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Abstract
Background

A well-performing health workforce is critical to the successful implementation of universal health
coverage. Sickness absenteeism in�uences health worker performance, with potentially negative
consequences for quality of patient care and staff morale. Within the South African public sector,
incapacity leave is additional sick leave granted at the discretion of the employer.

Objectives

The aim of this study was to examine approved incapacity leave and its determinants among health
professionals in a provincial health department in South Africa.

Methodology

Electronic records of approved incapacity leave absences of health professionals employed in the
Gauteng Department of Health (GDoH) were obtained from the government’s Personnel Salary
Administration System. The period of analysis was 1 January 2016 until 31 December 2016. A structured
record review form was used to extract demographic, occupational and medical information on each
approved leave episode. STATA ® 15 was used for descriptive and multivariate statistical analysis.

Results

In 2016, the GDoH approved the incapacity leave of 518 health professionals. The mean age of health
professionals with incapacity leave was 46 years (SD ± 10.2 years). Professional nurses accounted for
41.5% of incapacity leave approvals. The main medical reasons for incapacity leave episodes were
mental disorders (12.8%) and musculoskeletal disorders (12.0%). The risk factors for incapacity leave
among health professionals were: female, 35 years and older, from district hospitals and working in the
Sedibeng health district (p < 0.001). The odds of incapacity leave was three times higher for health
professionals who were older than 45 years (45 to 54 years – adjusted odds ratio (AOR) 3.0 95% CI 2.3-
4.0) (≥ 55 years - AOR 3.1 95% CI 2.3–4.3). The odds of incapacity leave among health professionals
was highest for those working in the Sedibeng health district (AOR 2.2 95% CI 1.5–3.3).

Conclusions

Sickness absenteeism is complex and in�uenced by individual, workplace and health system factors. The
study �ndings suggest the need to improve the management of incapacity leave in the GDoH, through
inter alia, improved information systems, monitoring of sickness absenteeism and the creation of positive
practice environments.

Introduction
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Human resources for health (HRH) are a prerequisite for the achievement of universal health coverage
(UHC) and improved population health outcomes [1]. There is increasing scholarly attention on the
performance and the e�cient utilisation of HRH [1]. Absenteeism which is de�ned as the absence from a
duty or an obligation, is an important indicator of individual staff performance [2, 3]. Absenteeism gives
rise to loss in productivity and results in the indirect wastage of valuable HRH [4]. In Sub-Saharan Africa,
this type of wastage exacerbates staff shortages and further compromises weak health systems [4]

Sickness absenteeism is unplanned absence, and is de�ned as an absence from work, which the
employee associates with illness or injury [2, 5, 6]. While sick absenteeism is a problem in many sectors
and countries [5, 6], it is of critical importance in the health sector, affecting both the quality of patient
care and staff morale [2, 7].

In South Africa, evidence suggests that sick absenteeism affects the public health care system negatively,
with reports of high rates of absenteeism and its associated costs, sick leave abuse, and poor
management of sick leave [8, 9]. The Public Sector Leave Policy provides for paid sick leave of 36
working days in a cycle of three years [10]. All public sector employees who have exhausted their sick
leave within the sick leave cycle and are medically certi�ed to be absent from work, are able to apply for
temporary incapacity leave with full pay [10].

Higher rates of sickness absenteeism have been reported among health professionals because of the
nature of the caring professions, adverse working conditions, long working hours, decreased autonomy
and insu�cient support from their colleagues and supervisors [5]. Estimates suggest that around 7% of
health workers experience at least one sick leave episode per week [11].

Numerous studies have demonstrated complex and contradictory associations between sick
absenteeism and a range of demographic, occupational and organisational factors [12, 13]. These
studies have found associations between sickness absenteeism and gender and age, and the type of
health professional [2, 6, 14].

In South Africa, a 2008 study found a 48.8% absence rate among all the employees of four hospitals in
the Gauteng Province of South Africa [15]. In contrast, a 2014 study found 6% sickness absenteeism
among nursing staff a large, central hospital in the Western Cape Province [16]. In 2017, the provincial
legislature (parliament) in Gauteng raised concerns that almost 40% of the applications for incapacity
leave in the Gauteng Department of Health (GDoH) during 2014 and 2016, were absences of one or two
days, at an estimated costs of R14 million (823 528 US dollars; 1USD = R17) [17]. Hence, this study was
conducted to generate new knowledge on incapacity leave and its determinants, given the strategic
importance of the Gauteng Province in South Africa. Gauteng is the most densely populated province in
South Africa, generating close to 40% of the country’s gross domestic product, and with a quarter of the
South African population [18].

The purpose of the study was two-fold: �rstly, to describe the demographic and occupational
characteristics of health professionals with approved incapacity leave, and the medical reasons for this
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type of leave; and secondly to determine whether there was an association between approved incapacity
leave and the demographic and occupational variables.

Methods

Study setting
The study setting was the GDoH, which is one of the largest public health departments in South Africa. In
2016, the GDoH consisted of a head o�ce, four central hospitals, three tertiary hospitals, nine provincial
regional hospitals, 11 district hospitals, a medical supplies depot, sub-district o�ces, four nursing training
colleges, emergency medical services and 373 clinics [19].

There were �ve district o�ces, with each district having the same boundaries as the municipalities-these
were City of Johannesburg, City of Tshwane, Ekurhuleni, West Rand and Sedibeng.

Study population and eligibility
The study population comprised of all health professionals employed in the GDoH who had approved
incapacity leave in 2016. In the study year, there were 68 770 employees, and 46 812 health
professionals, who are all individuals with formal health training such as doctors, nurses and
rehabilitation therapists [19].

The exclusion criteria applied in the study were: a) incapacity leave records for non-health professionals
in the GDoH, b) incapacity leave records which occurred outside the study period of 1 January 2016 to 31
December 2016, c) incapacity leave records which were processed by the GDoH and deemed to be
declined (invalid) in terms of PILIR or not processed by the time of data collection and d) all other forms
of leave such as sick leave, annual leave and leave without pay.

Study period
This was a record review of all approved incapacity leave for the period 1 January 2016 to 31 December
2016. The study period was selected due to the increase in sick leave and disability leave when compared
to the previous calendar year [19]. In addition, 2016 was the start of a new sick leave cycle.

Data curation
The government’s Personnel Salary Administration System (PERSAL) contains electronic incapacity leave
records for all public service employees. The GDoH provided demographic and occupational data of all
employees for the 2016/2017 �nancial year. The GDoH provided the initial PERSAL dataset of approved
incapacity leave for 2016. This information on incapacity leave was veri�ed and supplemented by an
electronic PERSAL dataset received from the National Treasury. All the records were carefully matched
through a multi-step process.

Data collection



Page 5/19

The research team designed a structured record review form to extract information of approved
incapacity leave absences of health professionals employed in the GDoH. The form was modelled on the
incapacity leave application forms used in South Africa’s public sector [10]. The form captured
demographic characteristics (e.g. age and gender), occupational characteristics (e.g. salary level,
category of health professional, etc.), and medical condition (according to ICD-10 classi�cation). The
salary bands and salary levels within each band in the South African public sector, are shown in the
Table 1.

Table 1
Salary bands of public sector employees in South Africa

Salary band Average personnel cost per employee

(R'000) 1USD = R17

Lower skilled and Skilled (< level 6) 209 427,27 12319,25

Highly skilled production (Levels 6–8) 296 428,49 17436,97

Highly skilled supervision (Levels 9–12) 501 944,56 29526,15

Source: Gauteng Department of Health [19]

Continuous variables were recoded into categorical variables for descriptive and reporting purposes.
Categories were de�ned according to the distribution of the data. The study variables are shown in
Table 2.

Table 2
Description of study variables

Variable Description of categories

Age < 35 years; 35 to 44 years; 45 to 54 years and ≥ 55 years

Years of service (indicating the
number of years employed at
the GDoH)

≤ 10 years; 11 to 20 years; 21 to 30 years and ≥ 31 years

Salary levels <level 6; levels 6 to 9 and levels 10 to 16

Job titles (according to the type
of work)

Managers; medical staff; professional nurses; staff nurses;
nursing assistants and allied health professionals

Type of service/facility Central and tertiary hospitals; regional hospitals; district hospitals;
specialised hospitals; primary health care and other types of
facility/services

Medical reasons’ for incapacity
leave

ICD-10 categories from the World Health Organization (WHO)
website (https://icd.who.int/browse10/2016/en)

The outcome measure approved incapacity leave was dichotomised and coded as either 0 or 1 indicating
the absence or presence of the outcome.
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Data analysis
The data on the incapacity leave were described using frequencies and proportions. The association
between incapacity leave episodes among health professionals in the GDoH (outcome variable) and the
demographic and occupational characteristics (exposure variables), were �rst examined through a
bivariate analysis. The differences between groups were evaluated using the Chi-square test. All variables
that were signi�cant at a 20% level were included in the logistic regression models. Cross tabulations and
variance in�ation factor (VIF) were performed to determine collinearity between covariate variables such
as ‘Salary levels’ and ‘Job title’. The variable on ‘Salary level’ was excluded as it was related to the
variable ‘Job title’. No weighting was done as the study focused on all health professionals with approved
incapacity leave and no sampling was done.

Multiple logistic regression models were constructed to investigate the independent effects of the
exposure variables (demographic factors and occupational factors) upon the probability of incapacity
leave among health professionals in the GDoH. The full logistic regression model included ‘Age’, ‘Gender’,
‘Years of service’, ‘Job title’, ‘Type of service’ and ‘Health district’. The results of the logistic regression are
presented in the form of adjusted odds ratios with 95% con�dence intervals (95% CI).

Ethical considerations
The Human Research Ethics Committee (Medical) of the University of the Witwatersrand, Johannesburg
provided ethical approval for the study (M180522). Further permission to conduct the study was obtained
from the GDoH Research Committee. The information was treated con�dentially, and the dataset
contained no personal identi�ers.

Results

Demographic and occupational characteristics
In 2016, the total number of health professionals in the GDoH was 46 812, of which 518 (1.1%) had 1155
episodes of approved incapacity leave. Descriptive statistics are shown in Table 3. Among those health
professionals with approved incapacity leave, the majority were female (91.3%). The mean age of health
professionals with approved incapacity leave was 46 years (± 10.2 years) with just over a third of
between the ages of 45 to 54 years (35.9%). Among the health professionals with approved incapacity
leave, the majority (61.8%) had between 1 and 10 years of service. The highest proportion of health
professionals with incapacity leave were from salary levels 6 to 9 (51.5%). Professional nurses accounted
for 41.5% of health professionals with incapacity leave, while all categories of nurses accounted for 78%
of health professionals with approved incapacity leave. In terms of place of employment, most health
professionals with incapacity leave were from the City of Johannesburg health district (44.8%) and
employed at central and tertiary hospitals (42.7%).
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Table 3
Demographic and occupational characteristics of GDoH health professionals and those with approved

incapacity leave

  GDoH health professionals
(N = 46 812)

GDoH health professionals with approved
incapacity leave (n = 518)

Number (n) % Number (n) %

Gender

Female 38 320 81.9 473 91.3

Male 8492 18.1 45 8.7

Age (grouped in years)

< 35 years 17 952 38.4 93 18.0

35 to 44 years 12 749 27.2 116 22.4

45 to 54 years 9 843 21.0 186 35.9

≥ 55 years 6268 13.4 123 23.8

Age (mean ± S.D.) 39 (± 11.6) 46 (± 10.2)

Years of service (grouped in years)

1 to 10 35 521 75.9 320 61.8

11 to 20 5947 12.7 83 16.0

21 to 30 3905 8.3 87 16.8

≥ 31 1439 3.0 28 5.4

Median (IQR) 6 (1–10) 8 (5–16)

Salary levels (grouped)

< 6 18 653 39.9 154 29.7

6 to 9 17 386 37.1 267 51.5

10 to 16 10 773 23.0 97 18.7

Median (IQR) 7 (4–9) 7 (5–9)

Job title (grouped)

Managers 2 523 5.4 39 7.5

Medical staff 6 060 13.0 15 2.9

Professional
Nurses

16 715 35.7 215 41.5
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  GDoH health professionals
(N = 46 812)

GDoH health professionals with approved
incapacity leave (n = 518)

Number (n) % Number (n) %

Staff Nurses 7 509 16.0 98 18.9

Nursing Assistants 6 825 14.6 91 17.6

Allied health
professionals

7 180 15.3 60 11.6

Health district

Ekurhuleni 7 243 15.5 56 10.8

Johannesburg 19 525 41.7 232 44.8

Sedibeng 2 515 5.4 47 9.0

Tshwane 14 136 30.2 153 29.5

West Rand 3 393 7.3 30 5.8

Type of facility/service

Central & Tertiary
hospitals

17 463 37.3 221 42.6

Regional hospitals 7 695 16.4 67 12.9

District hospitals 4 368 9.3 78 15.1

Specialised
hospitals

2 166 4.6 25 4.8

PHC 5 265 11.3 72 13.9

Other types of
facility/service

9 855 21.0 55 10.6

Medical reasons for approved incapacity leave
There were 1155 approved incapacity leave episodes taken by 518 health professionals in the GDoH
during the period under review. The proportion of health professionals with more than one episode of
approved incapacity leave was 47.1%.

Table 4 presents the medical reasons for these incapacity leave episodes. The two leading medical
reasons for incapacity leave episodes were mental and behavioural disorders (12.8%) and
musculoskeletal disorders (12.0%). These two ICD-10 classi�cations collectively accounted for a quarter
of approved incapacity leave episodes (n = 287). The third main medical reasons for incapacity leave
among health professionals were diseases of the respiratory system and injury, poisoning and certain
other consequences of external causes, each accounting for 8.8% of approved incapacity leave episodes.
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Table 4
Medical reasons for approved incapacity leave episodes

ICD-10 Classi�cations Approved incapacity leave
episodes (n = 1155)*

n %

Mental and behavioural disorders 148 12.8

Diseases of the musculoskeletal system and connective tissue 139 12.0

Diseases of the respiratory system 102 8.8

Injury, poisoning and certain other consequences of external causes 102 8.8

Surgery 95 8.2

Diseases of the genitourinary system 92 8.0

Factors in�uencing health status and contact with health services 86 7.5

Neoplasms 86 7.5

Diseases of the digestive system 68 5.9

Diseases of the circulatory system 62 5.4

Symptoms, signs and abnormal clinical and laboratory �ndings, not
elsewhere classi�ed

45 3.9

Diseases of the nervous system 35 3.0

Certain infectious and parasitic diseases 31 2.7

Diseases of the eye and adnexa 17 1.5

Endocrine, nutritional and metabolic diseases 17 1.5

Diseases of the skin and subcutaneous tissue 12 1.0

Diseases of Pregnancy, Childbirth and the Puerperium 11 1.0

Diseases of the ear and mastoid process 4 0.4

Diseases of the blood and blood-forming organs and certain
disorders involving the immune mechanism

3 0.3

Legend: *, One heath professional could have more than one episode of incapacity leave

The proportion of incapacity leave episodes due to mental and behavioural disorders was highest among
health professionals 35 years and younger (33.8%) and lowest among health professionals 55 years and
older (12.2%). Incapacity leave due to diseases of the musculoskeletal system was highest among health
professionals 45 to 54 years old (55.4%) followed by health professionals 55 years and older (22.3%).
Incapacity leave due to diseases of the respiratory system and injury were highest among health
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professionals in the 45 to 54 year age group (33.3% and 36.3% respectively). Almost half of all incapacity
leave related to neoplasms were for health professionals in the 45 to 54 year age category (46.5%).

Association between demographic and occupational
characteristics and approved incapacity leave
In the bivariate analysis, ‘Age’, ‘Gender, ‘Years of service’, ‘Salary level’, ‘Job title’, ‘Health district’ and ‘Type
of service/facility’ were all found to be independently associated with incapacity leave (p value < 0. 001).
In the multivariate logistic regression, the risk factors for incapacity leave among health professionals
were: 35 years and older and working in the Sedibeng health district (p < 0.001). Compared to the
reference category, the odds of incapacity leave was three times higher for health professionals who were
older than 45 years (45 to 54 years - adjusted odds ratio (AOR) 3.0 95% CI 2.3-4.0) (≥ 55 years - AOR 3.1
95% CI 2.3–4.3). Compared to the reference category, the odds of incapacity leave among health
professionals was highest for those working in the Sedibeng health district (AOR 2.2 95% CI 1.5–3.2).

The protective factors for incapacity leave among health professionals were male, medical staff and
being employed at ‘other’ types of facilities/service. There were lower odds of incapacity leave among
male health professionals (AOR 0.7 95% CI 0.5–0.9, p value 0.02) compared to females. The odds of
incapacity leave was lowest among medical staff (AOR 0.3 95% CI 0.2–0.6, p value < 0.001). The results
of the adjusted odds ratio of approved incapacity leave among health professionals in the GDoH are
presented in Table 5.
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Table 5
Adjusted odds ratio of approved incapacity leave among health

professionals in the GDoH
Variables *AOR p value 95% CI

Demographic variables

Age groups

< 35 years 1

35 to 44 years 1.5 < 0.001 1.2-2.0

45 to 54 years 3.0 < 0.001 2.3-4.0

≥ 55 years 3.1 < 0.001 2.3–4.3

Gender      

Male 0.7 0.02 0.5–0.9

Female 1

Occupational variables

Years of service groups

1 to 10 years 1

11 to 20 years 1.0 0.7 0.8–1.4

21 to 30 years 1.2 0.2 0.9–1.6

≥ 31 years 1.0 0.9 0.7–1.6

Job title groups

Manager 1

Medical staff 0.3 < 0.001 0.2–0.6

Professional Nurse 1.2 0.3 0.9–1.7

Staff Nurse 1.2 0.4 0.8–1.8

Nursing Assistant 1.3 0.3 0.8–1.9

Allied health professionals 1.1 0.6 0.7–1.7

Health district

Ekurhuleni 1

Johannesburg 1.7 < 0.001 1.2–2.3

*Legend: *AOR, adjusted odds ratio.
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Variables *AOR p value 95% CI

Sedibeng 2.2 < 0.001 1.5–3.2

Tshwane 1.3 0.1 0.9–1.8

West Rand 1.0 0.9 0.6–1.6

Type of service groups

Central & Tertiary hospitals 1

Regional hospitals 0.7 0.1 0.5-1.0

District hospitals 1.4 0.0 1.0-1.8

Specialised hospitals 1.0 0.9 0.6–1.5

PHC 0.8 0.2 0.6–1.1

Other types of facility/service 0.5 < 0.001 0.4–0.7

*Legend: *AOR, adjusted odds ratio.

Discussion
In 2016, 518 (1.1%) of the 46 812 health professionals in the GDoH had approved incapacity leave. Other
South African hospital studies reported much higher sickness absence rates of 6% among nurses [16]
and 12.2% among all staff at a tertiary hospital [20]. The lower proportion of health professionals with
incapacity leave in the present study could be due to differences in the study periods, study populations
and/or methodologies. In addition, the year 2016 marked the beginning of a new sick leave cycle where
all public sector employees would have had access to 36 days of sick leave. Incapacity leave can only be
accessed once sick leave credits have been depleted and this could have contributed to the lower
proportion of incapacity leave in the present study. Although there were 518 health professionals with
approved incapacity leave, there were 1155 records incapacity leave episodes, with 47.1% of health
professionals having more than one episode of incapacity leave during the period under review.

In this study, there were more female health professionals with approved incapacity leave (91.3%)
compared to male health professionals (8.7%). These gender differences were found in other South
African studies [8, 15], and in studies in high income countries [21, 22]. This can partly be explained by
the feminisation of the health workforce [23], the reproductive health needs of women [24], and the
disproportionate burden of care and family responsibilities [24] that fall on women.

Our study found that incapacity leave was lowest for health professionals under the age of 35 years and
highest among health professionals who were between the ages of 45 to 54 years. The positive
correlation between increasing age and sick absenteeism was also found in a Nigerian study among
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hospital workers and among older nurses in a study from India [25, 26]. Thorsen et al. suggest that the
higher long term absences among older age groups could be due to deteriorating health [22].

Our study found that nurses accounted for the highest proportion of health professionals with incapacity
leave approvals. This could be because the majority of nurses are women, who were more likely to have
approved incapacity leave. A 2015 study in Durban, South Africa found that frequent rotations of nurses
to cover staff shortages and unsatisfactory working conditions contributed to high rates of absenteeism
[27]. Similarly a study among Iranian nurses found that labour intensive situations and performing
multiple jobs predisposed nurses to illnesses, requiring sickness absenteeism [28]. We found that medical
doctors accounted for the lowest proportion of health professionals with approved incapacity leave.
Other studies also reported lower rates of sickness absenteeism for doctors and physicians compared to
nurses and auxiliary staff [2, 21, 29, 30]. This could be due to underreporting of sickness absenteeism,
early detection and self-management of illness by medical staff [21, 29] as well as lower workloads,
compared to nurses.

Although the proportion of health professionals with approved incapacity leave was higher in central and
tertiary hospitals, the odds ratio of health professionals with approved incapacity leave was higher in
district hospitals, compared with other types of facilities in the GDoH. This means that fewer health
professionals would be available to render the specialised services often provided at central and tertiary
hospitals, thus compromising health service delivery. This �nding of higher absenteeism at larger
facilities is similar to a Kenyan study which found more health workers were absent at the larger district
and sub-district facilities compared to the smaller health centres [2]. A possible explanation is that higher
absenteeism at larger organisations could be due to bureaucracy where it may be ‘easier’ for health
worker’s actions to go by unnoticed [2].

Our study found that the leading medical reasons for incapacity leave episodes among health
professionals were mental disorders (12.8%) and musculoskeletal disorders (12%). While in our study,
only 8.8% of approved incapacity leave was related to respiratory conditions, other studies have found
that respiratory tracts infections especially in�uenza to be the most frequent causes of sickness
absenteeism among health workers [28, 31–33].

In our study, we found that incapacity leave episodes due to mental disorders was higher among the
younger health professionals under the age of 35 years when compared with the older age groups. These
results are consistent with other studies [34] and the �ndings suggest that this could be because younger
employees may not necessarily have the skills to cope with stressful situations and high workloads
compared to older employees [35].

Mollazadeh et al., postulated that high proportions of sick leave related to musculoskeletal disorders
among health workers could be due to occupational hazards and ergonomic risk factors such as
awkward postures, lifting or moving heavy patients, standing for long periods as well as increased work
stress and poor team dynamics [28]. This study found that older health professionals between the ages
of 45 to 54 years had the highest proportion of incapacity leave episodes related to musculoskeletal
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disorders. Similarly, a South African study by Olivier et al. who reviewed incapacity leave applications,
reported that the mean age of nurses with incapacity leave related to musculoskeletal disorders
speci�cally low back pain, was 48 years [36]. Our study found that musculoskeletal disorders were the
leading reason for incapacity leave episodes taken by managers and physiotherapists; pharmacists and
emergency medical staff. A systematic review found that allied health professionals were at risk of
developing work related musculoskeletal disorders, and that the risk factors included younger therapists,
fewer years of work experience and exposure to high levels of repetitive tasks [37].

The results of the logistic regression showed that the risk of approved incapacity leave was three times
higher for health professionals 45 years and older and two times higher for health professionals
employed in the Sedibeng health district. Other statistically signi�cant predictors of approved incapacity
leave among health professionals employed in the GDoH were being employed in the Johannesburg
health district and at district hospitals. The increased odds of approved incapacity leave among health
professionals employed in the Sedibeng health district could re�ect the under-served nature of the district
as it has the fewest number of health professionals among the �ve health districts in Gauteng. The
implications would be that even fewer health professionals would be available to render effective service
delivery and this could compromise the performance of the health system and ultimately the health
outcomes of the population. The study �nding suggests the need for the GDoH to address the inequity in
the distribution of health professionals in the province.

The study is limited by the use of routine government statistics, which could be affected by irregular
updating and/or contain missing or incomplete data [8, 16]. The study was limited to health
professionals’ approved incapacity leave that occurred in 2016. The selection of only one year might
have introduced a potential bias as incapacity leave which commenced prior to 2016 but ended in 2016
or incapacity leave which commenced in 2016 but ended in 2017 onwards were excluded. Finally, the
study was restricted to health professionals employed in the GDoH and may not be generalisable to
health professionals in other parts of South Africa’s public health service.

There are several strengths to our study. The study makes an important scholarly contribution to the
discourse on sick absenteeism and on health workforce performance. In studies on sickness
absenteeism, the use of electronically recorded leave data is considered to be more accurate than relying
on data from self-reported absence which could be in�uenced by recall bias. Another strength is that our
study focused on medically certi�ed incapacity leave for all public sector health professionals within a
province. Finally, while studies on absenteeism in the South African public health sector have focused
mainly on all types of absence (including annual leave) or only on sick leave, this study is one of the �rst
to explore incapacity leave.

Our study �ndings provide an important baseline which could serve to evaluate trends in incapacity leave
in the GDoH and in other provincial health departments. The study also demonstrates the value of
analysing routinely collected information. It also points to the need to improve data quality of leave
capturing, given the cost implications of sick absenteeism.
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The �ndings of this study suggest that there are factors at the individual, workplace and health system
level such as age, job category and length of service, which in�uence absenteeism in the workplace. At
the individual health worker level, health workers should be encouraged to participate in wellness and
mental health support initiatives, manage their medical conditions through appropriate disease
management programmes and actively seek assistance to cope and deal with work stressors such as
burnout. At the workplace level, there should be regular awareness sessions to health workers informing
them of the support and disease management programmes available to them at work. By creating
speci�c mental health support programmes for health workers to participate in, such as support groups
and counselling services, the workplace can assist the large number of health professionals who are
utilising incapacity leave for mental health conditions. Newly appointed staff should be inducted and
trained on leave management and provided with adequate support and supervision to ensure that they
transition appropriately into the work environment. At the health system level, there should be clear
guidelines and policies on interventions such as employee wellness programmes, which take care of the
health and well-being of health workers employed in the department.

Considering that the majority of the health professional workforce within the GDoH are female, the study
�ndings suggest that more efforts should be made to create a gender-sensitive work environment that
takes account of the needs of working women. Work environments need to be changed through gender
transformative policies that seek to address the underlying causes of gender inequities which contribute
to shortages of health workers [23].

Conclusion
Health professionals are an integral part of the health system and they need to be available and
responsive in order to meet the needs of the population they serve. The performance of the health
workforce is critical to the realisation of UHC. Absenteeism among the health workforce in�uences the
performance of the health system, ultimately impacting on population health. This study has provided
empirical information on incapacity leave approvals among health professionals in the GDoH and can
contribute to improving the management of leave due to illness. Such improved management is critical in
light of the already limited resources and sub-optimal performance of the health care system in South
Africa.
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