lecturer, the only answer she could give me was, ‘that’s nursing’.” (PN2, Rural CHC, North 

West) 

 

Language, ethnicity and racial barriers were some of the challenges amongst cohort nurses during 

community service although these were not common issues.    

 

“Occasionally with the patients you'll find someone who doesn't want to be seen by me. 

Possibly this was because of the language barrier or maybe they genuinely would rather not 

be seen by a white sister [professional nurse].” (PN4, Urban CHC, GP) 

 

“I was labelled as a trouble maker because firstly I’m not Tswana and I was placed in a deep 

Tswana area. I’m a Shangaan, so when they realised that they were not served by one of 

their own, they had issues. You would find that there is no medication for hypertension and 

all that, and they would say, ‘you are denying us medication’.” (PN3, Private Sector NGO, 

NW) 

 

Another white nurse made an observation about how black professional nurses were in some 

instances undermined by community members even when they are senior than their white 

counterparts. This nurse mentioned that: 

 

“When I was very much a junior sister [professional nurse] here, the black sisters were all 

seniors and all more educated than me. I used to actually be embarrassed if a white patient 

come in and look past the senior sisters and come and talk to me. I would say, ‘I'm not the 

person who is really going to help you with this, this is my colleague who is more experienced 

than me’. You would then see people be taken aback.” (PN4, Urban CHC, GP) 

 

3.5. Job Turnover after 6 Years 
 

The findings of this study showed that there has been relatively high job turnover amongst cohort 

nurses over a six year period, with 27.8% reporting that they only changed jobs once while 7.5% 

changed jobs at least five times (Figure 3).  
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Figure 3: Job Turnover after 6 Years 

 

Figure 4  shows that there is also an increasing move from the hospital and clinical nursing to other 

facility types such as blood services, prison health services, occupational health services, research, 

private medical practice and medical schemes amongst others.  

 

 

Figure 4: Facility Type after 6 Years 

 

For those that moved to other types of facilities or organisations, the reasons mentioned included: 

lack of appreciation by government facilities, inadequate salaries, and personal circumstances such 

as wanting to start a family. Some respondents stated that: 
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“My experiences at [name of public hospital] taught me that I don’t want to work for the 

government any longer. I was like; I would rather work for a private institution that is going to 

appreciate me and the service that I provide than working for a government that doesn’t 

appreciate me and my efforts.” (PN26, Laboratory Service, NW)  

 

“To be honest, my move was not planned, it was an issue that I got married and my husband 

was this side [Mafikeng] and I was in Pretoria. My mother was like, ‘hey woman, things will 

get rough if you don’t join your husband’.” (PN30, Community Based Services, NW) 

 

“Bedside nursing as you know doesn’t pay. And if you look at the amount of hours that you’re 

putting in versus the amount of money that you are getting, it’s not really worth the job. 

Because you spend less time with your family, more time with the patients, but at the same 

time you can’t even provide for them.” (PN28, Medical Aid Scheme, GP)  

 

One respondent, who had changed jobs almost seven times, came up with an interesting concept 

which he referred to as ‘salary shopping’. He explained this as moving from one organisation to the 

other in a short period of time, in the process, negotiating a higher salary scale until one reaches 

their salary target. According to this respondent, this practice is mainly done by the younger 

generation of nurses:   

 

“When you are younger, you have so much access to opportunities. We call it salary shopping, 

meaning we go for an interview while we are not looking for a job. You just decide ‘let me 

apply at Netcare’ and they say ‘send us your payslip’ and they would say you are on R15 0000 

we will offer you R19 000. And you say ‘wow’, I will go there for three months and then apply 

to Discovery which gives you R24 000 and you go there’. That’s what we call salary shopping.” 

(PN11, Medical Aid Scheme, GP)  

 

When asked about decisions informing movement from hospitals to clinic setting, respondents that 

have moved in this direction at some point in the 6-year period pointed out to a number of aspects 

that they took into consideration. These included being afforded space to exercise discretion at clinic 

level than in a hospital setting where they mainly followed doctors’ orders and limited room for 

career progression in hospitals. The latter is reflected by the following quotations: 

 

“When working in the clinic, you get to make your own discretion. I love exploring and I love 

to be in charge of a thing and seeing it succeed. Here, I decide on how to care for the patient, 

as long as I follow guidelines and protocols. When you work in a hospital, you get orders 

from the doctors. You do everything according to the doctors’ orders.” (PN6, Rural Clinic, 

NW) 

 

“It takes a long time for your career to progress in hospitals. There is only one position for 

sister-in-charge and there are 23 professional nurses waiting for her post and she is waiting 

for the matrons’ post that has been there since we started. There is really no movement; I 

couldn't see any progression for myself in the hospital.” (PN3, Private Sector NGO, NW)  
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Favourable and conducive working hours at a clinic setting was also a recurring theme; with the 

majority of those who moved to clinics appreciating not working night duties, on weekends and on 

public holidays, thus being able to spend quality time with family.   

 

“Clinic is better than a hospital because where I work now I only work from Monday to Friday 

and on Fridays I knock off at 1 o’ clock. I don’t work weekends, I don’t work on holidays so it’s 

really nice for me.” (PN19, Urban Clinic, GP) 

 

3.5.1. Public Sector Retention after 6 Years and Reasons for Retention 

 

In year 1 follow-up, all cohort nurses were expected to perform mandatory community service, as 

such all of them were located in the public sector. Although the majority of the professional nurses 

(76%) remain working in the public sector, the results showed that there is an increasing shift from 

the public to the private sector after 6 years of observation (Figure 5). 

 

 

Figure 5: Sector after 6 Years 

 

In the multiple regression analysis, professional nurses that were older were 3.0 times [95%CI: 1.6 – 

5.6%] more likely to remain in the public sector than the younger ones, after adjusting for other 

socio-demographic factors such as gender, marital status and number of children (Table 4). 

However, male nurses were significantly less likely to remain in the public sector than their female 

counterparts. The multiple regression analysis further showed that nurses who were born in a rural 

province were 1.9 times [95%CI: 0.9 – 3.5%] more likely to be retained in the public sector than their 

urban colleagues. This finding is supported by the qualitative results as demonstrated in the 

quotation below:  
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“I’m from a rural area so that is why I stayed. I just wanted to help rural people because they 

suffer more than people from the urban areas. So you have to tell yourself that you are going 

to cope irrespective of the challenges you are facing.” (PN20, Rural CHC, NW) 

 

Table 4 further shows that nurses who reported that nursing was their first choice career were 2.1 

times [95%CI: 1.0 – 4.0] more likely to remain in the public sector than those that did not. But, 

exposure to rural facilities during their training did not appear to increase public sector retention.  

    

Table 4: Public Sector Retention after 6 Years 

  

Logistic Regression Odds Ratio 95%CI p value 

Over 35 3.018 [1.623; 5.610] <0.001 

Male 0.344 [0.166; 0.712] 0.004 

Married 0.597 [0.332; 1.072] 0.084 

Any children 1.753 [0.828; 3.716] 0.143 

University 0.670 [0.304; 1.475] 0.320 

NW province 1.083 [0.428; 2.740] 0.867 

Born rural 1.891 [0.997; 3.586] 0.051 

Chose nursing 2.064 [1.048; 4.063] 0.036 

Rural exposure 0.559 [0.234; 1.335] 0.191 

Constant 1.540 [0.686; 3.460] 0.296 

Pseudo R2: 0.155 

 

 

The qualitative results showed that other factors influencing nurses’ retention in the public sector 

included employment benefits and sense of loyalty. Some respondents commented that: 

 

“In the public sector, they sponsor you to study while they also pay your salary. Also there is 

pension fund, there is UIF, you also don’t have to worry about saving for retirement because 

they are already saving for you” (PN24, Urban Clinic, GP) 

 

“I have loyalty for the public sector because I’m a professional because of the public service. I 

studied through public funds if I may put it that way.” (PN1, Urban Public Hospital, GP)  

 

3.5.2. Rural Retention after 6 Years and Reasons for Retention   

 

Overall, 25% of the professional nurses continued to work in health facilities located in rural areas 

(Figure 6). Although the proportion in rural areas has decreased slightly over the last three years, the 

trend is not yet statistically significant.  
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Figure 6: Area after 6 Years 

 

In the multiple regression analysis, professional nurses who had been trained in a rural province 

were 7.4 times [95%CI: 2.1 - 26.5] more likely to remain in rural practice than those that had not, 

after adjusting for other socio-demographic factors such as age, gender, marital status and number 

of children (Table 5). Likewise, professional nurses born in a rural area were 3.7 times [95%CI: 1.9 - 

7.2] more likely to be working in a rural health facility than those who did not. However, exposure to 

rural facilities during training and choosing nursing as first choice career did not appear to increase 

rural retention.  

 

Table 5: Rural Retention after 6 Years 

 

Logistic Regression Odds Ratio 95%CI 
p 

value 

Over 35 1.020 [0.975; 1.067] 0.387 

Male 0.671 [0.286; 1.574] 0.359 

Married 1.262 [0.687; 2.319] 0.453 

Any children 1.413 [0.506; 3.947] 0.509 

University 0.725 [0.315; 1.671] 0.451 

NW province 7.374 [2.053; 26.488] 0.002 

Born rural 3.696 [1.903; 7.179] <0.001 

Chose nursing 1.241 [0.628; 2.450] 0.534 

Rural exposure 1.230 [0.341; 4.437] 0.751 

Constant 0.014 [0.002; 0.100] 0.000 

Pseudo R2: 0.263 
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Some of the factors influencing professional nurses’ retention in rural and underserved areas as 

demonstrated by the qualitative results include: opportunities for training, appreciation by 

community and commitment to the profession. One respondent commented as follows in relation to 

training opportunities, especially in the context of the lengthy period it takes for nurses to be 

considered for training: 

 

“The reason I stayed is just to get a chance to go to school. In other nearby facilities, there’s a 

lengthy list of people…around 16 people waiting to be taken to school. It means I would have 

to wait for all these people before my turn comes.” (PN21, Rural Clinic, NW) 

 

It also appears from the findings that software issues such as being remembered by clients and 

clients’ appreciation of care provided was encouraging for the cohort nurses. One participant 

mentioned that:  

 

“What I like the most about the rural areas is that when you are outside the facility, you will 

hear a client calling you by name in the streets and reminding you about how you have 

helped them, even when you don’t recognise them…This is what makes me happy.” (PN28, 

Rural Clinic, NW) 

 

3.6. Job Satisfaction of Cohort Nurses 

 

Overall the job satisfaction of cohort nurses has remained relatively stable over a six-year period 

(Figure 7), although there is a suggestion that it has decreased slightly in recent years. Urban nurses 

appeared slightly more satisfied than their rural counterparts.  

 

 

 

Figure 7: Nurses' Job Satisfaction by Area 
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Figure 8 compares the results of the nurses’ job satisfaction by sector over a six-year period. The 

graph indicates that nurses from the private sector scored consistently higher on the overall job 

satisfaction score than those from the public sector. Again, job satisfaction has been decreasing, 

particularly for public sector nurses, over the last three years.  

 

 

 

Figure 8: Nurses’ Job Satisfaction by Sector 
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Figure 9: Comparison of Altruism between Nursing and Economics Students at Baseline 

 

 

Nurses’ altruism was found to be a determinant of them working in rural areas. Our research found 

that a 10% increase in the donation made to patients in the economic experiment translated to a 

2.3-2.7% increase in the probability of them choosing a job in a rural area. Extreme dedication 

towards patients, where participants donated more than half of their endowment, was associated 

with an increase in the probability of choosing a rural job by 17%.   

 

Interestingly, the average altruism of nurses measured after 7 years of actual work experience was 

quite similar to that measured at baseline, for all three groups of recipients (Figure 10).  
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Figure 10: Cohort Nurses Altruism at Baseline and After 7 Years 

 

 

3.8. Resilience amongst Nurses Working in the Public Sector and in Rural and 
Underserved Areas 

 

The qualitative results also showed that cohort nurses working in the public sector and in rural and 

underserved areas faced a multitude of stressors in their day-to-day work including staff shortages, 

heavy workloads, managing relations with other professions, and adverse working environments, for 

example a lack of basic utilities and poor infrastructure. Despite these adverse conditions, a number 

of cohort nurses displayed resilience and remained working in the public sector and in rural areas. 

One nurse captured problems of staff shortages and heavy workloads as follows: 

 

“We have a lot of deliveries in this clinic and shortage of staff. At one stage, I delivered three 

women by myself. Just as I was progressing with the fourth one, another one came through. 

By that time, the clinic was so packed with mothers and kids to be immunised. There’s 

nothing one could do but to tell yourself that ‘I have to work, this is how things have been 

and I just have to follow.” (PN20, Rural Clinic, NW) 

 

Another nurse depicted challenges of lack of basic utilities and poor infrastructure as indicated in the 

following quotation: 

 

“I did my comm-serve [community service] here and I have never moved. The problem is that 

our clinic burned down a year ago because of electrical fault. The biggest challenge is that 

we work from a school where there are no consulting rooms, no taps, no water…. So we work 

under those conditions and work continues.” (PN21, Rural Clinic, NW) 
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In coping with these stressors, some nurses used individual agency to improve the delivery of health 

services as reflected in the quote below: 

 

“Sometimes you just have to strategies by increasing your work pace without compromising 

the quality of care. I usually come early and when I consult with a patient, I make sure that I 

focus on important areas. I limit my tea breaks and I make sure that no patient is turned 

away.” (PN2, Rural Clinic, NW) 

 

“Like now, we are doing the ideal clinic; we don’t dwell on complaining because we have few 

staff members. We may be few but we manage to do well with projects. We split tasks, one 

will do this and the other one will do that and at the end of the day we come together as a 

team so teamwork makes us win. Our manager was even asked last time that ‘you said there 

is no staff in your facility but your clinic is always performing’.” (PN23, Rural Clinic, NW)  

 

Overall, resilience amongst nurses in the cohort was promoted by personal values, supportive 

supervision, job flexibility and enrichment. One nurse commented as follows regarding supportive 

supervision: 

 

“My manager cares about my wellbeing and my professional development. She is the one 

pushing me to get my Masters’ degree.” (PN3, Urban Hospital, NW) 

 

The following quotation reflects a cohort nurse who found job enrichment from her love for 

midwifery: 

 

“I love midwifery and this clinic was the only clinic with maternity around this area that is 

why I stayed. I can deliver four to five babies per day; I don’t have a problem with that. Even 

at night when I’m off duty, I usually tell the comm-serve [community service] nurse that’s on 

duty that ‘when there is a delivery, just call me’. (PN2, Rural CHC, NW) 

 

3.9. Cohort Nurses’ Perspectives on Strategies for Retention in the Public 
Sector and Rural Areas 

 

In the qualitative interviews, cohort nurses were asked about which strategies they believe could 

assist to retain them in the public sector and in rural areas. As expected, an overwhelming majority 

of the nurses mentioned improvement of salaries to make them market-related and some 

mentioned that salary increases should match inflation. Another dominant theme that was 

mentioned by the majority of the respondents was provision of opportunities for growth and 

development:   

 

“It’s heart breaking to find that somebody has been an Assistant Nurse for the past 40 years 

without being given an opportunity to develop themselves. It’s unfair to that person hence 

they end up going to the private sector. This must change, especially in rural areas. They 

must try to develop them because these nurses are the ones who consult with the patients 
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first and sometimes you will find that the Doctor only comes once a week.” (PN33, 

Occupational Health Services, NW)   

 

“There should be dedicated funding for nurses to develop themselves. The government 

shouldn’t wait for you to become an old nurse with varicose veins before they decide to take 

you for a course. I don’t know what system they are using but it’s not recognising the young 

nurses.” (PN3, Private NGO, NW) 

 

Related to this, some mentioned that the public sector should create opportunities for rapid career 

advancement for nurses. One nurse mentioned that: 

 

“Government takes time to promote nurses. You will be at the same notch, same level for a 

very long time that is why the young ones leave. This needs to be improved.” (PN2, Rural 

Clinic, NW) 

 

Another concern that was mentioned by some respondents to improve retention in the public sector 

includes strengthening the Performance Management and Development Systems (PMDS) especially 

by being transparent. This is reflected by the quote below: 

 

“We are still not knowledgeable about the PMDS and how it works to such an extent that we 

feel some of us are being scored low so that we don’t benefit from it. So I think we should be 

informed.” (PN7, Urban Clinic, GP) 

  

Availability of equipment and treatment was another important aspect that was mentioned by the 

majority of the participants. One nurse said:  

 

“I think if they can make sure that there is equipment and treatment. It’s very stressing to 

work with limited equipment and if sometimes there is no treatment.” (PN32, Urban Private 

Hospital, NW)    

 

Job flexibility also came out as one of the recurrent themes amongst several cohort nurses and this 

was in relation to flexibility with working hours as one participant noted: 

 

“There are people who love night-duty but they are not given a chance to work full-time 

night-duty. There are also people who can’t take night duty and they are not given a chance 

to work full-time day duty. If the public hospitals were giving nurses an option to choose 

preferred working times, maybe I would have stayed. It was terrible, for 7 days you don’t see 

your family when you get home they are gone. It’s like 7 days of absence.” (PN5, Private 

Company, GP)  

 

Other respondents were of the view that non-financial incentives such as showing appreciation 

through provision of certificates could assist for retention in the public sector and in rural areas. 

They commented that:  
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“If you go to the facilities in the mines, you find a number of framed certificates in people’s 

wall…certificate of attendance, certificate of appreciation and so on. These are lovely things 

and government don’t have such things and they should consider putting these in place.” 

(PN6, Rural Clinic, NW)  

 

“We are not appreciated enough, sometimes by saying ‘thank you, you are doing a good job’ 

means a lot. It is not only about monetary incentives, there is also appreciation and I feel that 

they are not doing it enough. Our managers don’t usually come and see us unless there is a 

problem. If you have done something great they won’t come to say ‘well done’. ” (PN12, 

Rural Hospital, NW)    

 

Some participants were of the view that nurses born in rural areas should be targeted for rural 

placement: 

 

“I could say rural placement works perfectly well for people that come from those rural 

areas. I think maybe if someone were to do a model on this, they would find that developing 

people that are from the same area to render service to their own communities would be 

ideal because they saw me as a drama queen.” (PN3, Private Sector NGO, NW)   

 

Additional themes that derived from the findings included improvement of working conditions, 

provision of accommodation, housing allowance and supportive supervision and mentorship 

amongst others. 

 

 

3.10. Experiences of being Managed and Managing Others 

 

All of the cohort members had experiences of being managed at some point in their careers over a 

six year period. When they were asked about the management style of their managers, the majority 

reported that although their managers were formal, they provided space for them to voice their 

opinions. The average frequency of meetings between managers and their subordinates was at least 

weekly in a clinic setting and once a month in a hospital setting. This is in exclusion of the daily 

meetings updating each other about events during shifts. The issues discussed in these meetings 

were mainly about programmes, challenges experienced by staff, issues related to patients and 

finding innovative solutions to solve problems.   

 

When asked about some of the positive experiences with the managers’ key themes that emerged 

were that these managers were supportive, responsive to issues affecting their facilities and that 

they shared relevant information with staff. Some nurses commented as follows: 

 

“She’s hands on and she does attend to our concerns and you know she makes sure that 

everything that you need is always there. We never run out of stock and we don’t have issues 

with broken equipment and stuff like that because she does her duties.” (PN1, Urban Public 

Hospital, GP)  
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“Every time she goes to a workshop she would call a meeting to discuss changes that need to 

be done.” (PN20, Rural Clinic, NW)    

 

“She is not the type of person who only concentrates on work issues disregarding family 

issues. She is a shoulder to cry on, if you have a personal crisis at home and you tell her, she 

will put everything aside and gives you support.” (PN18, Public Hospital, GP)  

 

However, there were a number of negative experiences with the managers. These included: 

favouritism, biasness, infringing on staff privacy, lacking the ability to be assertive and poor 

communication. Some nurses had the following to say about their managers:  

 

“She has favouritism. One nurse was her friend so when we submit reports she looks for gaps 

in our reports but when her friend has gaps she doesn’t take all of our reports. I told her that 

‘we are not going to work with favouritism, you must treat us the same. When you do that 

you are going to separate us and we are going to have divisions in our facility’.” (PN22, Rural 

Hospital, NW) 

 

“If you didn’t come to work and you explain to her the personal reasons, when you go outside 

she goes and tell the other staff members that ‘this one did not come to work because of this 

and that’. This thing makes the staff to quarrel a lot.” (PN32, Urban Private Hospital, NW)   

 

“My manager is very understanding but I must say being in an environment we are at, this 

ends up impacting negatively on her because she is too friendly with everyone so people 

don’t take her serious. Because we are used to her not being assertive in reprimanding us, 

even when things are not done well people still takes advantage of her character.” (PN27, 

Urban Public Hospital, NW) 

 

When asked about the coping strategies of dealing with the negative aspects of the managers, the 

dominant themes that derived from this study included confronting the manager when unhappy 

with their approach and avoiding sharing personal problems with that manager.   

 

Interestingly, with regards to those that were managers themselves, the majority of them described 

themselves as formal but democratic and or conversational in their approach. When asked about 

how they dealt with conflict and difficult personalities as managers, some of the strategies that were 

employed included: setting meetings with people in conflict and hearing both sides of the story, 

refraining from taking sides, being less judgemental, exercising patience, finding solutions to 

problems that caused conflict and being supportive of staff. One nurse stated that: 

 

“I had a very big issue recently about a colleague who is alcoholic. She wouldn’t pitch to work 

when expected. Everybody could see there is a problem but nobody was really addressing it. I 

decided to call a meeting with her and the other managers as well. So we spoke to her on 

several occasions and we recently referred her to the Employee Wellness Program in the 

district.” (PN2, Urban Clinic, GP)    
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Although most of the cohort nurses believed that gender did not have an influence in management 

because nursing is a female dominated profession, there were some who believed that male nurses 

were treated differently and favourably by older female managers. These nurses observed that:  

 

“I don’t understand the older generation; they still feel like they have to mother the male 

nurse. They still feel that the male nurses deserve to be treated better than the females so 

male nurses still get that preferential treatment. I don’t know whether it’s because they are 

few or because they are more sensitive.” (PN1, Urban Hospital, GP) 

 

“Gender helps a lot; as a male nurse I’m going to be honest. I was managed by females. Male 

nurses always get away with murder with female managers.  When you are a male and your 

boss is female, she is going to love you; she will treat you differently from female 

subordinates.” (PN11, Medical Aid Scheme, GP)  

 

Age was also considered to have an influence on management in the sense that older nurses were 

said to undermine the younger managers and they were also reported to be resistant to change. 

One participant commented that: 

 

“She is 60 years old and has been working in the same department for 10 years. She is very 

resistant to change, what happens is whatever she says, even when it happened 10 years ago 

she still thinks it’s right and applicable even now.” (PN29, Medical Aid Scheme, GP)  

 

Another age related factor was in relation to the older managers failing to consider the younger 

nurses as equal professionals; but rather considering them as ‘babies’ in need of protection as one 

nurse indicated: 

 

“I was very young when I started at the hospital, so you become their baby. I remember the 

matron who was in charge of our unit, she just saw me as a baby; she just failed to see me as 

a professional no matter what I did. Even when I did something wrong, she would say ‘my 

baby, we need to find a way to cover-up for you’. She failed to recognise me as an 

independent professional.” (PN8, Blood Services, GP) 

 

When cohort nurses were asked about the training and support they received to prepare them for a 

management role, almost all of them reported that they did not receive any formal management 

training. In almost all instances, they had to independently find innovative ways to help them 

manage their subordinates such as reading a lot, familiarising themselves with relevant policies, 

learning to be assertive and drawing from the management course done during their training: 

 

“I do a lot of reading, so I always make sure that my subordinates are able to get clarity on 

issues. Whenever I do something I make sure that I go according to policies.” (PN1, Urban 

Hospital, GP)  

 

According to the participants in this study, some of the important traits that they consider a good 

manager should have include: respect for staff, good listener, being assertive, being approachable 
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and supportive, creating opportunities for staff to grow, promoting autonomy amongst staff, 

encouraging team spirit and being appreciative of staff. Some nurses commented as follows: 

“My manager has leadership qualities, she knows all personnel that works in her unit and 

how to handle all of us. She respects her subordinates; she talks to us nicely and never 

harasses subordinates in front of patients or family.” (PN25, Urban Public Hospital, NW) 

 

“When coming to staff development, my manager would force the district office to develop 

the staff. So she would take us to workshops.” (PN31, Urban Clinic, NW) 

 

“What I liked about her is that she trusted me. When I came back from training I lacked 

confidence, but she gave me a shift and made me a shift leader and she was behind me in 

this. I liked the way she trusts her staff, she never doubted me, she was always positive and 

made me feel good about myself.” (PN9, Urban CHC, GP)  
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4. DISCUSSION, CONCLUSIONS AND 
RECOMMENDATIONS 

 

4.1. Summary of the Key Findings 
 

The results of this study showed that nursing was not first choice career for the majority of the 

nurses in our cohort. In agreement with available literature [40, 41], medicine was the first career 

choice for the majority of our cohort nurses. The main reasons for choosing nursing for these nurses 

were family financial circumstances, influence from others, and negative experiences as a patient or 

experiences of relatives or friends. Other studies reported that job opportunity, security and 

mobility within the profession were some of the reasons most frequently cited for choosing nursing 

as a profession [42]. Our study also found that there was inadequate preparation of nurses for 

nursing practice during their first year of mandatory community service. This finding is supported by 

other researchers [43, 44]. It is well documented that the transition from nursing student to 

registered nurse can be exciting, stressful and challenging [44]. The feelings of insecurity with 

regards to one’s competence and ability to integrate learned theory with actual practice are 

commonly experienced by the graduating nursing students [44-46].  

 

In agreement with available evidence [47-51], this study confirmed that a rural background is 

strongly associated with rural retention of professional nurses in our cohort for at least six years. 

However, a study by Pillay [28] in South Africa refuted this finding by reporting that nurses from 

rural provinces were significantly less likely to be in their current positions within a 5-year period. 

The limitation of the latter is that it is a cross-sectional study that investigated intention to change 

rather than actual changes. Our study also showed that attitudes to working in rural areas were 

significantly positively affected by being older and being trained in a rural province. These findings 

are in accordance with previously reported studies in the literature which found that the younger 

nurses were least likely to remain in their rural jobs [28, 51, 52] and that locally trained health 

workers were better prepared to live in remote areas [32]. A possible explanation for older nurses’ 

retention in rural areas could be for security reasons because they may be at a senior position, are 

nearing retirement and may not want to lose their benefits [53]. Our study further found that male 

nurses and university trained nurses were less likely to work in rural areas. Additional demographic 

and personal factors identified in the literature that are associated with rural retention include 

family commitments such as being married [52, 54] and having children [52, 55]. This is because it 

may be difficult for married nurses with children to relocate with the whole family and they might 

also have a higher financial responsibility [56].       

 

Interestingly, our study found that there was less international migration than expected amongst 

professional nurses in our cohort. This is contrary to Pillay’s study [28] which was conducted in 2009, 

almost at the same time period as our cohort study which found that 15.7% of the nurses in South 

Africa reported their intention to work abroad within the next five years. There is evidence of 

nurses’ resilience in this cohort study. Despite adverse working conditions, these resilient nurses 

stayed in the public sector and rural areas. Six years after graduation, three out of four nurses were 

still working in the public healthcare sector. This indicates good return on public sector training 
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investment. The proportion of nurses working in rural areas has also remained relatively stable, 

falling slightly from 28% to 25% over the six years. Nurses’ altruism at baseline was also a 

determinant in working in rural areas. The qualitative findings also found that rural origin was one of 

the factors influencing nurses’ resilience. Other factors included opportunities for training, 

appreciation by community, commitment to the profession, space to exercise discretion and sense 

of loyalty. Resilience was promoted by personal values, supportive supervision, job flexibility and 

enrichment. But, relying on resilient and dedicated nurses may not be completely sustainable if 

problems of poor living conditions, heavy workloads, insufficient equipment, lack of opportunities 

for career development and skill enhancement are not addressed [57]. Ongoing demands, 

challenges, frustrations and anxieties that impact nurses each day may become overpowering such 

that they result in burnout [58]. Kutney-Lee and colleagues [59] reported that improvements in 

nurse work environments over time were associated with lower rates of nurse burnout, intention to 

leave current position and job dissatisfaction. Therefore, creating a more favourable nursing practice 

environment and addressing de-motivators, remain important.  

 

The results of this study also showed that there has been relatively high job turnover after 6 years of 

observation amongst cohort nurses. Some nurses changed jobs frequently. There was also an 

increasing move away from hospitals and clinical nursing. Several factors contributed to this 

including inadequate salaries, lack of appreciation and personal circumstances such as wanting to 

start a family. There is therefore a need for innovative strategies to keep nurses in clinical nursing. In 

accordance with previous studies [60], our study also found that the rural nurses were more likely to 

be dissatisfied than their urban counterparts. The results further showed that nurses from the 

private sector were more satisfied with their jobs than public sector nurses. This finding is supported 

by other studies [28, 60, 61].  

    

The qualitative findings also highlighted experiences of cohort nurses of being managed and 

managing others. The results showed that the majority of the nurse managers adopted a democratic 

management style and created space for cohort members to voice their opinions. Age and gender 

were found to influence management to a certain extent, with older nurses reported to undermine 

the younger nurse managers and male nurses being favoured over female ones. The study also 

found that nurse managers were seldom formally trained or mentored into a management position. 

More attention could be focused on developing formal mentorship programmes to better prepare 

nurses for a management role.  

 

Our study has demonstrated the usefulness and need for prospective longitudinal studies of health 

worker career choices in LMICs. Longitudinal HR data is more useful for tracking and understanding 

health worker movements over time as well as providing useful information on HRH dynamics which 

could be incorporated into national human resource information system (HRIS). This study showed 

that we were able to maintain longitudinal cohort with satisfactory high response rates over a six 

year period aided by using modern communication technologies. As such, this project has been able 

to produce rich, longitudinal information on the career paths and choices of South African nurses in 

two provinces and detailed policy recommendations on policy interventions that may attract more 

health workers to the public sector and rural areas. But, better national HRIS to monitor the 

distribution of health workers is still required. There is also a need for better monitoring and 

evaluation of existing HRH policy initiatives.  
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4.2. Study Strengths and Limitations 

 

The main limitation of this study is that it was conducted in only two provinces. Although all the nursing 

colleges and universities in the two provinces were included in the study, only a small number of 

university-trained nurses were recruited into the study. The study also investigated a single cohort, 

which is class of 2008 and only professional nurses were included. As demonstrated by existing studies, 

the risk of loss to follow-up in longitudinal studies is unavoidable. In 2016, approximately 26 cohort 

members were lost to follow-up. Despite these limitations, this study is still useful as it provides valuable 

information about the nurses’ job preferences and location changes over time. The study is also one of 

the few longitudinal studies investigating the job choices of a cohort of nurses in South Africa and 

other low- and middle-income countries. The use of combination of quantitative and qualitative 

methods allowed for complexities of the job movement patterns and reasons for these movements to 

be explored. Another key achievement in this project is that after seven years of following up this cohort 

of nurses, the project still maintained a high response rate; which enhances the external validity of the 

findings. 

 

4.3. Recommendations  

 

The study findings presented the dynamics of the job movement changes and location choices of a 

cohort of nurses as well as some of the factors informing these choices and the retention of the 

nurses in our study. There are no simple solutions to addressing issues raised by the key findings. 

Nonetheless, this report concludes with a set of key recommendations for nursing policy and 

practice, nursing education and implications for future research and these are summarised in Table 

6. 

 

Table 6: Recommendations for Nursing Policy and Practice, Education and Research  

 

 Recommendations 

Implications for nursing policy and 

practice 

 Effective supportive systems need to be 

introduced for newly qualified nurses to ensure 

that they are prepared for and supported in their 

professional role. 

 Innovative strategies are needed to keep nurses 

in clinical nursing. 

 The job satisfaction of rural and public sector 

nurses needs to be improved. 

 Creating a more positive nursing practice 

environment should be an important priority. 

 A combination of financial and non-financial HRH 

interventions is required to increase job 

satisfaction and retention of nurses.  

 Strategies for promoting nurses’ resilience in the 

workplace are required. 
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 Recommendations 

  

Implications for nursing education   Preferential selection of students from rural areas 

could increase rural retention.  

 New training institutions may be better located in 

rural areas. 

 Strategies to attract more dedicated nursing 

students are required. 

 There is a need to find ways to promote and 

strengthen altruistic values during training.  

  

Implications for information and research 

 

 Better national HR information systems are 

required to monitor the distribution of health 

workers. 

 Longitudinal HR data is more useful for tracking 

and understanding health worker movements 

over time; investment in studies of this nature is 

needed. 

 

 

4.3.1. Implications for Policy and Practice 

 

In ensuring that newly qualified nurses are prepared for and supported in their professional role, 

effective supportive systems needs to be introduced[43]. This is important because first placement 

experience may influence decisions to stay or leave the placement environment [62]. Some 

researchers have suggested that clinical placement experience could be improved by strengthening 

communication and partnerships between the university and the local health services [63].    

 

In order to retain committed nursing workforce, practice work environments, nurse staffing and 

patient-to-nurse workload may need to be improved [64, 65]. Available evidence proposes that 

nurse managers could support healthy work environments by firstly conducting an assessment of 

their settings, identifying stressful issues within the work environment then developing an 

implementation plan to address these issues [58]. In addition, a combination of financial and non-

financial HRH interventions may be required to keep nurses in clinical nursing as well as to increase 

the job satisfaction of the rural and public sector nurses in our cohort. 

 

Strategies that nurse managers could implement to promote nurses’ resilience in the workplace may 

include imitative learning [66], formal and informal debriefing sessions for nurses involved in 

stressful situations, personal resilience workshops for nurses [67], mentorship programs for new 

graduate and newly hired nurses [58, 66, 68] as well as exposure to positive role models who would 

provide guidance, motivation, emotional support and share strategies on how to thrive in the 

workplace [58, 66].     

 



   

 38 

4.3.2. Implications for Nursing Education 

 

In order to attract more dedicated nursing students, a thorough selection procedure enlisting more 

motivated students who have a realistic perception of nursing may be required [69]. Our study also 

recommends that local nursing training institutions should modify their selection policies to 

prioritise students of rural origin to increase rural retention. Lessons could be learned from Thailand 

which has had considerable success in improving equitable access to healthcare throughout the 

country over several decades because they invested in locally recruited and trained nurses, 

midwives, junior sanitarians and other paramedics who were then assigned to placements in their 

home towns and licensed to serve in the public sector alone [32].  

 

This study also recommends that resilience and altruistic values needs to be promoted and 

strengthened during training. There is evidence suggesting that resilient qualities could be acquired 

through positive learning experiences [66] and reflective and reflexive teaching strategies [68]. This 

could be done through inclusion of the discussion of the resilience concept within all health 

professional undergraduate education programs, sharing insights from adversity with students and 

new graduates, story-telling of practical experiences of resilience at seminars and conferences as 

well as provision of inter-year forums for final year students to share their experiences with students 

in earlier years [66].  

 

4.3.3. Implications for Information and Research 

 

Better national HRIS is required in South Africa to generate and monitor accurate staffing data in 

order to understand the supply, demand and distribution of HRH in general and for nurses in 

particular. Lessons can be learned from Kenya [70, 71] and Sudan [72] which have successfully 

demonstrated the importance of HRIS. The Kenya Health Workforce Informatics System was 

established in 2007 and it collects staffing data from all public health facilities under the supervision 

of the Ministry of Health [70, 71]. This Informatics System is consistently monitored to ensure that 

data collected is verified and it has proven to be essential in evaluating the impact of the Emergency 

Hiring Plan, which was introduced in 2005 to speed up hiring and deployment of nurses in remote 

and underserved areas through donor-supported 1-to 3-years contracts [70]. In Sudan, the new 

national HRH information system was established in 2006 and institutionalised to generate 

comprehensive HRH data and it proved to be critical in unveiling the challenges facing the health 

workforce and providing useful evidence for policy- and decision-making [72]. Investment in 

longitudinal studies to understand health worker movements is also needed.  
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