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This case study was originally developed by Dr Gavin Reagon and adapted by Prof Helen Schneider and Dr Vera Scott, School of Public Health, University of the Western Cape, 2011-2012 for the Managing Strategies for Public Health II module

Introduction 

Why the case study?
Management skills are learnt mostly through practical engagement and experience in real-life contexts

The purpose of case study is to provide a real life contextualized scenario for reflecting on and applying different aspects of the module.

It complements the video material, other practical exercises, and prepares you for reflection on your own practice. 
Waitola Community Health Centre (CHC) serves a population of 70,000 in a township called Kwaaibos, on the periphery of a large South African city. The staff of 34 at the CHC provide a comprehensive service to a population with a complex mix of needs and problems – from widespread poverty, high unemployment, poor environmental and housing conditions, infectious and non communicable diseases, compounded by high levels of violence and injury. Experience of delivering services typically involves balancing constant scarcity of resources with needs and demands which often exceed the capacity to adequately meet them. As a result of this mix of severe socio-economic problems and the inability of the health and other social services to fully mitigate them the Kwaaibos is a frustrated and often vocal community, but are generally poorly organised. 
The case study exercises take you through the life of the CHC and provide the background material to allow you to complete a series of activities that make up the elements of your portfolio. These activities ask you to imagine yourself in the shoes of its recently appointed Facility Manager, to assess and analyse its problems, develop a vision for its future, discuss what you would focus on and where you would start if you were the manager, and how you would manage complex people situations. We then ask you to reflect on your own workplace in the same way.

Waitola CHC and Kwaaibos are typical situations of complexity: no single or simple answers. It depends a lot on your interpretation of the situation. Like raising a child, each set of circumstances is different, each parent has their own way of doing it, and you learn through trial and error. Implementing changes to improve the services provided by the CHC requires sustained commitment and energy over time. What we can offer is a set of tools or concepts to help you think more deeply and systematically about this. Using this as the starting point will allow you to begin to reflect on the parameters and opportunities for making change. 

Outline of case study

The case study is in four parts, linked to activities in Units 1-3 of the module. 

Description of Waitola CHC

Waitola Community Health Centre (CHC) is situated within Kwaaibos township on the outskirts of a large city of approximately 3.5 million people. Kwaaibos township. It grew to its present size over the past 25 years, when people without access to formal housing constructed small dwellings made of corrugated iron, wood, cardboard and plastic on a formerly barren field.  Some of those who constructed dwellings there had recently migrated to the city from rural areas and small towns, as well as those who although living in the city for decades, had to move out of congested nearby housing. The initial residents of the township had no on-site access to clean water and sanitation facilities. They had to collect water from houses located nearby and dug holes for sanitation purposes. Later communal water points, communal toilets and electricity were supplied by the local authority. Five years ago the local authority commenced a formal housing project and approximately one third of the residents now live in small houses with indoor plumbing and electricity, which typically consist of a kitchen, a bathroom and two rooms. Refuse collection is provided once per week.  

The population of Kwaaibos is estimated at 70,000 with children and young adults constituting a large proportion of the population. Unemployment figures are not known but it is thought to be high with young adults frequently sitting around outside their dwellings and many others seen at roadsides awaiting day work. Alcohol and drug abuse is anecdotally thought to be high. There is a large liquor store which is constantly  busy and community members often complain about the presence of shebeens (bars) and drug dens in the township. 
In a recent provincial antenatal survey, the HIV prevalence amongst pregnant women in the sub-district in which Kwaaibos is located was calculated as 11.5 with a 95% CI of 7.1 – 15.9. Staff at Waitola CHC suspect, however, that the HIV prevalence in Kwaaibos is much higher than in the rest of the sub-district. Sexually transmitted infections in general are a common reason for patients visiting the CHC and staff report that patients often present after having had symptoms for weeks or months. Staff report that more and more patients with chronic diseases (mainly asthma, diabetes and heart disease) are being seen at the CHC; they also think that there has been a rise in the incidence of TB. One staff member firmly believes that the rise in asthma results from the presence of a chemical factory on the outskirts of Kwaaibos. Indeed she believes that the asthma prevalence will soon rise even further, as informal dwellings in Kwaaibos creep closer and closer to the fence of the chemical factory. 

Tuberculosis has always been a huge problem in Kwaaibos. Previously staff had spent substantial time tracing contacts of TB patients but this was time-consuming as it was often very difficult to locate the dwellings they were looking for; staff therefore queried the benefit of this activity. So for the past three years, in line with the national health department’s aim of curing 85% of TB patients, the staff had instead put their effort into encouraging patients to adhere to their treatment regimes for the full duration of the treatment course. They reported strenuously encouraging some TB patients to attend the CHC every day to receive daily DOTS, while other patients received treatment support via home visits by DOTS supporters. They were hopeful that in this way they would see a reduction in TB, but they are quite dismayed at the perceived rise in TB incidence, despite all their effort to reduce it. 

Teenage Pregnancy has been a concern to the staff for several years and over the last five years, the proportion of pregnant teenage women seen for antenatal services has remained static at approximately 13%. In the previous year, 15% of children born alive had a low birth weight (<2500grams) and although the routine information collected does not indicate the age of the mothers of these babies, staff are convinced that the majority of them are born to teenage mothers. 

Staff have frequently been distressed at the many babies brought in who are malnourished; they speculate whether the formula feed which they provide is actually given to children, or whether it is sold, since the children take  a long time to regain even a little weight. Several staff have reported feeling “traumatised” when malnourished children are brought in by their overweight mothers or care givers. As one said, “While I don’t want to be judgmental, I can’t help being morally outraged that adults stuff themselves but do not feed their children properly.” 

Waitola CHC was opened 12 years ago and is located at the entrance to Kwaaibos township close to the national road. It is the only health facility in the township and there are no others nearby. It provides preventive services (mainly immunisation, Well Baby checks and contraception), curative services (acute care, chronic conditions and HAART), antenatal services, TB services, HIV counselling and testing and it has a pharmacy. It also has an emergency room but emergency care is only provided during opening hours (from 7.00 to 17.00 hours). It provides some outreach services, mainly targeted at crèches and schools in the township. The nearest 24-hour emergency unit is located in a hospital 10 kilometres away. The CHC is closed over weekends, but colleagues at the hospital have informed them that many emergency unit patients, and especially those with injuries, arrive under the influence of alcohol over the weekends; sometimes on week nights, they are also inundated with “drunken patients”.   

Table 2 - The staffing of Waitola 

	Category
	Numbers

	Facility Manager
	1

	Professional nurses
	8

	Enrolled nurses and nursing assistants
	3

	Doctors
	4

	Pharmacist
	2

	HIV counselors and DOTS (TB) supporters
	2

	Reception clerks and data capturer
	6

	
	26


Two of the doctors are employed full-time and two doctors provide part-time services. All the other staff work full-time at the CHC. 

Preventive, antenatal and TB services are mainly provided by professionally qualified nurses with referral to the doctor if required. HIV counselling is provided by counsellors whose training consisted of a short course on HIV counselling. The pharmacy is run by a pharmacist with the help of one assistant who attended a short course on pharmacy service provision. Initially all of the curative services were provided by doctors, but in the past four years, professional nurses have increasingly been providing curative services, with the option of referring patients to the doctor at their discretion. The provision of ART (anti-retroviral therapy) to patients with HIV was commenced four  years ago with doctors providing this service. The sub-district has taken a decision that ART should be provided by professional nurses as well (after they have been trained to do so), but this decision has yet to be implemented. Patients with chronic diseases were mainly attended to by doctors in the past, but over the past two years, these patients are almost exclusively attended to by professional nurses, with doctors seeing only those patients whom the nurses refer to them. There is no staff permanently in the emergency room; instead nurses and doctors interrupt their other activities to attend to someone in the emergency room as the need arises. 

Part 1: A Day in the Life of Ms Thandeka Mayekiso, Waitola CHC Manager
The Facility Manager at Waitola is  Ms Thandeka Mayekiso, a professional nurse with 23 years’ of experience. She was an acting Facility Manager at another CHC in the district for three years and was thereafter formally appointed to the post of Facility Manager at Waitola CHC, 10 months ago. 
This is a description of one of her working days.

Table 3: A working day in the life of the Facility Manager, Waitola CMC

	Time
	Activity

	07h30
	Ms Thandeka Mayekiso starts work. The building is already open and there is a general worker and enrolled nursing assistant on duty whom she greets. She goes to her office. The rest of the staff report to her office as they arrive. There is an automated clock-in system mounted to the wall outside her office but she likes to greet her staff face-to-face. She receives a phone call from an enrolled nursing assistant (ENA) who is sick today and will not be at work. 

A fourth year nursing student arrives to work at the facility for two weeks. Ms Mayekiso had not been informed that she would be coming. She questions the nursing student and decides to accept her word, so walks her through the facility to orientate her and introduce her to the staff. She uses the opportunity to inform the TB room that the ENA, allocated to work in the TB room, is off sick and to discuss whether they will cope without her. The sister in charge of the TB room feels that she will manage the client load, together with the TB clerk. The previous ENA working in the TB room resigned in January and was only replaced in June, and they managed for this period. Sister Mayekiso then allocates the nursing student to work in the TB Room. 

	08h42 
	Today the telephone in the TB room is not working and so Ms Mayekiso informs the administrative officer in the Sub district office. She is told to fill in a requisition form, and to phone the Information Technology (IT) department. The IT department wants to know if the problem was with the phone or the telephone line, so Ms Mayekiso takes the telephone from her office through to the TB room to try it out. The problem appears to be with the line. She phones IT again with this information and they give her a reference number which she includes on the requisition form. 

	09h02 -09h12 
	A community health worker employed by a non-profit organization (NPO) reports to the office to inform Ms Mayekiso that she had completed her health education talk, and to sign the attendance form. Ms Mayekiso checks that she is promoting IUCD insertion and tells her that from now on, IUCD insertion will be performed at Waitola clinic on Fridays at 10h00. Clients must make an appointment. IUCD insertion is the sub-district priority. They do not have a Professional Nurse who has been authorised to do IUCD insertion, so a Professional Nurse will come from the neighbouring clinic to do the IUCD insertion.

One of the general workers comes in at nine o'clock to say that she was sick, and Ms Mayekiso gives her permission to go to the doctor. 

	09h23 
	Because it is the end of the month, her plan for today includes validating data. She has delegated the maintenance of the HCT, PMTCT and nutritional support programme registers to her staff. Today they check the monthly totals and follow up on discrepancies and missing data.  Sister Lalkhen is in charge of the HCT register and has discovered that the new HCT counsellor who started a month ago has been making a number of errors in the register. She asks Ms Mayekiso if she could please take over the register, and then mentor the counsellor. Each professional nurse and staff nurse does HIV testing in their own room. They have what is called a mini register, which is an A4 size copy of the register page which they complete. At the end of the day they take these sheets to the lay counsellor, who then transcribes the data into the register. Usually the lay counsellor works directly on the register. Sister Lalkhen proposes that the lay counsellor also uses the mini sheet, and that she supervises her in transcribing all the sheets into the register. Ms Mayekiso agrees with the suggestion, but says she would like to speak to the lay counsellor. “It is not what you say, but how you say it” she notes, and she wants to convey to the lay counsellor that this is not a punishment for bad work but rather a way of supporting her in learning to do the job better. 

Ms Mayekiso makes a telephone call to sort out a problem she has had in registering two new staff members on the facility-based clock-in system: the new ENA and a nurse transferred from Roodehek clinic. The person did not answer the phone and Ms Mayekiso does not get round to making a follow-up call.

	10.03 


	Ms Mayekiso receives a phone call to say that the Facility Managers meeting with the supervisor has been cancelled. Today Ms Mayekiso was prepared to miss the meeting, and had already sent apologies, because she had been given an appointment with a school principal regarding the introduction of a family planning programme at his school. 

	10.19 
	Two men from a private pharmaceutical company arrive with boxes of drugs for Waitola Clinic. Ms Mayekiso checks that the boxes are destined for Waitola and do not belong to some other facility. She does not open the boxes as the ordering and unpacking of pharmaceuticals is done by the pharmacist. 

	11h21
	Ms Mayekiso prepares to leave the facility to go to the school. She walks around her facility and checks on each service point. A number of children are now waiting outside the two curative consulting rooms. Recently a system has been introduced throughout the sub-district whereby reception staff will note the time that they tend to a client, and the  clinical staff then note the time that they see the client. . When Ms Mayekiso does her rounds, she looks at these times to see whether clients are waiting too long or not. She finds this very helpful. She checks the time recorded for when the children were seen at reception (between 08h56 and 09h17). 

There are many clients waiting to be attended to at reception. Ms Mayekiso speaks to some of  the clients. One complains that she has been waiting since 09h00. 

	11h39 
	Ms Mayekiso arrives at the school for her 11h45 am appointment and waits for 15 minutes before the headmaster can see her. She introduces her request to him by saying ‘we have a joint problem’. The principal is very receptive and explains that he has 2 learners who have had babies this year, and there are another 4 learners who are currently pregnant. Ms Mayekiso asks him more about this experience. 

She then describes the strategy that the sub-district has developed, whereby each clinic works closely with a school and offers reproductive health education. The principal promises to put it on the agenda for the next governing body meeting which is on Thursday, and says that he will then phone Ms Mayekiso.

	13h24 
	Ms Mayekiso checks in with all the service points when she returns from the school. She then settles down in her office to work on the manual corrections to the clock-in attendance times. This is necessary because 11 of her 13 staff have had instances where they have forgotten to check-in or out. She also reviews the PMTCT register. This is a task delegated to Sister Mwanda but today curative is busy and so she will not have time to do it and Ms Mayekiso will take back the responsibility. 
One of the clerks comes in to ask if she can be excused for her work at Reception to validate the monthly RMR (routine monthly data). She reports that Reception is quiet and the other clerks can cope with the clients as they arrive.

	14h39 
	Ms Mayekiso has a meeting with Sister Mwanda who is the current family planning champion. Sister Mwanda reports on the monitoring that she has done of the number of clients motivated to receive a family planning method as part of their visit. They discuss strategies to improve the family planning uptake in the facility. Ms Mayekiso suggests that they target the ART clinic to find defaulters and new clients and Sister Mwanda thinks this is a very good idea. 

	16h00 


	Staff who started work at 7.30 come in to say that they are leaving. They briefly report on unexpected problems that arose during the day and how they have been handled. The Facility Manager from Roodehek Clinic phones to ask if she can use Waitola Clinic’s car tomorrow morning as their car is being serviced and she needs transport to a meeting at the sub district office. Ms Mayekiso checks her diary and says that she can release the car. She realises that she has not attended to all that was on her list for today, and is annoyed that she forgot to follow up on the call to sort out the registration of staff on the clocking system. That will need to wait until tomorrow as the head office is closed. All clients have left the building and the staff who started work at 8h00 now come to the office too for a final word with Ms Mayekiso. 

	16h41
	Ms Mayekiso leaves her office


Part 2: The Added Problems of Waitola CHC 

As described in the introduction, Waitola and the population it serves face a number of problems. In addition to the complex health, social and environmental challenges, one pressing problem is long waiting times for patients.

The Facility Manager has received one written complaint and several verbal complaints at community meetings, about the very long time that people had to wait at Waitola CHC. At the meetings people were visibly angry; as one person put it, they have “to wait and wait and wait and then spend very little time with the nurse or doctor, and worse sometimes they are sent away after waiting all that time without getting any service”. “Why make us wait and then tell us we can’t be seen? And where are we supposed to go?” they chimed. 
Those interviewed in the facility stated that they could not afford private doctors and that if they go to the hospital without a CHC letter, then they are told to go back to the CHC. They also complained that sometimes after a long wait, they are seen, but then they have to wait again for medicines’ after that second wait they don’t get the medicines that they are supposed to get, but are instead told to come back at another time. They were very passionate about the need to reduce the long waiting times and more especially that they should not be turned away from the CHC by the staff. 

Several people at various community meetings were bitter about the way they felt staff treated them and felt that they were not treated as  equals, but rather as if they were young children, or as if they did not deserve the services which the staff provided. One person reported that a nurse had said to her, “You don’t pay to be seen here so you must just wait and be grateful for what we do for you”. She said that on being told that, she had “… felt like a nothing and just wanted to walk out”, but because of her need for contraceptive pills, she just did not respond to the nurse for fear that she would not be attended to. Patients with TB also complained about the daily DOTS system being costly and demanding on their time. Patients on both ART and TB treatment asked why there were different systems for the two diseases.

Staff at Waitola CHC have also on occasions voiced their displeasure during meetings about the long time that patients wait and the congestion within the CHC. They strongly hinted that this is because of a lack of staff and that the best way to solve the problem was to provide more staff. They also complained that it was difficult to develop a good relationship with patients during consultations, as often the first thing that patients mentioned during the consultation was how long they had had to wait; often they mentioned this in a way which suggested that the staff members were to blame for the long wait. Some staff felt that patients were often very unreasonable and that several of them were frankly rude and ungrateful, so much so that their motivation to work at Waitola CHC was very low. 
The Facility Manager, Ms Mayekiso, is well aware of the congestion and poor staff-patient relationships at Waitola CHC; she has had brief informal talks with some staff about it, but has not yet formally discussed the issue at a staff meeting.            

She has been a careful listener at several Kwaaibos Community Health Committee meetings and has been observing the manner in which services are provided at Waitola CHC. She has made some minor adjustments to service provision which she felt would improve the services, such as allowing patients who have been using the same contraceptives for six months to proceed straight to the professional nurse, thus bypassing the queue at reception; she has also been informally monitoring waiting times. She has however not made any major changes to service provision patterns.  

Now being a “veteran” at Waitola CHC and having developed an understanding of the Kwaaibos community and the Waitola CHC staff, she feels that it is time to take stock of the health problems experienced by the community and review the manner in which Waitola CHC responds to those problems, with a view to improving that response, if improvements are required. 
In a management short course she recently attended, she was inducted into the Problem Analysis techniques called the “Fishbone” and the “Five Whys” (MSH, 2005: 198-202).
Part 3: Analysing Waiting Times at Waitola
The Facility Manager has recently attended a provincial workshop where a presentation on waiting times assessment and reduction was given by a national Health Department manager and a university researcher. They emphasised that long waiting times are a source of much anger and bitterness among users of the public health care sector, as well as among health care providers working in the public health care sector in South Africa. Indeed they contended that long waiting times generate so much anger and bitterness that it is the commonest and most persistent complaint of patients using the public health sector, as measured by a recently implemented national client satisfaction survey. They then went on to show how they had measured patient waiting times at various health facilities, and subsequently managed to reduce the waiting time to half or less of what it previously was, at several of those facilities. They managed to do this by measuring the waiting times, identifying the causes of high waiting times and then instituting actions to reduce them. They further claimed that staff at any health facility could implement a Waiting Time Survey themselves and then use the results to identify and address the causes of long waiting times at their facility. 
The presenters distributed a CD which contained a manual on how to conduct a Waiting Time Survey and also contained a database which could be used to capture the data, and produce automated reports. They claimed that the methodology is quite simple and the survey is easy to conduct, and that with the aid of the database, the staff could rapidly obtain the results of the survey.     

The Director General of the provincial Department of Health joined the workshop shortly before the end and stressed that reducing waiting times at health facilities was one of the key priorities of the National Minister of Health. He expanded on this by pointing out that the reduction of waiting times is actually one of the key deliverables that the National Minister of Health had contracted to do as an output assessment of his performance by the president. He noted that he personally also feels that reducing waiting times in the province is crucial and would like to see all facilities rapidly instituting actions to reduce waiting times. There was a general consensus amongst participants at the workshop that reducing waiting times was both important and possible, with many delegates leaving in an optimistic mood.     
Ms Mayekiso,  Facility Manager of Waitola, left the meeting enthused and promptly took up an offer made at the workshop to conduct waiting times surveys in clinics.  Several months later the survey starts … [Imagine a lapse of time at this point]. 

Below and in the video lecture/powerpoint by Dr Gavin Reagon, he provides a summary of the Waitola Waiting Times Survey methodology and findings.
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	Readings

Dr Gavin Reagon, SOPH, UWC.(2011), An Introduction to the Methodology and Findings of the Waitola Waiting Times Survey. SOPH: UWC.


Methodology for Conducting a Waiting Time Survey 

Overview

Waiting Time Surveys are an attempt to describe in general what happens at a facility on an average day of the week, during an average season of the year, and in particular, how long patients wait on average to receive a service. To do this, the survey needs to assess what services are provided and in what manner they are provided at the health facility. It then proceeds to measure the waiting time and the service time at each of the service points in the facility, which are visited by patients on an average day. 
An average day would be a day during the week when it is typically neither quiet nor busy. This day of the week would then be selected for the survey and the survey would be conducted during an average week in the year. An average week would be one which is during a temperate season, (e.g. spring or autumn), one which is not during school holidays, one during which there are no special health campaigns and one during which large numbers of staff are unlikely to be absent, (e.g. due to study leave or workshops). 
The Waiting Time Survey aims to provide an accurate picture of the delays and/or smooth flows within a facility. The intention is to create a better understanding of the flow of clients throughout the day and the efficiency with which the staff deal with and direct this flow. The survey can also help to point out where common and uncommon bottlenecks are in health facilities and whether staff are overloaded or not. Corrective actions can then be planned and implemented to reduce waiting times as an overall drive towards the improvement of quality of care.  

Survey Methodology 

The focus of the survey is to measure the time patients’ spend at the health care facility for any service. This includes the amount of time that patients spend waiting for a service, and the time taken to provide the service. This requires that patients are tracked from their time of arrival at the health facility until the time they depart from the health facility. The sample size required for a valid survey is typically quite large and so all patients seen at the facility on the survey day are included in the sample. Including all patients who arrive on the day is also prudent, as patient arrival patterns and staffing patterns might vary throughout the day, necessitating that either all patients are included in the sample, or else that patients are proportionally sampled throughout the day, which is more difficult to plan for and execute correctly.

Data collection is done via a timesheet. As patients enter the health facility, they are handed a timesheet on which their arrival time is recorded. The patients are then asked some basic questions, such as their age, whether they have an appointment and how they travelled to the health facility. The timesheet has a list of every service point or station in the facility at which the patient may receive a service. Each of the health workers (such as receptionist, doctor, pharmacist, nurse, etc) who attend to the patient on that day, then fills in the time on the timesheet that they start seeing the patient and the time that they finish seeing the patient. When the patients leave the health facility, the departure time is recorded and they are asked questions about how long they are willing to wait at the health facility for the services which they had just received.    

The health workers also complete a personal timesheet. On their personal timesheet, they record the time that they commenced duty at the service points at which they worked and the time that they completed their duty at that service point. They may work in more than one service point through the day and are expected to document all of these service points on their timesheets. The health workers also fill in a short questionnaire on the amount of time that they think it is acceptable for patients to wait and on whether they have sufficient equipment and space to properly attend to the patients.    

Both patient and staff timesheets are then captured using a customised database. Using a combination of data from the patients’ timesheets, the patients’ questionnaire, the health workers’ timesheets and the health workers’ questionnaire, the waiting times, service times and patient workload for every service point is then calculated. Reports composed of a composite table and two types of graphs are then produced automatically via the database. Using these reports, the amount of time that patients spent waiting, and the causes of long waiting times can be determined. Thereafter appropriate actions to rectify the causes of long waiting times can be devised.  

Results of survey at Waitola
In the next few pages we provide selected summary tables, causes of long waiting times and examples of graphs from the waiting times survey.

Waitola Clinic has seven service points:

· Reception

· TB DOT

· Triage 

· Consulting Room – Professional Nurse

· HIV Counselling

· Consulting Room – Doctor

· Pharmacy - Pharmacist

Note that: Patients do not go through all service points. On average they attend 2.5 service points per visit to the CHC. 

TABLE 4 - DETAILED REPORT OF WAITING AND SERVICE TIMES PER SERVICE POINT FOR THE FACILITY

	Staff working at Service Points and Patients Seen

	Staff Present
	Staff Absent
	Total Staff
	Full Time Equivalent Staff
	Absent Equivalent Staff

	26
	N/A
	34
	19.6
	N/A

	Patients Arriving at Facility / This group of service points
	Patients Turned Away
	% turned away who were given an appointment / referral
	Patients Left Voluntarily
	Average no of service points visited by patients

	487
	43 (8.8%)
	58.1%
	32 (6.6%)
	2.5

	Appointment Times: Number of Patients with appointments in hourly intervals (percentage) 

	(n)
	00.00 - 5.59
	6.00 - 6.59
	7.00 - 7.59
	8.00 - 8.59
	9.00 - 9.59
	10.00 - 10.59
	11.00 - 11.59
	12.00 - 12.59
	13.00 - 13.59
	14.00 - 14.59
	15.00 - 15.59
	16:00 - 23:59
	No specific time*
	No Appointment given

	437
	0
	0
	59
	19
	2
	2
	5
	10
	8
	2
	0
	0
	158
	172

	100.0%
	0.0%
	0.0%
	13.5%
	4.3%
	0.5%
	0.5%
	1.1%
	2.3%
	1.8%
	0.5%
	0.0%
	0.0%
	36.2%
	39.4%


* “No Specific Time” means that the patient was given an appointment for the day of the survey, but was not given a specific time for the appointment

	Waiting Time and Service Time

	Waiting & Service Times
	5%
	25%
	Median
	75%
	95%

	Complete Service Time
	1
	3
	7
	13
	25

	Complete Waiting Time
	10
	106
	198
	278
	423

	Travel Time to the facility (one-way) and Cost of Travel

	Travel Times & Costs
	(n)
	5%
	25%
	Med
	75%
	95%

	Time taken to reach facility
	451
	10
	20
	30
	30
	60

	Rand costs to travel one-way to the facility
	5
	6
	8
	10
	14
	30


	
	Service Times
	Waiting Times
	

	No
	Service Point
	Equi-valent Staff
	Patients Seen on Survey Day
	% Staff Time Spent Attending to patient
	5%
	25%
	Med
	75%
	95%
	5%
	25%
	Med
	75%
	95%
	Possible Logistics Problem
	Equivalent Staff absent on survey day
	Daily Average Patients seen in 2007

	1
	Reception
	4.8
	424
	45% (68%)
	1
	1
	2
	3
	4
	9
	47
	100
	152
	208
	N
	N/A
	

	2
	TB DOT
	1.7
	22
	10%
	1
	1
	2
	5
	10
	0
	2
	5
	13
	27
	N
	N/A
	

	3
	Triage
	1.1
	116
	57%
	1
	1
	2
	3
	7
	40
	66
	118
	153
	235
	N
	N/A
	

	4
	Consulting Room -  Prof Nurse
	5.5
	156
	54%
	2
	4
	7
	12
	25
	7
	38
	78
	132
	325
	N
	N/A
	

	5
	HIV Counselling
	2
	6
	10%
	15
	15
	15
	15
	20
	5
	19
	59
	182
	279
	N
	N/A
	

	6
	Consulting Room - Doctor
	2.4
	60
	44%
	3
	6
	8
	10
	18
	3
	17
	44
	98
	207
	N
	N/A
	

	7
	Pharmacy
	2.1
	220
	91%
	1
	2
	4
	5
	7
	4
	18
	33
	60
	106
	N
	N/A
	


The potential reasons for a long waiting time at any service point are: 

1. High Workload: if staff are overworked, then patients have to wait longer as staff have too many patients to attend to. You can see if staff are overworked on the Detailed Service Point Table. The Percentage Patient Time will be high. You can solve this problem by decreasing service times (if they are too long); or by providing more staff if service times are appropriate or low; or by shifting staff from facilities with a low workload.          

2. Inappropriate Arrival Patterns and Batching: if many patients arrive at the same time, then most of these patients would have to wait a long time to be seen, as the staff member would be busy seeing the patients who were first in the batch and the rest would be waiting. So if 20 patients arrive at the same time, then the first patient would wait zero minutes if the health centre were empty and the second patient would wait for the time it took the staff to see the first patient (lets say 7 minutes), but the 20th patient would have to wait for the other nineteen to be seen, which would be 19 x(times) 7 minutes or a wait of 103 minutes. A Batch is defined as a highly inappropriate arrival pattern and is calculated as 25% more patients arriving in a time-period than can be seen in that time-period. You can see if there is a batch on the Arrival Time Graph. There will be many patients arriving at the same time. You can solve this problem by encouraging patients to come at less busy times and by giving appointments for quieter times and quieter days in the week.   

3. A lack of efficiency: patients are not effectively attended to while staff members are present at the service point because staff are busy with something else, such as administrative work, or preparation work. This means that the staff do not prioritise attending to the patients. You can assess if there is a lack of efficiency on Snapshot Graph (Figure 2). There will be patients waiting, but no or few patients seen, even though staff members are present. You can solve this problem by: making attending to patients the number one priority. 
4. A mismatch: a mismatch occurs when patients arrive to be seen, but staff are not yet at that service point. This typically happens before the opening time of the service point, when patients arrive before the staff. However it could occur at any time if staff are away from their service point because of  outreach activities, meetings, administration, breaks, etc. You can see if there is a mismatch on the Snapshot Graph as there will be a time period (of 30 minutes or more) when patients are available to be seen but no staff are present yet. There will be patients waiting but no staff to see them. You can solve this problem by encouraging patients to arrive later in the day and by staggering staff shifts. Meetings could be held at quiet times and breaks should be taken at quiet times whenever possible.   
5. A logistical problem: patients are waiting to be seen and staff are available to see patients but due to a lack of equipment, rooms or other logistical needs, staff are unable to attend to the patients. You can see if there is a logistical problem by looking at the Snapshot Graph and the staff questionnaire. There will be staff present but patients waiting and the staff questionnaire shows there is a shortage of equipment or rooms. You can solve this problem by providing equipment and rooms. 
6. Flow problems: Staff are available to see patients and patients are at the facility but they are being delayed at some other service point. You can see flow problems on the Snapshot Graph. You will however have to look at 2 service point Snapshot Graphs. There will be staff present but no patients however patients are waiting long at a prior service point. This problem can be solved by solving the problem at the prior service point. You can temporarily solve this problem by getting the staff to temporarily help at the prior service point to allow a few patients to rapidly flow through to them.    
7. Queuing problems: This occurs when patients are attended to by staff in an illogical order, i.e. the patients are not attended to in the order that they arrive at the service point. This means that those who arrive first are not seen first, but are made to wait while others are seen before them. Illogical queuing does not usually affect the Median Waiting Time although it has a large effect on individual patient waiting times. It may however affect the Median Waiting Time if large numbers of patients are allowed to “jump queues”. This is to be distinguished from “logical queue jumping” or “fast-tracking” where particular patients, e.g. urgent emergency or specific type of service are paced ahead of the general queue. 

8. High Service time: An inappropriately high service time for a particular service point would result in higher waiting times for the other patients waiting in the queue. Service time should not however be inappropriately lowered just to reduce the waiting time of those in the queue. The appropriate service time should be provided. 

TABLE 5 - Summary Interpretation and Suggested Actions for Every Service Point
** The Median Waiting Time is split into three Categories: High (>30 minutes); Acceptable (10 to 30 min) and Low (<10 min)

## Quality of care is split into two Categories: low (poor quality of care) is when the Median Service Time provided is insufficient to have provided an acceptable standard of care for the type of service being provided; potential for adequate to excellent quality of care is when the Median Service Time provided is sufficient to have provideda range of care from an acceptable to an excellent standard of care (A to E) for the type of service being provided. 

$$ Percentage Residual staff capacity is defined as the percentage staff capacity unutilised below 60% of staff time usage. It is calculated as 60% minus the staff time usage (e.g. if 40% of available staff time is utilised then the residual staff capacity is 60% - 40% = 20%). 

	No
	Service Point Name
	Median Waiting Time**
	Quality of Care## 
	Percent Residual Staff Capacity$$
	Casual Factors for High Waiting Time Present
	Commentary
	Suggested Actions

	
	
	
	
	
	Batching


	Mismatch
	Overworked
	Inefficiency
	Logistics
	Flow
	High Service Time
	Illogical queuing
	
	

	1
	Reception
	High
	A to E
	None
	X
	
	
	
	
	
	
	X
	
	1. Schedule appointments smoothly over opening hours.

2. Attend to patients in the order that they arrived.

	2
	TB DOT
	Low
	A to E
	50%
	
	
	
	X
	
	
	
	
	1. Nil waiting time problems for most patients but some patients wait long due to slight inefficiency. 

2. Given the residual staff capacity more time could be spent with the patients. 
	Prioritise attending to patients ahead of other activities.   

	3
	Triage
	High
	A to E
	3%
	X
	X
	
	X
	
	
	
	X
	Queuing problem shown at 8.00
	1. Commence service at 7.00 hours or when first patient arrives

2. Prioritise attending to patients ahead of other activities.

3. Shift other nursing staff to triage temporarily if batching of patients occurs. 

4. Attend to patients in the order that they arrived, but with emergencies being seen first. 

	4
	Consulting Room -  Prof Nurse
	High
	A to E
	6%
	X
	
	
	X
	
	X
	
	X
	Minor inefficiency in the morning.
	1. Schedule appointments smoothly over opening hours.

2. Commence service soon after 7.00 by collecting patient folders from reception.  

3. Attend to patients in the order that they arrived.

	5
	HIV Counselling
	High
	A to E
	50%
	
	
	
	X
	
	
	
	
	
	Prioritise attending to patients ahead of other activities.

	8
	Consulting Room - Doctor
	High
	A to E
	16%
	X
	
	
	X
	
	
	
	X
	Inefficiency at 08.00 and 14.00
	1. Schedule appointments smoothly over opening hours.

2. Attend to patients in the order that they arrived.

3. Prioritise attending to patients. 

	10
	Pharmacy
	High
	A to E
	N/A
	
	
	X
	
	
	
	
	X
	
	1. Provide more staff.
2. Alternatively (second best) outsource return visit pharmacy services. 

3. Attend to patients in the order that they arrived
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Figure 1: Waiting Time at Reception, Waitola CMC 
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Part 4:  The complexity of operational management

Understanding complexity

In considering the problem of long waiting times, Ms. Mayekiso reflects on the complexity of the problem that she confronts. She now has a lot of very useful information about which service points in her facility need to be managed more carefully to avoid batching of patients and inefficiencies. She has in mind to overhaul the appointment system so that patients are given specific, scheduled times to attend on the day of their appointment, and to ensure that these times are spread across the day. She also wants to motivate all staff to see patient care as their first priority; this would mean that they agree to attend to patients first, before going about other responsibilities (such as filing away folders in reception or stocking up with medicines in the consulting rooms). But how is she going to motivate her staff to be more patient-centred when there is such a big ‘elephant in the room’: low staff morale? And what about the problem of staff not coming on duty, or arriving late? These problems also contribute to the long waiting times.

As Ms. Mayesiko thinks about absenteeism, she realises that it impacts on many aspects of her facility. She sees how the high rate of absenteeism increases the workload for those staff who do come on duty, how this reduces staff morale and destroys the spirit of teamwork, resulting in other staff making excessive use of sick leave. It increases congestion and waiting times in her facility. Then patients get fed up and complain or are rude to staff, which reduces staff morale. Last week she saw how a nurse shouted at a patient who was complaining about having to wait 3 hours for a dressing change. She finds it change staff attitudes when they are feeling burnt out. The long waiting times and poor staff attitudes result in a barrage of complaints at her door every day. She spends more time ‘putting out fires’ than planning the service improvements that she knows to be a priority. And she is worried about not reaching her service delivery targets. While the sick patients have little option but to wait, patients who should come for preventative services are being driven away. She worries that she is not going to meet her HCT and family planning targets, especially for the young under 18 year old clients. She is sure that this is contributing to the problem of teenage pregnancy in Kwaaibos township. Where does she start?

As she begins to feel overwhelmed, she thinks back to the management short course she recently attended. She remembers the concept of small wins. She decides to think about a small, manageable outcome that would move her towards achieving her bigger goals of addressing the ‘people issues’ that underlie the long waiting times: absenteeism and low staff morale. A particular problem service point is reception: long waiting times and very low morale generally. There is one staff member, Mr. Jantjies, who is constantly off duty and a cause of disgruntlement and stress to his colleagues. Perhaps this is a good place to start. 

District-wide human resource processes for managing absenteeism at facility level

The district has delegated a number of core human resource management functions to the facility managers. A new detailed human resource policy has been introduced which requires line managers to monitor and manage leave of absence and time and attendance, and which sets out some of the processes required. All staff are required to fill in a daily attendance register with accurate clock in and clock out times. This register is kept in the manager’s office. Staff members have to request permission from their managers to take unplanned leave. They are required to submit a leave application form when they return to work, together with a sick certificate if they have been absent for 3 or more days.  The leave form is submitted to the district office where it is captured on the payroll data base. There is no routine reporting of leave information back to the facility managers.  

Facility managers are responsible for identifying individuals who take excessive unplanned leave or who work short hours and managing them according to a step-wise approach shown in Table 6.

First, in the case of unplanned leave, there has to be a back-to-work interview after any instance of unplanned leave. The purpose of this back-to-work interview is to establish the cause of the unplanned leave, inform the staff member of any policy and procedural changes while s/he has been off, inform of staff member of any consequences of this absence or potential consequence of a subsequent absence (for example, if a pattern of sick leave was identified then next time might require a disciplinary hearing), and to fill in a leave application form. If there are repeated episodes of unplanned leave or if a staff member works short hours, then the facility managers have to do informal counselling, which gives them an opportunity to identify and discuss the causes and to devise remedial action with staff member concerned. With repeated episodes the facility managers have to do a formal incapacity meeting (if incapacity is suspected) or a disciplinary meeting (if abuse is suspected) held in the facility. 

Table 6. Step-wise approach to managing unplanned leave

	
	Meeting
	Description of meeting
	Documentation

	Step 1 (only for unplanned leave)


	Back-to-work interview with any instance of unplanned leave
	In facility: facility manager interviews/ counsels  staff member
	Back-to-work interview form

	Step 2
	Informal counselling
	In facility: facility manager interviews/ counsels  staff member
	Communication book

	Step 3
	If abuse suspected: Disciplinary meeting

If incapacity suspected:

Incapacity meeting
	Facility-level: facility manager interviews/ counsels  staff member, Union representative may be requested
	Formal report templates completed and kept in the facility 

	Step 4
	If abuse suspected: Disciplinary hearing

If incapacity suspected:

Incapacity hearing
	District-level: facility manager is the initiator, an independent chair is appointed
	Documentary evidence compiled and formal report template is completed and kept by the district HR office


Ms. Mayekiso’s experience of working with the policy

Ms.  Mayekiso has found that, despite the stated policy, many staff members persist in simply leaving a message that they would not be able to attend work, without speaking to their line manager and without receiving formal permission. This is a practice which became acceptable and widely practiced prior to the promotion of the policy, and it is proving difficult to shift. It is a common problem across the district. All the facility managers in the district have found that many staff members are lackadaisical in completing the attendance register. They tend to sign that they have arrived at 07h30 and left at 16h00, whatever their actual arrival and departure times are.  At present Ms. Mayekiso does not have any system in her facility for following up on sick leave certificates. Staff often ‘forget the certificate at home’ and then never submit it. She has decided that the idea of doing a back-to-work interview is a very useful one as she has one staff member who often takes unplanned sick leave and she needs to manage him more actively.

Managing Mr. Jantjies

 In January she introduces a facility-wide strategy to reduce absenteeism. She adds an item to the monthly staff meeting agenda: the impact of absenteeism. At the meeting she explains that she has noticed that absenteeism is generally high and invites staff to talk about what this means for service delivery.  No one has anything to say. She then invites staff to talk about what it means for them to be short-staffed, referring to a day earlier in the week when two service points worked without their proper staff complement. This leads to a lively discussion, one clerk stating very strongly that more staff needed to be allocated in reception. Ms. Mayekiso explains that, according to the staffing norms, there are enough staff to deal with the number of patients that go through reception each day; last week there was a problem, because in addition to one clerk being on vacation, there was also unplanned leave. She points out that this happens in all departments. She suggests that the time has come to implement the department’s policy that staff are required to phone in when they are sick to request to take unplanned leave. She also orientates staff to the sick certificate policy and informs them that she will be monitoring the submission of sick certificates closely.

The next day she asks Mr Jantjies to come to her office. He is one of the reception clerks. She says she has noticed how much unplanned sick leave he is taking and expresses concern about his health. He is angry and wants to know why he is being singled out. She points out that he has almost exhausted his sick leave entitlement and that she would like to support him in managing his sick leave so that there is enough for his health needs. She reassures him that she will be doing this for everyone who is depleting their sick leave. She asks whether he feels that he is getting appropriate treatment for his condition.  He tells her that he is satisfied with his doctor and knows to expect that his chest will play up when there is lots of pollen around and in winter. She asks how she can support him but he has no response other than to re-iterate that his chest always plays up. She encourages him to have acute treatment when his chest was bothering him in the early mornings, but to still report for duty later in the day. This means that he only looses a couple of hours which he can work in, rather than a full day. He is absent again in February and March. After each episode she meets with him and enquires after his health and how she can support him. She finds him abrasive in his responses. She shows him the staff leave profile template that she is using to monitor his leave patterns. She feels he is staying off work unnecessarily long, and wants to confront him about this. She suspects that there is more to his absenteeism than his chest condition. She warns him that if he is sick again without phoning in, she will have to make it unpaid leave.
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Figure 3. Staff leave profile form for Mr Jantjies

On 2nd April he arrives late, saying that he has been for a nebuliser at his GP. She affirms his decision to come to work, and makes arrangements for him to work in the time over lunch for the next three days.

In her daily engagements with Mr Jantjies, she begins to observe his interactions with other staff and clients. She realises that there is work that he was slow to do, such as filing away client folders. His colleagues complain that they ended up doing his filing. On one occasion he is reported to hide a whole stack of folders on the shelf without filing them in order. Ms Mayekiso is forced to investigate him formally. He denies the allegation and no formal evidence is found and so she can only warn him that if she finds evidence of this, he will be disciplined as it is a serious offence. Over the weeks she begins to see past some of the challenges he presents. She notices that he is very good in his interactions with patients, often joking and making them feel comfortable in the clinic setting. To her surprise, she finds that he has volunteered to keep the child-at-risk register and is proactive in maintaining it. She decides to change tack in her management of Mr Jantjies.  She begins to slips in words of appreciation when she sees him interacting well with the patients. 

In June Mr Jantjies is absent for a day without phoning in. Ms Mayesiko feels that she has been very understanding in working with his absenteeism and decides to adopt a tough approach. She refuses him paid sick leave on the grounds that he has not phoned in. He is very angry about this and storms into her office demanding an explanation. She agrees to explain, but conducts the meeting as a formal back-to-work interview. She remains calm and points out that it is departmental policy and he has been warned. This proves to be a turning-point in their relationship. He apologies and says he will remember next time. She finds that he responds well to an approach which combines active, personal supervision; an ongoing conversation each time he is off or late within a carefully monitored process; clear boundary setting; and the introduction of a deterrent (unpaid leave if he does not phone in for permission). As she gets to know him better he begins to talk to her about his dreams to be a social worker. He confesses that he finds the work in reception monotonous and would like to study further. She motivates him by advising him that that a positive work record will be helpful when he applies for a study bursary. She uses his staff leave profile as a tool in monitoring him and providing him with feedback on his performance. 

At a district meeting at the end of the year she presents her learning to the other facility managers. She draws a graph to show how successful the intervention was. Absenteeism was calculated as the number of days absent (numerator) out of the number of working days in that period (denominator.
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Figure 4. Graph of individual absenteeism (Mr Jantjies)  in response to absenteeism-reduction intervention 

After this successful intervention Ms Mayekiso is wondering whether she can tackle her ARV doctor who always knocks off between 13h00 and 14h30, but who signs out that he is leaving at 16h00. This going to be a tough battle as he is an older man who draws on professional hierarchy in her dealings with him: he generally instructs her on what he wants her to organize for him, rather than respecting her as a manager.

Figure 2: Snapshot Graph, Waiting Times at Reception, Waitola Clinic








� Note: this is drawn from a real life case study





PAGE  
16

