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Introduction: Most doctors at Tshwane District Hospital in Pretoria are women who experience difficulty combining a career 
with family responsibilities because of lack of flexitime or part-time posts. They are also frustrated by the hospital management’s 
apparent indifference to their concerns. Consequently, female doctors tend to leave Tshwane District to pursue their careers 
elsewhere. This study explored factors that influence the career choices of female doctors at Tshwane District Hospital in Pretoria.
Method: Of sixty-two doctors working at Tshwane District Hospital in Pretoria between January 2008 and July 2011, 47 were 
traced, and 28 completed a four-part, self-administered questionnaire constructed round eight themes that emerged from 
a focus group discussion involving six female doctors. Questions on levels of burnout and job satisfaction, based on existing 
validated questionnaires, were included. Of the 28 doctors who completed the questionnaire, 19 were female and nine male. The 
median age group was 30–39 years.
Results: Forty-six per cent of doctors reported overall job satisfaction. Female doctors were less satisfied than male doctors. 
Sixty-four per cent reported symptoms of burnout, while a worrying 18% reported either persisting symptoms or complete 
burnout. The majority of female doctors would prefer to work flexitime and to have the option of part-time employment in an 
academically stimulating environment. Many of the doctors who participated in the study at Tshwane District Hospital plan to 
pursue their careers outside the public sector in order to balance their family responsibilities with their professional lives.
Conclusion: Female doctors at Tshwane District Hospital reported having low job satisfaction, an inflexible work schedule, a 
heavy workload and being given little recognition for their contribution. Together, these factors probably account for the high 
turnover of doctors at Tshwane District Hospital. If doctor retention is to be improved in public sector facilities, such as Tshwane 
District Hospital, the particular needs of female doctors with family responsibilities must be addressed.
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Introduction
There is a nationwide shortage of healthcare workers in all 
disciplines in South Africa. The public health sector provides 
medical care for an estimated 35 million people, as opposed to 
the seven million patients who have access to private medical 
care. An assessment by the World Health Organization in 2003 
found that more than 60% of healthcare institutions in South 
Africa had difficulty filling existing posts. There were more than  
4 000 vacancies for general practitioners and 32 000 vacancies 
for nurses.1 Approximately 63% of South African general 
practitioners work in the private sector, serving the needs of less 
than 20% of the population. Clearly, the retention of doctors in 
the public health sector is crucial to public sector service delivery. 
Research has shown that doctors leave the public sector and the 
country for reasons that include poor working conditions, poor 
benefit packages for medical officers and weak retention 
policies.2

Early women pioneers in medicine were subjected to many 
restrictions during their training and in their careers.3 Although 
improvements have been made since then regarding respect 
and equal opportunities, discriminatory attitudes and practices 
still persist. In households where both partners have careers, 
women still spend more time carrying out domestic work and 
child care than men.4 Women have traditionally reduced their 
work commitments to look after their children. The medical 
profession has a long tradition of requiring long hours of clinical 
work, without regard for career diversity or a work-life balance. 
Female doctors have difficulty balancing their professional and 

their private lives, and this places them under great pressure and 
diminishes their levels of job satisfaction.5

Aim of the study
This study was conducted in Tshwane District Hospital in Pretoria 
in order to identify factors that influence women medical officers 
in their choices with regard to furthering their careers in public 
sector district health and primary care. This study was conducted 
to learn whether or not female doctors leave the public sector for 
the same reasons as male doctors, or whether they leave for 
reasons linking to their roles as women with family responsibilities. 
The objectives of the study were to:

•  Describe the profile of female doctors who worked at Tshwane 
District Hospital from 2008 to 2011 with respect to their age, 
relationship status and family responsibilities.

•  Explore how they experienced their work and how it related to 
their family life, and to determine their job satisfaction and job 
stress levels.

•  Compare their job satisfaction levels and the presence of 
burnout with that experienced by male colleagues at Tshwane 
District Hospital by means of a validated questionnaire.

•  Identify factors that influenced female doctors’ career decisions 
at Tshwane District Hospital.

Method
The study was conducted in two stages, i.e. an initial focus group 
discussion and a secondary survey through the use of a  
self-administered questionnaire.
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Introduction
The need for a triage system, appropriate to the South African 
setting, led to the development of the Cape Triage Score (CTS), 
synonymous to the South African Triage Score (SATS). Before the 
implementation of the CTS, the triage system used varied from 
area to area and there was no national triage system that was 
practised consistently, displaying the obvious need thereof.1  
The CTS, thus, culminated from the dire need for an accurate  
triage system that could be used with speed to prioritise the large 
emergency department workload of both trauma and medical 
patients. International triage tools include the Manchester Triage, 
Canadian Triage Assessment Scale (CTAS), and the Australian  
Triage Score (ATS). However, the implementation and adoption of 
these triage tools in South Africa are difficult as considerable 
training is needed.2

According to Rosedale et al.,3 South African emergency  
departments’ workload is one of the highest worldwide due to 
poorly resourced, overcrowded, under-staffed, and under-funded 
hospitals. Emergency departments have to cope with the  
so-called ‘quadruple burden of disease’: communicable diseases, 
non-communicable chronic diseases, injuries, and HIV/AIDS.  
Patients with HIV and tuberculosis (TB) usually score higher in the 
SATS, hence these chronically ill patients are prioritised over 
acute or injured patients.3

The Emergency Medicine Society of South Africa adopted the 
CTS as the standard triage tool in South Afica.4 The CTS is a valid 
and reliable triage tool used by emergency department doctors 

and nurses since 2006.5 The CTS comprises a physiologically 
based scoring system, the Triage Early Warning Score (TEWS), 
and a list of discriminators such as mechanism of injury,  
hyperglycaemia or abdominal pain, bleeding history, and so 
forth.6

The TEWS consists of physiological parameters where a patient is 
scored on seven parameters and a score of between 0–3 is allocated 
to each parameter. According to the TEWS a patient is then allocated 
a colour code: red, orange, yellow, green, or blue (see Table 1). Under 
each colour code there are different discriminators that will allow 
the person doing the triage to adjust the colour code (then referred 
to as the SATS colour code) according to additional information. This 
additional information includes the presenting complaint as well as 
triage aids (side-room investigations). Indications for side-room  
investigations are, for example, pulse oximetry measures for  
respiratory rate scores of one or more, finger prick glucotests for  
patients with a history of diabetes mellitus, altered consciousness, 
or active seizures, etc.6

The emergency department of the National District Hospital (NDH) 
was established and formally opened on 30 August 1999, with  
services rendered at Primary Level 1 care to Bloemfontein and  
surrounding areas. The emergency department was faced with a 
myriad of challenges that included infrastructure, referral systems, 
and development of triage protocols. In an attempt to overcome 
these challenges, many changes were implemented including  
the introduction of the CTS. However, capacity has remained a 
growing burden, placing much strain on the triage system.
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