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Introduction
Globalisation has resulted in the commercialisation of healthcare.  Health services and health professionals are viewed as commodities that can be traded on global health markets (Koivusalo, 2006).  

This market paradigm is reinforced by the dominant ‘push-pull’ model of health worker migration, which suggests that dissatisfied health workers move between competing health systems much like a consumer moves between firms.  The only behavioural response to dissatisfaction that is described by this model is exit.  It does not capture any attempt to engage with the system to bring about improvements, nor does it acknowledge the role of intangible variables such as loyalty or a sense of vocation. 

South African Human Resources for Health (HRH) policies have been shaped by the economic orientation of the ‘push-pull’ model. Bilateral agreements and bonding systems like community service (CS) represent interventionist policies that ensure that the distribution of health professionals is determined by more than the whims of the market. 

Hirschman’s Exit, Voice, and Loyalty (EVL) model (1970) predicts that rather than opting to simply exit, employees may choose to use voice to draw attention to sources of grievance in the workplace.  This decision is mediated by the costs associated with each action, and the loyalty felt towards the organisation.  Dissatisfied employees who cannot use exit or voice to alter their circumstances may slip into lax behaviours such as lateness or frequent absenteeism, which have been termed neglect (Farrell, 1983). 

Methods

Qualitative data was collected during two months of fieldwork.  This included participant observation at a district hospital in the Eastern Cape, and semi-structured interviews with 25 young doctors who performed CS in 2005 at a range of district, regional and tertiary health facilities in urban and rural locations across South Africa.  Additional interviews were conducted with 12 stakeholders, including representatives from the Department of Health (DOH), training institutions, and civil society. 

Historical and Political Context

The junior doctors received their medical education during a particularly tumultuous period for South Africa’s public sector.  Large-scale reforms were necessary to transform a fragmented system of discriminatory apartheid-era institutions into a comprehensive, equitable district health system (McCoy and Engelbrecht, 1999). The National DOH’s centralised policymaking has been widely opposed by the media, a powerful private sector, and medical specialists resisting cuts to the funding of tertiary services.  In addition, a delayed and inadequate response to the HIV/AIDS epidemic has resulted in a strained relationship with the medical establishment (Schneider, 2002). Deep-seated legacies of apartheid persist, and influence how the state and medical profession are able to relate to each other. 

Young doctors have been exposed to these sources of contention largely from the perspective of the medical establishment during medical training.  Many entered medicine with a conceptualisation of the health system based upon private sector experiences.  These historical and political contextual factors have shaped how young doctors perceive the DOH, and their loyalty towards the organisation.

Experiences of CS

While young doctors confirmed that there were structural and clinical challenges that resulted in dissatisfaction, many grievances stemmed from inefficiencies in systems and processes, or from a lack of accountability, leadership or teamwork.  On the whole, doctors were satisfied with hospital infrastructure and equipment and with their remuneration, particularly if they were receiving both scarce skills and rural allowances.   However, they were less satisfied with processes of procurement, referral, outreach from academic centres, the hiring of staff, and the payment of salaries; and with relationships with fellow staff, senior medical personnel, management and administration. These shortcomings of the system do not necessarily require large financial inputs for their correction. They represent remediable problems that are likely to escape the notice of policymakers and DOH senior management if they are not drawn to their attention. 

Voice and Silence Responses

CS is a unique year because young doctors cannot exit in response to dissatisfaction – they are effectively ‘locked in’ (Hirschman, 1970: 55). This is a critical juncture when junior doctors must rely heavily on exercising voice.  It is during this time that young doctors are able to observe how successfully voice functions as a means to bring about improvements, determining their likelihood of choosing to use voice again in the future.

At a local or district level, roughly half of the doctors interviewed reported that they found hospital management to be approachable, and many confirmed the existence of management meetings and opportunities to reflect on practice.  However, the most frequently reported criticism of local mechanisms for voice was that they did not result in any improvements – promised changes simply did not materialise.  Many were unaware of the option of contacting provincial coordinators, often having been told in no uncertain terms that they were not to attempt to bypass local management when lodging complaints.

Many of the grievances of the junior doctors interviewed were related to problems with management and administration, yet their immediate management were the very same people to whom they were expected to direct complaints. This can make it very difficult for a junior doctor to act as a whistleblower, or to lodge any kind of complaint against local management.  Junior doctors felt that they had important information on remediable problems, yet there was no mechanism for them to easily or safely provide feedback to the National DOH.

When voice mechanisms fail, and voice is replaced with silence, the implications for the public health sector can be marked.  Instead of continuing to strive to maintain standards and improve quality, health care workers lower their expectations and cope with dissatisfaction by disengaging.  When they no longer feel that they are making a valued contribution to the system as a whole, they can feel alienated and demotivated.
Loyalty or Exit?

CS builds a sense of connection between young doctors and the public sector patient population. By forcing young doctors to personally confront the enormous disparities in the health state of South Africans, CS begins to unsettle some of the previously held commercial conceptions of health.  Instead, it draws attention to the social determinants of health, and helps junior doctors to see health as an issue of social justice.  

However, the same loyalty does not extend to the DOH itself.  The language that junior doctors use to talk about the DOH indicates clearly that they still feel a marked lack of control over policy and its implementation. This sense of personal powerlessness has been exacerbated by the move towards signing bilateral agreements to govern migration. Because the details of bilateral agreements have not been readily available, and because young doctors already have a perception of the DOH as rigid and coercive, the immediate assumption has been that bilateral agreements represent just another heavy-handed attempt to curtail the movements of young doctors. 

The 2006 HRH Plan represents a real opportunity for the DOH to demonstrate to young doctors that it is interested in engaging with the problems of public sector medicine.  However, because they remain so removed from the policymaking process, only one of the junior doctors interviewed had ever heard of the plan.

Immediate plans to emigrate, often to gain experience or to travel, have been overstated as a concern in the HRH literature.  More insidious, but also more worrying, are plans to remain within the public sector in order to specialise, only to leave for the private sector in the longer term.  However, such tendencies can be tempered by the development of loyalty to public sector medicine itself.  HRH policies that focus too specifically on short-term exit do not pay sufficient attention to building the relationships that can facilitate longer-term retention.
Conclusion

Hirschman’s EVL model offers a superior framework for analysing the response to dissatisfaction because it gives equal weight to the non-market concepts of voice and loyalty.  It recognises that health care workers who cannot or choose not to defend their welfare on the market through exit, will do so by using voice to try to effect improvements.  The successful use of voice facilitates retention by developing a sense of ownership over health services and strengthening loyalty.  It assists the recuperation process by providing information on remediable problems.  This model also accommodates historical and political contextual factors by acknowledging their impact on loyalty.  

This model has implications for the South African DOH.  It shows that providing a workable alternative to exit in the form of voice can facilitate long-term retention.  At the same time, relationships matter – particularly after a series of contested health care reforms, debates over HIV/AIDS, and the introduction of policies that have been perceived as coercive.  CS may build loyalty to the patient population, but it often places additional strain on an already tenuous relationship with the DOH.  Moves to address push factors are essential, but even the very best plans will have reduced impact if they are not communicated in such a way as to reinforce the idea that health professionals and the DOH are working together towards achieving health for all, rather than at cross purposes.
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