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Background:

The City of Cape Town: Health Services and UWC School of Public Health conducted a
waiting time survey in 2007 at all Primary Health care clinics administered by the City of Cape
Town. One of the achieved objectives of the survey was to provide each clinic, through clinic
managers, with a report that covered clinic specific analysed results and spelt out clear
recommendations that could shorten patient waiting times in specific service points in the
clinics.

The implementation of recommendations to reduce waiting times was left to the discretion of
clinic managers. Although the clinic management and staff were encouraged to reduce the
patients’ waiting times, they were not expected to have a formal plan endorsed by senior
management and a monitoring programme was not implemented. The impact of initiatives to
reduce waiting times should be measured to check whether they have succeeded in reducing
waiting times.

Aims and Objectives:
The aim of this study was to assess the impact of a waiting time survey on reducing waiting
times in primary care clinics in Cape Town, South Africa.

The objectives of this study were to:
1. Assess the perceived appropriateness of the recommendations to reduce waiting times
from the 2007 survey.
2. Assess to what extent the interventions recommended to reduce waiting times were
implemented.
3. Compare the waiting times at the clinics in 2007 and 2011
6

4. Determine the possible factors impacting on waiting times reduction including the
adoption of recommendations from the 2007 survey.
5. Determine acceptable levels of waiting times from clinic managers’ perspective.

Methods:
In order to achieve the above aims and objectives the following is envisaged:
1. A cross-sectional study that will assess the perceptions of clinic managers regarding
the 2007 recommendations to reduce waiting times, record any actions they took to
reduce waiting times and assess their views on what an acceptable waiting time is
for patients.
2. A before and after study that will measure the current waiting times of patients at
the clinics and assess the effect of any interventions undertaken to reduce waiting
times. It will also assess if any changes in staffing, service provision and patient
attendance occurred since 2007, by comparing the relevant data collected in the
2007 and the current survey.
The clinic manager’s questionnaire will be piloted using sub-district managers as respondents.
A pilot study of the waiting time survey will be conducted at clinics not selected into the
sample for this study. The feedback resulting from the pilot study will be used to clarify and
improve the questionnaires and timesheets.

Research outputs
A report from each phase of the research will be drawn up and presented to City Health senior,
sub-district and clinic management and staff.
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PROTOCOL
Part 1: Background:

Access to health services is a key component of the Primary Health Care (PHC) approach.
Access is a composite concept based on three dimensions: availability (or physical access),
affordability (or financial access) and acceptability (or cultural access) of health care services.1
In order to ensure an acceptable accessible quality health care service, it is important to
measure components that impact on client access. An obstacle to access is long waiting times.
This has the potential to increase the opportunity cost in time for patients, sour the patent-staff
interaction, decrease the perceived quality of care, decrease efficiency of service provision,
imply that patients are unimportant and in emergency cases it may increase morbidity as
patients’ condition deteriorates while waiting.

From a patient perspective waiting time is one of the most important aspects that determine
satisfaction levels. Waiting in long queues often leads to frustration, and can become time
consuming and extremely expensive. The frustration of long waiting times is clearly illustrated
by.2 who in an article on the psychology of waiting lines examines how waits are experienced,
related that; “Once we are being served, our transaction with the service organization may be
efficient, courteous and complete: but the bitter taste of how long we wait pollutes the overall
judgments we make about the quality of service”.

Many patient satisfaction surveys in the past have shown that there is general dissatisfaction
with waiting times.3 A recent independent Customer Satisfaction Survey conducted by TNS
Research Surveys in the City of Cape Town showed that patient waiting times was an
important factor that influenced client satisfaction.4
8

The City of Cape Town Health Department (City Health) provides mainly primary health care
services to a population of about 3.5 million5 of which approximately 85% are uninsured and
rely on this public service. City Health is divided into eight health sub-districts. The following
services are provided to a largely urban population: preventative, curative, rehabilitative,
nutrition, mental health and maternal health. The number of patients seen at City Health clinics
range from less than 30 patients per day in small clinics to almost 700 patients per day in large
clinics. In some cases 2 to 3 small clinics are managed by one clinic manager. There are a large
number of informal settlements (low-income), middle-income suburbs and affluent (highincome) areas in the City of Town which is indicative of the diverse settings in which staff
provide health care services. Therefore an acceptable waiting time from a patient perspective
may vary from community to community depending on which area the clinic is located in and
the expectations of the patients who attend the clinic.

Patient acceptable waiting times are influenced not only by how long patients wait for service
but also on their experience of waiting. “It is common experience that a two minute wait can
feel like nothing at all, or can feel like ‘forever’”.2 The practitioner workload and the
percentage of time practitioners spent attending to patients can potentially influence staff
perceptions of an acceptable patent waiting time.

The City of Cape Town: Health Services contracted the University of the Western Cape School
of Public Health conducted a waiting time survey in 2007. This survey covered all the primary
health care clinics in the City of Cape Town. The key output of the survey was to provide each
clinic with a report that showed the waiting time for every service point in that clinic and the
causes of the long waiting times for those service points which had a long waiting time. In
9

addition it provided recommendations for shortening waiting times in those service points with
long waiting times.

The 2007 waiting time survey was implemented with the active participation of the relevant
clinic staff, and had the support of City Health and Sub-district Management and Health
information staff. The waiting time survey conducted in 2007 measured how long patients
waited for various types of services and how much time staff spent providing those services.
Long patient waiting times at clinics and at service points within affected clinics were
identified and the reasons thereof were highlighted. Common causes of long waiting times
were found to be high workload, patients arriving in a big batch, lack of efficiency, and a
service mismatch (patients were available to be seen at a service point but staff were not
available). The survey showed other common causes of long waiting time to be logistical
problems, bottlenecks in patient flow, (where staff are available to see patients but the patients
are delayed at some other service point); queuing problems (patients are not being attended to
in the order that they arrived); and, inappropriately high service times. The practitioner
workload and the percentage of time practitioners spent attending to patients were also
highlighted.6

Clinic staff and management received feedback in the form of presentations and detailed clinic
specific reports which outlined the measured patient waiting times at specific service points
within the clinic. The reports also described the reasons for the long waiting times at each point
affected and offered recommendations to reduce the waiting times.

The recommendations were provided by the researchers and were generic in nature and
logically linked to the cause of the long waiting time. Clinic management and staff were then
expected to implement a form of the generic recommendation which was customised for the
10

context of service provision within their clinics. Examples of these generic recommendations
are a recommendation to increase staff in cases where high workload was the cause of long
waiting times; implementing an appointment system where an inappropriate arrival pattern was
the cause of long waiting times; making attending to patients a number one priority in cases
where there a lack of efficiency was the cause of long waiting times; and staggering staff shifts
in cases where patients arrive for service and staff are not at the service point. Where logistical
problems existed (staff available but lack of equipment or room), they recommended that
management intervene and provide the needed equipment. Flow problems could be solved by
temporarily reallocating staff to the service point where the bottlenecks were. Staff members
were to ensure patients were attended to in a logical order - that is patients were to be seen in
the order that they arrived at the clinic where illogical queuing was the cause of long waiting
times for some patients. This excludes clinics where there is a fast-tracking system in place. In
cases where service times were high it was recommended that service time be reduced to an
appropriate time.6

Although the clinic management and staff were encouraged to reduce the patients’ waiting
times, they were not expected to have a formal plan to do so, endorsed by senior management
and a monitoring programme was not implemented. It is unclear as to whether staff thought
that the recommendations to reduce waiting times based on the 2007 waiting time survey were
appropriate or not. It is likely that if they thought the recommendations were inappropriate they
would not have implemented them. Alternatively staff may have agreed with the
recommendations but were unable to implement them due to other constrains beyond their
control. There may also have been situations where staff disagreed with the recommendations
but implemented them as they felt pressured to do so.
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Whilst these recommendations were made through the study process, and clinic management
and staff were encouraged by senior management to reduce the patients’ waiting times, the
implementation of actions to reduce waiting times and the timelines for doing so were left to
the discretion of individual clinic managers.

The need for further research
The appropriateness and acceptability of the recommendations from the previous waiting time
survey is not known. Interventions to reduce waiting times were proposed, and it is therefore
useful to assess to what extent these were implemented and if implemented whether they have
resulted in a reduction in waiting times. Senior management in City Health have decided that
waiting times should be regularly monitored as part of a routine service efficiency measure and
have specifically requested that this study be implemented.

Limitations
One of the many challenges that researcher will face is that in many cases the profile (clinic
managers, sub-district managers, type of services rendered and utilization rates) of the clinic
has changed since the report of the 2007 survey was presented. At this stage it is uncertain how
the potential change in staffing, service provision and utilization rates could affect waiting time
and hence complicate comparison of waiting time in 2007 and 2011.

1. Problem
Clinic management and staff were presented with potential solutions (in the form of
recommendations) based on the 2007 waiting time survey to reduce waiting times at service
points where they were long. It is uncertain as to whether interventions to reduce waiting times
have been implemented and if implemented whether they resulted in a decrease in waiting
times. It is also unknown what duration of waiting time is acceptable to both patients and staff.
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In cases where recommendations to reduce waiting times were presented to staff but no
interventions were implemented, staff may have felt that the current (2007 survey) waiting
times were acceptable. It is unclear as to which factors influence patients’ opinions with
regards to acceptable waiting times at service points.

2.

Justification

The purpose of this study is to ascertain what interventions were implemented to reduce
waiting times, whether implementation resulted in a decrease in waiting times and, to assess if
recommendations previously provided were found to be appropriate.

3.

Aim and Objectives

The aim of this study was to assess the impact of a waiting time survey on reducing waiting
times in primary care clinics in Cape Town, South Africa.

The objectives of this study were to:
1. Assess the perceived appropriateness of the recommendations to reduce waiting times
from the 2007 survey.
2. Assess to what extent the interventions recommended to reduce waiting times were
implemented.
3. Compare the waiting times at the clinics in 2007 and 2011
4. Determine the possible factors impacting on waiting times reduction including the
adoption of recommendations from the 2007 survey.
5. Determine acceptable levels of waiting times from clinic managers’ perspective.

13

Part 2: Method
1. Study design
To meet the above aims and objectives a cross-sectional analytical and a before and after
study design will be utilised.

The cross-sectional study will assess the perceptions of clinic managers regarding the 2007
recommendations to reduce waiting times, record any actions they took to reduce waiting
times and assess their views on what an acceptable waiting time is for patients.

The before and after study will measure the current waiting times of patients at the clinics
and assess the effect of any interventions undertaken to reduce waiting times. It will also
assess if any changes in staffing, service provision and patient attendance occurred since
2007, by comparing the relevant data collected in the 2007 and the current survey.

2. Population and Sample Size
a. Study Population
All health clinics managers will constitute the study population for the cross-sectional
study.
The study population for the before and after study - will include all staff working at all
service points and all patients attending for services at those service points in the 76
health clinics managed by City Health.

b. Sample size
The entire population of clinic mangers will be included in the sample for the crosssectional study. For before and after study stratified the clinics, based on their
routinely reported monthly attendance, into small, medium and large clinics, and one
14

of each category was randomly selected from each of the 8 sub-districts in the city.
As was done in the 2007 survey, the 2011 survey will be conducted over one
working day in the week. All patients arriving at the clinic on that day will be
included in the sample.

c. Sampling method
All clinic managers will be included in the sample for the cross-sectional study. One
large, one medium and one small clinic (with size relative to routine monthly report
headcount) will be randomly selected in a three stage sampling technique from each of
the eight health sub-districts for the before and after study. This gives a total sample of
24 clinics. Clinics will be allocated a number and grouped into categories of small
medium and large based on average utilization with the cut-offs of small less than 100
patients seen per day, medium 100 to 300 patients seen per day and large greater than
300 patients seen per day. Then for each of the categories in each of the sub-districts
numbers will be randomly selected from a random number table and the clinic which
corresponds to the number will be selected. All service points in the clinics selected will
be included in the sample. The survey of waiting times will be conducted over one
working day in the week. All staff working on the day of the survey and all patients
arriving at the clinic on that day will be included in the sample.

Conducting the survey over one working day is thought to be sufficient as the services
provided by the clinics are homogenous throughout the week. The volume of patients
however differs on different days of the week and hence it would be preferable to
conduct the survey on an average day of the week, which according to the routine
utilisation counts of City Health is a Wednesday. Comparison of waiting times with the
previous survey would also be easier as that survey was run on an average day
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(Wednesday) as well. However other considerations which might bias the study such
as seasonal influences, school holidays, special public health interventions (health
campaigns, health promotion activities,) and public holidays have to be taken into
account. The previous survey was conducted during a week when none of these factors
were operative and hence this survey will do likewise.

3. Measurement
a. Instruments and data collection procedures:
The cross-sectional study:
Data collection in the cross-sectional study will consist of a self-administered
questionnaire for clinic managers. The first part of the questionnaire will enquire
about the suggestions and recommendations made as a result of the previous
waiting time survey. The questions will assist in determining whether and to what
extent attempts were made to implement those recommendations. The second part
will focus on questions around the profile of the clinic i.e. how has utilization, staff
compliment, type of service provision and service processes changed within the
clinic since the previous waiting time survey. The third part will cover questions on
whether the clinic manager considered the recommendations from the previous
survey to be appropriate or not.

The before and after study:
Two separate data collection processes will be used.
1. A patient time sheet will be an anonymous time sheet which will track the
times that services (start time of each service and end time of each service is
recorded) are rendered to each patient on the day of the survey by each
practitioner which the patient receives a service from. Each practitioner will
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record his/her practitioner code alongside the relevant services provided and the
start and end time of the service, thus allowing for later calculation of the duration
of service time and waiting time.

2. A practitioner time sheet will mainly track the practitioner’s availability for
the provision of clinical service. This will be a time sheet allowing the
practitioner to record the various activities he/she participates in on the day of the
survey, for example the provision of clinical service, attending a meeting,
administrative work, and attending a training session. This will allow the
researcher to establish the total human resources (in time) available for the
provision of clinical services on the day of the survey.

b. List of definitions of variables
Waiting time – The period for which a patient is available to receive service, but is
prevented because the service provider (practitioner) is not available.
Acceptable waiting time - The waiting time patients or practitioners believe is a
reasonable period for patients to wait before receiving a service.

c. Validity
The validity of the patient time sheet will be confirmed in the following way:
Before the start of the day all staff and fieldworker watches and wall clocks in the clinic
will be synchronized. When the patient enters and leaves the clinic the arrival time and
the departure time will be recorded on the individual patient time sheet by a previously
trained fieldworker. The service start time and end time that will be recorded on the
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individual patient time sheets by the individual service providers will be checked by
the fieldworkers for possible errors. All errors found will be corrected.
Some of the possible errors that will be eliminated are: A patient cannot receive
services from more than one practitioner at the same time, nor can a practitioner attend
to more than one patient at the same time.

In order to ensure comparability with the previous survey the waiting time survey will
be conducted on an average day in the week.
The waiting time survey will be conducted during mid-spring or mid autumn (an
average season) a period when extreme climatic conditions which may have an impact
on the clinic utilisation are unlikely to occur.

The researcher will ensure that the waiting time survey is conducted in a week when
there is no public holidays, no school holidays, no unusually long staff meetings
diarised, no unusually large number of staff members likely to be absent for any
specific reason and when there are no health campaigns or health promotion activities
being conducted.

d. Reliability
The reliability of the waiting time survey will be assessed by repeating the survey at
15% of the clinics and assessing the correlation of the results of the original survey with
the repeat survey.

4. Pilot study
A pilot study will be conducted at three clinics which were not selected into the sample.
The feedback resulting from the pilot study will be used to clarify and improve the
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questionnaires and timesheets. The clinic manager’s questionnaire will be piloted using
sub-district managers as respondents.

Part 3: Analysis

The data extracted from the timesheets will be entered into a customized waiting times
database from which waiting time and service time calculations will be extracted. The
questionnaires will be captured and analysed using the Stata database application.

1. Analysis of the clinic managers’ perceptions and responses of the 2007 WTS
recommendations and results to the extent of its implementation.
An example would be the proportion of clinic managers who deemed the
recommendations on reducing waiting times resulting from the 2007 WTS appropriate
will be determined and compared using bivariate analysis to those who implemented
one or more recommendations. This data will be presented in a two-by-two table from
which the prevalence ratio will be calculated and the associated 95% confidence
interval using a chi-squared test.

2. Analysis of the clinic managers’ perceptions and responses of the 2007 WTS
recommendations and results to increase or decrease in waiting times between
2007 and 2011.
An example would be the proportion of clinic managers who deemed the
recommendations on reducing waiting times resulting from the 2007 WTS appropriate
will be determined and compared using bivariate analysis to those clinics where there
was an actual reduction or an increase in waiting times between 2007 and 2011. This
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data will be presented in a two-by-two table from which the prevalence ratio will be
calculated and the associated 95% confidence interval using a chi-squared test.

3. Analysis of the clinic profiles.
The numbers of staff members, numbers of patients seen, the number of patients seen
per staff member, the median WT for 2011 and current WT survey data, together with
differences between the 2007 and the current waiting time survey will be calculated .
The data will be presented in a table which will show the 2007 data, the current data,
the difference and the 95% confidence interval. The t-test will be used to determine if
there has been a significant change in the profile of the clinic.
Assessment of the relationship between the previous waiting time survey results
(median waiting time) and the current clinics managers’ opinion as what an acceptable
duration of waiting time for a visit to the clinic is will be presented. The data will be
presented in a table and the Mann-Whitney test will be used to determine the
association between median waiting and the clinic manager’s opinion with regard to
interventions to reduce waiting times.

4. Analysis of clinic managers’ profiles, their perceptions on the 2007 WT survey, the
actions they took to reduce Waiting Times and their perceptions on the current
factors associated with waiting times.
The factors used to measure the clinic managers’ relevant qualifications; training and
management experience; their perceptions of recommendations from the 2007 WT
study; interventions they planned to implement; their perceptions of factors associated
with long waiting times currently operative at their clinics; and, perceptions about the
length of their current waiting times will be calculated. This data will be presented in a

20

tabular form showing the number and percentage and the associated 95% confidence
interval.

Part 4: Ethics and communications

1. Ethics
The output of the study will give staff and management a clearer understanding of long
patient waiting times, what the specific causes are and how to prevent it.
The potential benefits of this study will allow staff and clinic management to monitor
performance of the clinic and in turn make informed decisions which will improve
service delivery (i.e. shorter waiting times). The implementation of the suggested
recommendations may lead to better quality of care, greater efficiency, more satisfied
patients and less stressed staff.

The purpose of the study will be explained to the patients as they arrive at the clinic.
Patients will be informed that participation is voluntary and that their confidentiality
will be assured. Informed consent of the patients will be requested and those who refuse
to participate will be assured that they will not suffer any deleterious (i.e. discrimination
or ill-treatment with regards to the service they will receive) effects. Patients will also
be informed that they may withdraw from the study at any point without needing to
explain to the researcher why they are withdrawing.

In this survey staff confidentiality will be maintained. No personal identifiers will be
captured and the analysis will provide results on service points only and not on
individuals. The study has been requested by the City of Cape Town – City Health
21

senior management as a routine measuring activity and therefore individual staff
members do not have the choice to refuse to participate without having to motivate to
senior management as to why they are refusing. The right of staff to protection against
potentially excessive invasive scrutiny needs to be balanced against the right of
management to monitor and improve the services. If any staff activate their right to
dispute with senior management as to whether they should be obliged to participate in
the survey then they will be excluded from the survey.

2. Stakeholders
Management of City of Cape Town: City Health
Relevant operational staff members of City of Cape Town: City Health
Patients and community served by City of Cape Town City: Health

3. Reporting and implementation
The results with reports that outline the specific performance of each clinic will be
made available to all clinic management, staff and senior management.
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Part 5: Logistics
Timeline
Item

Start date

End date

Completed

Protocol development

June 2010

2nd Week in

yes

February 2011
Ethics approval

End February 2011

1st Week in

no

March 2011
Interviews/questionnaire

1st Week March 2011 1st Week April

No

2011

& Pilot study
Conduct Waiting time

2nd Week in April

2nd Week in

survey

2011

April 2011

Data, collation and

3rd Week in

End May 2011

No

capturing

September 2011

Data Analysis

1st Week June 2012

End July 2011

No

st

No

Draft discussion write-up

1 Week Aug 2013

End Aug 2011

No

Draft thesis report

1st Week June 2014

End September

No

2011
Finalise thesis report

1st Week December

End December

2014

2014

No
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Literature Review
Assessing the impact of a waiting time survey on reducing
waiting times in primary care clinics in Cape Town, South
Africa
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Introduction
Long waiting times for health services can colour an otherwise positive service experience and
can affect users’ judgement of the quality of the service. Maister (1985) describes long waiting
times as “frustrating, demoralizing, agonizing, aggravating, annoying, time consuming and
incredibly expensive”.1

This dissertation explores the current waiting times for health services in primary care settings
in Cape Town from the perspectives of users, providers and managers. Literature related to the
quality of care and its relationship with patient waiting times, the definitions, measures and
factors that influence patient waiting times, as well as interventions to reduce patient waiting
time in mainly Primary Healthcare / outpatient settings are reviewed.

Literature review strategy
A key word search from January 2013 to December 2014 was performed using the following
words: Waiting time (patient; client),

Patient waits, Waiting period (patient; client),

Patient/client flow, Outpatient flow, Emergency unit flow, Clinic/hospital flow, Workplace
flow, Service time (patient; client), Client/patient satisfaction, Client/patient, complaints,
Queuing, Queuing theory, Appointments (patient; client), Causes of High/Long Waiting Times,
Interventions to reduce Waiting Times, Crowding in emergency Units, Crowding in OPD,
Batching of patients.

Databases used were: PubMed, Medline, Cochrane database, Science Direct, EBSCOhost,
Google Scholar, and the following electronic journals were consulted:
BMJ, The Lancet, World Health Bulletin, BioMed Central.
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Background
The phenomenon of long waiting times for health services and its impact on users’ perception
of quality of care has been researched in many service settings in South Africa and other
countries.

Locally, the reasons for and consequences of waiting times have been a concern for the City of
Cape Town: Health Services. In 2007, researchers at the School of Public Health at the
University of the Western Cape conducted a waiting time survey at all primary health care
facilities that were managed by the City of Cape Town (reference). One of its achieved
objectives was to provide each facility, through facility managers, with a report that covered
facility specific analysed results. The report spelt out clear recommendations that could shorten
patient waiting times in specific service points in the facilities.

The implementation of these recommendations to reduce waiting times was left to the
discretion of facility managers. Although the facility management and staff were encouraged to
reduce the patients’ waiting times, they were not expected to have a formal plan endorsed by
senior management. A monitoring programme was not implemented despite the fact that
routine waiting time surveys are considered to be quite feasible in a country like South Africa.
Health facility staff can implement the full survey including preparation, data collection, data
cleaning, data investigation, explanation, and presentation of results and then growth of
suitable interventions established on results. The information obtained can be used to enhance
efficiency and decrease waiting times allowing for improvements in quality of healthcare. The
effects of the poor performance in the primary health care facilities that were studied are
unclear and have yet to be established.
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In this study, the impact of initiatives to reduce waiting times will be measured to check
whether they have succeeded in reducing waiting times.
1. Definitions
1.1. Waiting times
The term ‘waiting time’ in health care studies is used in two distinct ways. The first meaning is
the “waiting time before the first routine appointment”, usually measured in weeks or months.
The second meaning is the “waiting time in the clinic” which is usually measured in minutes.
Other definitions have also been discussed in the literature. For example, Mike Hart (the author
of Survey Design and Analysis Using TURBOSTATS, and Principal Lecturer in the
Department of Public Policy and Managerial Studies in the Leicester Business School, De
Montfort University, Leicester, UK.) cites the National Audit Office (NAO) study which used
“three different methods to calculate an average waiting time: (1) time between appointment
time and the start of the consultation; (2) time between arrival time and the start of the
consultation; and (3) waiting time estimated periodically throughout the clinic”.2
Another measure of waiting time used internationally - the “Total Primary Waiting Time” - is
the total length of time a patient waits before receiving medical care. This measure computes
the total patient waiting time spent at the facility, excluding the total service time. If time was
spent waiting for anything other than a health-specific? service, then this time should also be
subtracted from the total time spent in the facility.3

1.2. Measuring waiting times
There is a diversity of performance benchmarks to consider in the measurement of patient
waiting times. Cost, time, congestion, and fairness were considered when waiting time was
measured in a review of outpatient scheduling by Cayirli T, Veral E (2003). This review found
that most studies used combinations of patients’ waiting time, doctors’ idle time, practitioner
28

overtime and patient flow time to calculate mean total cost. In general, most waiting time
studies calculate the mean, maximum, frequency, distribution of patients’ waiting time as well
as the mean, variance, and frequency distribution of doctor’s idle time.4 Studies focussing on
“fairness” typically measured the mean waiting time of patients according to their place in the
queue in the clinic. One such study, conducted in hospital outpatient departments in England,
focused on queues and appointment systems amongst others and concluded that waiting-times
were sensitive to small changes in the appointment intervals.5
Hart cautioned against the ‘Hawthorne effect’ where waiting times seemed to decrease when
doctors knew that their clinic was being monitored. This indicates that the observation process
could influence the activities monitored.6
1.3. Quality of Care
The term ‘quality of care’ in health care studies is used mostly with reference to patients’
perspectives in terms of their satisfaction with a service.Many studies consider the patient’s
satisfaction as an important indicator of the quality of care received, and Donabedian, a pioneer
of the analysis of quality of care argues that "achieving or producing health and satisfaction …
is the ultimate validator of the quality of care".7

Marketing studies have shown that perceptions of service quality need to be understood in
order to improve services. Grönroos argues that quality of service can be described in two
interrelated ways - functional and technical quality. Functional quality refers to the perception
of the way (quality) in which the service is delivered, whereas the actual technical quality of
the service (processes and correctness of diagnosis in health care and the response thereto)
relates to the impartial quality of the service. He noted that a temporary difficulty with the
technical quality of care may be overlooked if the functional quality of care is acceptable or
good.8 Currently patient opinion of health care is valued as a component of ‘quality of care’
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assessment. Patient satisfaction was used as a measure to assess the quality of health care
provision.9
A review of theory and empirical work of patients’ satisfaction with health care by BEN-SI RA
Zentitled “The Function of the Professional's Affective Behavior in Client Satisfaction: A
Revised Approach to Social Interaction Theory” shows that patients who experience a more
‘personal’ encounter with the practitioner report greater levels of approval. The author also
claims that it is hard to explain what constitutes quality ‘interpersonal’ care, but in general, it
should be what is communally accepted as ‘normal behaviour’ when people interact in a
cooperative manner.10
1.4. Quality of Care and its relationship with waiting time
Quality of care depends on many factors including practitioners’ expertise, availability of
medical equipment and patients’ experience. However, it is mainly defined by patients’
perception. If waiting time is too long, patients develop a negative perception of their
experience and relate it as poor quality of care. Many patient satisfaction surveys conducted in
public health care facilities show that even where patients may be satisfied with general
services and clinical services, there is general dissatisfaction with waiting time for services
which is often compounded by an absence of an explanation.11
Patient satisfaction surveys from Wales and Nigeria show that long waiting times were a major
reason for patients’ dissatisfaction in outpatient services.12,13 In addition, a South African study,
conducted to determine the levels of patient satisfaction with services at primary care
antiretroviral treatment (ART) assessment, sites showed that despite the high quality of
technical service delivered and patient satisfaction with general services, long waiting times for
services resulted in dissatisfaction by patients.11
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An American national online (DrScore.com) survey of patient’s satisfaction showed that
although longer waiting times were associated with lower patient satisfaction (p < 0.05), time
spent with the physician was the strongest predictor of patient satisfaction.14The results of the
study shows that decreased satisfaction associated with long waiting times is substantially
reduced with increased time spent with the physician (5 minutes or more). Importantly, the
combination of long waiting time to see the doctor and having a short doctor visit is associated
with very low overall patient satisfaction.14 The authors conclude that it would be counterproductive to shorten patient waiting times at the expense of time spent with the patient in
order to improve patient satisfaction scores.
2. Factors impacting on service quality
Waiting times negatively impact on patients’ costs in seeking care and this was reported in a
study exploring the reasons for non-adherence to HIV treatment in Uganda, Tanzania and
Botswana. Lost wages due to long clinic waits, and transport costs impacted on adherence to
treatment.15
Practitioner dissatisfaction with their working conditions is an important aspect that impacts on
service delivery. A 2012 European-wide study focusing on nurses’ assessments of their
hospital work environments and quality of care found that between 20 to 50 percent of nurses
in 12 countries envisioned resigning from their existing job in the subsequent year and, of the
20-40% planning to leave, reported that they would look for employment outside the nursing
profession,16 with many feeling that quality of service delivery had declined in recent years.
Earlier European hospital studies on nursing workloads had shown high workload levels, nurse
fatigue and unsupportive work settings, and called for changes to improve work environments
and an increase staff in order to improve the quality of service delivery.16 Other research also
confirmed that the nurses’ dissatisfaction with their working environment, staff shortages and
poor management negatively impacted on patients’ safety and quality of care.17,18 A similar
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national South African study focussing on nurses work settings and understanding of quality of
care and patient safety, found that more than half, 54.4% (634/1166) of nurses (who considered
their working conditions to be poor) planned to leave their job within the following year due to
job dissatisfaction.19
Commentators on the South African context, argue that the increasing shortage in health
professionals in South Africa negatively impacted on the quality of healthcare in the public
healthcare facilities, which were insufficient to address the needs of the increasing number of
patients seeking healthcare services at public healthcare facilities.20 Rispel and Moorman
argued that poor organisation in public healthcare service delivery required transformation to
address the aftermath of apartheid, changing infrastructure of healthcare delivery, training
student nurses and continued training for qualified nurses. Day found that declining quality has
given rise to patients complaining about long waits for service, discourteous staff, and not
receiving medication or support on time at public healthcare facilities.21A 2011 study found
that patients often feel abandoned and excluded from the public health system but they
expected health practitioners to offer quality healthcare. Patients complain that public hospitals
in South Africa are often run in an incompetent, bureaucratic and unproductive manner which
often leads to long waiting times.22
2.1. Patients’ and providers’ perceptions
People’s perceptions of service quality may be dependent on practitioners’ attitudes and
patients waiting. For example, a Bangladeshi study found that technical competence of the
provider had a less important influence on client satisfaction than “respect and politeness”.23
Similarly, an Israeli study showed that practitioner-patient interaction was important and was
the determinant of patients’ immediate satisfaction.24A study conducted in public health
facilities in Indonesia concluded that clients often decide which service provider they are

32

prepared to use based on waiting times and communication with patients and concluded that
scheduling of patient visits is a critical intervention.25
Hart’s 1995 study which aimed to define a baseline for waiting times of patients and the
implementation of improvements supported the view that a more participative management
style produced more involvement of individuals and greater efficiency than an authoritarian
approach. “But an approach in which management and consultants worked together to meet the
externally imposed standard set by The Patients’ Charter effected the improvements needed in
a remarkably short space of time”.2
3. Factors influencing waiting times
A review literature of ‘waiting times’ showed the reasons for long waiting times included
insufficient practitioners, ‘no shows’ for appointments, variability of patient demand,
bottlenecks, service times, and practitioners starting late.4
3.1. Staff shortages/workload
The results of a study of private and public hospitals in South Africa indicate that nurse high
workloads are significantly associated with patient safety and quality of care.19 The lay press
has reported on many occasions26,27,28 that patients queue at facility pharmacies before they
open to ensure that they are served, due to staff shortages. For example, a 2008 Inter Press
Service (IPS) News article reported that patients arrived as early as 5am to ensure that they are
attended to before the facility closes at the end of day. Patient dissatisfaction with services was
also found in a Zambian study that reviewed the integration of ART into general services,
which resulted in an increase of nurse workload and patient waiting time.29
Nursing staff shortages at primary health care level compromises the quality of health care
provided to patients because it means that patients are not adequately monitored which lead to
an increase in preventable illness. Consequently, more expensive treatment may be required
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when complications occur if illnesses are not treated in time. This additional cost is a strain on
the country’s financial resources.30
Consequences of inadequate supply of nursing staff can have grave consequences and result in
avoidable death. For example a patient may die in an emergency waiting room should he or she
not be treated timeously due to shortages of nursing staff.31
Health care providers argued that a significant and sustainable relationship with their patients
lead to better compliance, improved continuity of healthcare, and enhanced health outcomes.6

3.2. ‘No shows’ for appointments
A simulation analysis study to improve and examine the performance of scheduling rules that
intended to accommodate superfluous overbooked appointments found that overbooking
allowed providers to increase their productivity and create additional capacity to improve
patients’ access to services. The results demonstrated that the practice of overbooking to
recover capacity that would be lost to no-shows, both overtime and patient wait time increased
with increased no-show rates and with increased service time variation. Although service time
variability impacted the magnitude of patient wait time and provider overtime, it was found to
have little impact on the set of schedules that perform best.32

3.3. Logistics, variability of patient demand and patient flow
An article reviewed health systems strengthening, focusing on training and systems efficiency
and waiting times surveys from over 200 primary level health care facilities, 11 secondary level
(regional hospitals) and three tertiary hospitals within two provinces of South Africa and three
districts in Tanzania, with waiting and service time calculations done for over 110 000 patient
visits to health facilities. Causes of long waiting times in health care facilities were queuing
problems, lack of efficiency, patient provider mismatch, inappropriate service time, logistical
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problems, batching problems and inappropriate arrival patterns. The authors noted that queuing
problems may occur when the patients are not attended to in the order that they arrive at the
service point. Logistical problems were when equipment malfunctions, where there was lack of
equipment, the non-availability of consulting rooms resulting in patients waiting to be seen and
staff availability yet unable to attend to patients. Batching and inappropriate arrival patterns
can occur if many patients arrive at the same time. These patients would then have to wait a
long time to be seen, as staff members would be busy seeing the patients who were first.33

Studies have shown that managing the patient flow is one of the important factors that
influence patient waiting times and in turn the quality of healthcare services in out-patient
departments, primary health care clinics and health centres. Reagon and Igumbor identifies
poor patient flow and bottlenecks as a cause of long waiting time and identified that it occurs
when practitioners are available to see patients at the facility but they are being delayed at
some other service point.33 Mardiah and Basri suggests that patient flow epitomises the ability
of the healthcare system to serve patients quickly and efficiently throughout their visit, and
addressing this is a key element to improve efficiency in the service delivery.25

A hospital based study has also found that patient flow has a significant impact on patient
waiting times. Identification of various care pathways by patient types enabled analysis of
patient flow and revealed unnecessary stages. Recurring waiting room and induction stages in
anaesthesia were found to be unnecessary and reflect room and/or other resource unavailability
and resulted in wasted nursing time, inconveniencing of patients, and increased visit durations.
The study revealed how frequently unnecessary stages were occurring in these settings. This
motivated staff to scrutinize patient flow to determine causes of unnecessary patient movement
and how it could be avoided.34
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3.4. Bottlenecks
Congestion in health settings hurts service quality from many different perspectives. Apart
from taking up valuable space, when queues get excessively long, doctors may increase their
service rate or they may be forced to call back some patients at another time.4 Heaney et al.
(1991) also reported that in fixed-interval appointment systems, each successive patient were
expected to have, on average, a longer wait time due to the congestion that tends to build up
over time. Not only do waiting times increase, but also consultation times tend to decrease as
doctors speed up when they progressively fall behind schedule.35

In OPDs (out-patient departments), primary care services with a high patient practitioner ratio
and where appointment systems are ineffective or a non-existent one can anticipate that
patients will wait long for services. Welsh (1952) found that in many appointment systems
patients were called at a rate in excess of that which the medical staff members were able to
clear the system and this was an important cause of excessive waiting.36 The efficacy of an
appointment system is dependent on the balance between patient waiting time and the
practitioner idle time. Katz (1969) stated that the basic trade-off question in any OPD
appointment system was patient-waiting-time versus physician-idle-time.37 Inefficiency in
health care facilities occurs when patients are available to be attended and staff members are
present at the service point but they are busy doing something else instead of attending to
waiting patients. Similarly a “mismatch” occurs “when patients arrive to be seen but staff
members are not yet at that service point”.33
Staff absenteeism, unexpected staff shortages, staff not arriving on time, and patients not
arriving on time would all contribute to deviating from the appointments schedule on a daily
basis.38

36

3.5. Service time
Consultation time is the total time a practitioner spends attending to all matters relating to a
patient’s requirements (with the exclusion of attending to other patients).5 Practitioners may
shorten their service time (in some cases without realising it) when there are many patients
waiting to be attended.5,39,40 Furthermore studies that gauge the influence of service time
duration show that shorter consultation times result in shorter patient waiting times.41 Business
tools that assist with the rapid retrieval of medical records, patient information and laboratory
results can help to reduce the service time.42

3.6. Practitioners starting late
A Singaporean study analysed factors contributing to long waiting times in OPD settings
showed that in an appointment environment, where a session starts later than planned, resulted
in a knock-on effect on all the following appointments and overtime. Reasons for the lateness
included preparation work and doctor lateness.43 A 2003 British modelling study in a busy Ear,
Nose and Throat (ENT) outpatient department demonstrated that the clinic starting times
(practitioner / consultant attending to the first patient) had a pronounced effect on the patients
waiting times. If clinics were to start promptly then, on average, 15 minutes of patient waiting
time could be saved, or 97 hours each week. The analysis showed that avoiding large blocks of
patients is sensible as this resulted in each patient having to wait an extra eight minutes for
their first appointment which is equivalent to 53 hours of waiting time per week. The study
predicted that patients would spend ten extra minutes in the clinic and 15% more patients will
have to wait for more than 30 minutes for their first service in a clinic where practitioners /
consultants start a clinic only once the waiting room was busy.38
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4. Interventions to reduce waiting times
A management commentary argued that redesigning the underlying processes for delivering
healthcare could result in better outcomes for patients, more satisfying working conditions for
staff and lower costs to the tax payer (or members of private healthcare schemes). The author
argued that experience in the UK has shown that healthcare problems cannot simply be
resolved by spending more money or by increasing capacity and staff.44

An improvement project in the USA in 2010 aimed at reducing patient waiting time in a
facility that had consistently scored low in patient wait times on patient satisfaction surveys.
The dissatisfaction of patients had led to doctors and clinic staff becoming frustrated as they
were not able to manage chronic diseases patients effectively due to poor attendance at followup appointments. The team identified where the most significant inefficiencies occurred and
ran brainstorming sessions with representatives from each of these areas to find resolutions that
could have a positive effect on patient flow. Patients waiting time were reduced by 18%
without compromising the quality of service delivery. Participants in the project anticipated
“improved patient satisfaction, improved resident physician satisfaction and improved
continuity of care for our clinic patients” due to the improved process flow”.45
Previous research has suggested various appointment scheduling systems in order to reduce
long patient waiting time and in turn increase the efficiency in the health care facility.
According to Harper and Gamlin (2003) “… appointments schedules have been shown to
drastically reduce patient waiting times, without the need for extra resources...”.38
Some literature suggests that the patient appointments should be scheduled at intervals
depending on the different types of services provided to the various types of patients.46
Appointment schedules for a clinic play a vital role in controlling patient waiting times, but
need to reflect the different types of patients who use the clinic, and their varying care needs
within the system.38 They should also respect the daily uncertainty associated with each clinic.
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Recommendations over many years proposed that two patients be booked at the beginning of
the session. The rest of the appointments should then be booked one after the other at an
interval of a predetermined average consultation time.5 A study conducted in South African in
1998 showed that the implementation of a block appointments system significantly reduced
patient waiting time.47 Another important 1964 study showed that this appointment scheduling
system lead to a reduction in patient waiting time and practitioner idle time. Welch reviewed
research on appointment scheduling in outpatient services which highlighted broad problems,
modelled considerations and offered classification of practices used in previous literature.36 A
number of appointment rules have been identified by various researchers which are cited
below:
1. The “Single-block rule” allow patients to be attended to on a first-come, first-served
basis. This is seen to be the most primitive form of appointment system, where patients
are assigned a “date-only,” rather than a specific appointment slot. The authors believe
that single-block systems lead to excessive waiting times for patients, while ensuring
that doctors do not stay idle, and require little administrative effort.4
2. The “Individual-block/Fixed-interval rule” assigns each patient unique appointment
times that are equally spaced throughout the clinic session. This starts with an initial
block assigning a group of patients to the beginning of the session, and minimises the
practitioners’ idle time i.e. should the first patient not arrive on time.4
3. The “Multiple-block/Fixed-interval rule” is one in which groups of patients are
assigned to each appointment slot with appointment intervals kept constant.4
4. “Variable-block/Fixed-interval rule” permits different block sizes during the clinic
session, while keeping appointment intervals the same.48
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Other approaches were to adapt the time interval between patient bookings according to
different periods of the session. For example it was recommended that longer intervals be
instituted between booking patients towards the end part of the session compared to the
beginning part of the session.49 The intention was to make up for time that may be lost during
the earlier part of the session due to emergencies, additional time spent with patients, patients
arriving late or practitioners arriving late.

A 2013 pilot intervention aimed to increase patient satisfaction by minimizing wait times using
the Dartmouth Microsystem Improvement Curriculum (DMIC) framework and the Plan-DoStudy-Act (PDSA) improvement process, using a pre/post-test study design. The study
supported the hypothesis that reducing waiting room wait time improves patient satisfaction,
and offered a model for showing that sequential repetitive tests of change over time can lead to
meaningful and sustained improvement in the delivery of care and practice performance in a
variety of care settings.50

A 2008 Australian hospital OPD study aiming to detect a cost effective system of reducing
outpatient waiting times and thus improving the technical health services to patients found that
cancer patients needed longer service times, which increased waiting times of the other patients
waiting to be attended. They separated clinics into cancer clinics and non-cancer clinics, which
was a cost effective way to reduce waiting times and improved quality of care.51
Long waiting times were found to be the prime cause of dissatisfaction amongst cancer patients
in a 2012 study. The mean patient waiting time was measured at baseline and after the
intervention, interviews and observations were conducted and the results were used to establish
strategy to decrease patient waiting time. Interventions such as fast-tacking patients identified
at check in time with potentially short service needs, incorporating information technology
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applications (the Pharmacy Whiteboard) and improving lines of communication resulted in a
26.8% reduction in mean patient wait time relative to baseline.52

The reasons for patients’ long waiting times vary and therefore their solutions will differ. If
practitioners (service providers) have long queues of patients waiting to be seen and sometimes
short queues during the same day then rescheduling patient appointments can shorten patient
waiting times. The authors of an article in the “Population Report” (2004) suggest that clinic
staff should encourage more appointment visits or schedule appointments further apart if
practitioners need to deal with walk-in patients among scheduled patients. Often check-in
procedures have not been established, however it is suggested that by providing patients with
numbered cards when they arrive at the facility and then calling them by number can reduce
waiting time and improve patient satisfaction with healthcare services.53

A 2007 quality improvement study ascertained inefficiencies in patients’ visit, and made
recommendations for improvement and tested effectiveness of clinic interventions. The
interventions implemented included relocating the waiting area, redistributing nurse workload
(relocating nurse from less busy to assist in an area with a higher workload), increasing the
responsibility of the ‘care assistant’ and changing the flow of patients. These resulted in a 25
minutes decrease in anticoagulation clinic patient visit time and a 22 minutes decrease in
chronic pain management clinic patient visit time.54 The authors found that the ease of the
intervention negated the need to hire external consultants to identify areas of inefficiency in the
process of patient care, and allowed clinic staff familiar with the patient flow process to
develop a sense of ownership to resolve these problems. As such, they offer a widely usable
technique for improving practice.54
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A 2007 South African study that evaluated the impact of nurse triage using the Cape Triage
Score (CTS) on waiting times for patients presenting at a South African public hospital
Emergency Department, found that waiting times decreased in most the important areas. The
use of the (CTS) reduced the total patient waiting time “from 237 min to 146 min (p<0.001)”.
Priority patients’ waiting time reduced “from 216 min to 38 min (p<0.001)”.55

A literature review of the impact of triage systems to improve patient flow showed that a
combination of triage and initial treatment in poorly resourced settings could have a positive
influence on patient flow in the clinic. This review supported conclusions from earlier studies
and proposed a combination of triage and initial treatment can be used to improve triage
systems and enhance patient flow in other healthcare settings.56

A 1992 review of contraception services identified ways to shorten long waits. In this context
long patient waiting times are due to patients arriving at the same time and often before the
clinic session started. The proposed solution was to have the registration clerk encourage
clients to come during hours when the clinic was less busy. In urban clinics, individual or small
block appointments could be scheduled for clients who work or live close by. Regular clinic
and staff hours would result in clients not feeling they needed to come early in order to be
served.57 The benefits of a block appointment system is also supported by a study conducted in
a large South African health centre which showed a reduction in patient waiting times after
implementation.47

The review argued that late arrival of practitioners and long lunch breaks have “multiplier
effect”. A 15 minute delay in starting delays later patients by more than 15 minutes. Making
sure that staff members arrive 15 minutes before the time the first client is to be seen so they
can be ready to start on time reduces later delays. Monitoring of lunch and coffee or tea breaks
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to make sure they don’t extend into clinic time is another way of reducing delays.57Measures to
prevent situations where office or consulting room supplies run out during a clinic session and
clinic staff members have to search for missing items while patients wait, are required and
consulting rooms should be re-stocked at the end of each day. This avoided unnecessary
increases in patient waiting time and improved efficiency.57 In addition, improving logistics
and monitoring inventory in order to avoid shortages of office supplies, medication stock-outs
and patients being turned away without medication should assist in preventing long waiting
times.57 A study conducted in a South African urban health centre which focussed on measuring
before and after some “inessential” processes relating to queuing was excluded or amended
found that patient waiting times had reduced. This supports the idea of improving and
monitoring logistics relating to queuing could potentially reduce waiting times.58

Motivation for the study
In an article that investigated service quality in a public hospital in South Africa, found that
communicating hospital processes (what to do and where to go) and the speediness of services
by medical staff as critical.59 The authors suggested that increases in financial expenditure
alone will not improve healthcare systems, and as has been noted by other studies above, for
radical organizational reform that facilitates “the delivery of a responsive and flexible
healthcare system that is people centred with the interest of the public, patients and clients
guiding the decision making at all levels”.60
This review notes the importance of waiting times in determining quality of care and patient
satisfaction with services, and the importance of developing effective interventions that reduce
long waiting times in primary care settings. The impact of interventions in primary care
settings in South Africa have, however, not been shown. This study aims to determine the
waiting times for services at primary care level for public sector services as well as evaluate the
effectiveness of interventions that were proposed resulting from a 2007 waiting time study.
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Abstract
(263 words)
Objective
A waiting time survey (WTS), conducted in 2007 at 94% of clinics in Cape Town, measured
length of patient waiting times (WT) for services and provided recommendations to shorten
waiting times. Whether subsequent implementation of these recommendations occurred was
unknown, hence a study was conducted to assess the impact of the previous waiting time
survey recommendations on stimulating efforts to reduce waiting times and whether waiting
times had reduced.
Methods
A cross-sectional analytical study design assessed the perceptions of 92% of clinic managers in
Cape Town, regarding the 2007 survey, while a before and after study design assessed changes
in waiting time between 2007 and 2011, using a random sample of 22 clinics.
Results
The overall median waiting time of all clinics in the sample decreased by 21 minutes in 2011
(95% CI 11.77 - 30.23), a 28% decrease from 2007. This reduction was manifest at individual
clinic level as well, with 55% of clinics reducing their median waiting time by at least 15
minutes. No specific factors, including whether recommendations to reduce waiting times were
implemented, were associated with decreases in waiting times. Implementation of
recommendations to reduce waiting times was 2.67 times (95% CI 1.33 - 5.40) more likely
amongst those who received written recommendations and 2.3 times (95% CI 1.28 - 4.19) more
likely amongst managers with 5 or more years’ experience.
Conclusion
The decrease in waiting times in primary care urban clinics subsequent to a waiting time
survey, demonstrates the utility of waiting times surveys, although no specific factors
associated with the decrease in waiting time were identified.
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Introduction
Access to health services, a key component of the primary health care (PHC) approach, is a
composite concept based on three dimensions, namely: availability (or physical access),
affordability (or financial access) and acceptability (or cultural access).1 Ensuring acceptable
access to quality health care services requires the measurement of the components impacting
on access.1 An important obstacle to access is long waiting times (WT), which is the time a
patient waits for a service after having arrived at a clinic.2 Customers who experience long
waiting times often feel that they are unimportant to service providers3 and in the case of
patients with an emergency, it may increase their morbidity and mortality, as their condition
may deteriorate while they are waiting.4

Waiting time influences the level of patient satisfaction, with the length of wait being inversely
related to the level of satisfaction. Waiting in long queues often leads to frustration, and can
incur high opportunity costs, such as temporarily not being able to earn an income or the
worsening of one’s medical condition while waiting. The frustration of long waiting times is
clearly described by Maister, who notes that: “Once we are being served, our transaction with
the service organization may be efficient, courteous and complete: but the bitter taste of how
long we wait pollutes the overall judgments we make about the quality of service”.3

2
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A patient satisfaction survey in South Africa in 2007 showed that there is general and
widespread dissatisfaction with waiting times in public health clinics at all levels of care.5 A
recent independent patient satisfaction survey conducted in the City of Cape Town showed that
patient waiting time was an important factor that influenced patients’ satisfaction with the
services which they received.6

Waiting times that patients find acceptable are influenced not only by the length of time that
they wait and the type of service they are accessing (e.g. preventative, curative or emergency),
but also the circumstances in which they wait and the lack of communication about the
estimated duration of the waiting time. The worse the circumstances they wait in and the less
the communication about the expected duration of wait, the longer the wait appears, with
Maister summing up this phenomenon with the truism that: “It is common experience that a
two minute wait can feel like nothing at all, or can feel like ‘forever”.3

The City of Cape Town Health Department (City Health) provides comprehensive primary
health care services to the uninsured section of the population in the city, which encompasses
85% of the total city population of 3.5 million. Health services are provided via small to large
size clinics, covering residents from informal settlements to affluent suburbs.7 In 2007, a
waiting time survey (WTS) was conducted at 94% of clinics in Cape Town. The key output of
the survey was to provide each clinic with a report that showed the median waiting time for
that clinic and factors associated with long waiting times. Common factors included high
workloads of staff, big batches of patients arriving at a clinic at the same time hence those in
the tail end of the batch would wait for a long time and patients arriving at a clinic before the
clinic is due to open would also wait long. Other less common factors were logistical problems,
bottlenecks in patient flow, queuing problems and inappropriately high service times described
in Table 1.8 Clinic staff and management received feedback on the WTS in the form of oral
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presentations and individual clinic specific written reports. These individual clinic reports
detailed factors associated with long waiting times and provided recommendations to reduce
the waiting times.

Table 1:

Factors associated with, and recommendations to reduce patient waiting
times in the 2007 waiting time survey*.

Factors associated with long waiting times*

Suggested actions to reduce waiting times
due to this associated factor are:*
·

High workload (staff are over worked)

Batching (patients arrive in large batches especially early in the
morning)

A lack of efficiency (staff members are at the services point but are
busy with something else other than attending to patients while
they are waiting)

A mismatch (when patients are available to be attended to but staff
members have not arrived at the service point yet).

By providing more staff

·
By shifting staff from clinics with a low
workload.
· By giving appointments for quieter times and
quieter days in the week
· By encouraging patients to come at less busy
times in the day.
·

Make attending to patients the number one priority

· Do other activities when there are no patients
waiting.
·

Encouraging patients to arrive later in the day

·

By staggering staff shifts

·

Meetings could be held at quiet times

· Breaks should be taken at quiet times whenever
possible.
A logistical problem (when staff are available to attend to patients
and patients are waiting to be seen but due the lack of equipment
or available rooms they are unable to attend to patients).

· Ensure that appropriate equipment and rooms are
available.

Flow problems (staff are available to see patients while patients are
delayed at some other service point).

· Reallocate staff to temporarily help at the prior
service point to allow a few patients to rapidly flow
through to them.

Queuing problems (when patients do not queue in the correct order
and staff are not attending to patients in the order that they arrive at
the service point - excluding fast-tracking)

High service time (inappropriately high service time).

·

Provide a system for patients to queue in order

· Encourage staff to ensure that patients are
attended to in the order that they arrive at the service
point (excluding fast-tracking).
·

The appropriate service time should be provided.

*Table adapted with permission from Reagon and Igumbor (2010).8

Although all clinic managers were encouraged to attend an oral presentation of the WT study
results for their clinic and should have received a written report, this may not have occurred
due to logistical and communication difficulties. The implementation of recommended actions
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to reduce waiting times and the timelines for doing so were left to the discretion of individual
clinic managers. Although clinic managers and staff were encouraged to reduce patients’
waiting times, senior management did not expect them to prepare a formal implementation
plan, and no monitoring was conducted. It is therefore unclear if all clinic managers and staff
received individual clinic reports; whether they thought that the recommendations in the report
to reduce waiting times based on the 2007 waiting time survey were appropriate; and, whether
they implemented any actions to reduce waiting times. Disagreement with the
recommendations may have resulted in them being implemented partially or not at all, and
other unknown constraints may have impacted on implementation.

The aim of this study was to assess the effect of a waiting time survey on reducing subsequent
waiting times in primary care clinics in Cape Town, South Africa. The objectives were to
remeasure the waiting times 4 years after the first survey, assess the perceptions of clinic
managers regarding the appropriateness of the 2007 recommendations to reduce waiting times
and, to appraise to what extent the interventions recommended to reduce waiting times were
implemented. Clinic managers’ views on an acceptable level of time for patients to wait at their
clinics’ were also determined.

Methods
A cross-sectional analytical and a before and after study design were utilised. Through a selfadministered questionnaire, the cross-sectional study assessed the perceptions of clinic
managers regarding the 2007 recommendations to reduce waiting times, noted any actions they
took to reduce waiting times and assessed their views on what an acceptable waiting time is for
patients. The study population for this component included all clinic managers.
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The before and after study measured the current (2011) waiting times of patients at the clinics
on an average day in the week and assessed the effect of any interventions undertaken to
reduce waiting times. It also assessed if any changes in staffing, service provision and patient
attendance occurred since 2007, by comparing the relevant data collected in the 2007 and
2011surveys.

Sampling
All clinic managers in Cape Town were included in the sample for the cross-sectional study.
The before and after study stratified the clinics, based on their routinely reported monthly
attendance, into small (<100 patients per day), medium (100-300 patients) and large (>300)
clinics, and one of each category was randomly selected from each of the 8 sub-districts in the
city. Thus 24 clinics were included in the sample from a total of 66 clinics. As was done in the
2007 survey, the 2011 survey was conducted over one working day in the week. All patients
arriving at the clinic on that day were included in the sample.

Data Collection
The self-administered questionnaire for clinic managers firstly enquired about clinic manager’s
knowledge of suggestions and recommendations made as a result of the previous waiting time
survey and whether the clinic manager considered the recommendations from the previous
survey to be appropriate or not, followed by an enquiry about the extent attempts were made to
implement those recommendations. Finally, managers’ perceptions of a reasonable waiting
time were probed.

The survey of waiting times in 2011 was done in exactly the same manner and day of the week
as in 2007, allowing one to validly assess the change in waiting times. Wednesday was selected
in 2007 as it is known to have an average attendance, and all services available at the clinics
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are provided. As in the 2007 survey, attention was given to conducting the survey during a 5
day normal working week (no public holidays during that week), during which no special
activities were taking place and during which normal staffing levels were expected.

A timesheet was used to track the movements of patients within the clinic as they progressed
from one service point to another which enabled calculation of patients’ waiting time.
This anonymised timesheet tracked the times that services were rendered to each patient. The
start and end time of each service was recorded by the staff member who attended to the
patient. The start and end time of the service rendered by the reception staff and the patient’s
arrival at and departure times from the clinic were recorded by a fieldworker. This enabled the
calculation of the duration of service time and waiting time.

Data analysis
Univariate analysis of the clinic managers’ self-administered questionnaire was conducted.
Proportions and 95% confidence intervals for categorical data and medians with inter-quartile
ranges for right skewed numerical data such as waiting times were calculated.

Differences between the 2007 and 2011 median waiting times for all the clinics combined and
for each individual clinic with 95% confidence intervals were calculated. Individual clinic
differences were classified in 2 ways. In the first classification they were stratified into two
categories, namely: clinics with a decrease of 15 minutes in median WT below that of its 2007
level; or clinics with any of the 3 outcomes of unchanged median WT, increased median WT
and less than 15 minute decrease in median WT. In the second classification they were again
stratified into two categories, namely: those with a decrease in median WT of 25% below that
of its 2007 level; or clinics with any of the 3 outcomes of unchanged median WT, increased
median WT and less than 25% decrease in median WT. A difference of 15 minutes or 25% of
57

baseline in WT was thought to be a substantial shift in waiting times and hence was deemed as
clinically significant.

Bivariate analysis was conducted by comparing various independent variables with the two
outcomes of 1) ‘actions to reduce waiting times were implemented at a clinic’ and 2) ‘waiting
time decrease of either 15 minutes or 25% of previous (2007) waiting time’. Prevalence ratios
and 95% confidence intervals were calculated in the bivariate analysis.

Validity
The validity of the waiting time assessment was assured through measuring and correcting
actual waiting and service times. Written explanation of what was expected as well as
instructions to avoid misunderstanding the questions strengthened the validity of the facility
manager questionnaire. The anonymity of the questionnaire enabled the provision of honest
responses.

Senior managers not included in the study completed the questionnaire and queries,
suggestions and recommendations provided by them were used to clarify and improve it. A
pilot study then was conducted at a clinic not included in the sample, to test and improve the
quality of the questionnaire and timesheets.

Results
The response rate for the clinic manager cross-sectional study was 92% (60/65). Although in
the 2011 before and after study 24 clinics had their WT measured, the findings could only be
compared with 22 clinics because one of the clinics assessed in 2011 was not included in the
2007 WT study and one clinic had changed dramatically since 2007 with its staff having tripled
in number.
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Table 2 shows the findings of factors used to measure the clinic managers’ relevant
qualifications; training and management experience; their perceptions of recommendations
from the 2007 WT study; interventions they planned to implement; their perceptions of factors
associated with long waiting times currently operative at their clinics; and, perceptions about
the length of their current waiting times.
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Table 2: Clinic managers’ profiles, perceptions on the 2007 WT survey, actions taken to
reduce waiting times and perceptions on factors associated with long waiting times.
Variable Description

Variable Strata

Undergraduate Qualification

Had Undergraduate qualification

Postgraduate Qualification
Training in Management
Training in Health Information
Years of clinic management experience
Responses by clinic managers to questions
posed on various aspects of the 2007 Waiting
Time survey and their consequent actions

Had Postgraduate qualification
Received Management Training
Received Health Information Training
5 years and more
were aware of previous WTS
were involved in previous WTS
received the previous WTS results verbally
received written results of the previous WTS
found the previous WTS results to be valid
discussed the results of the previous WTS with
clinic staff.

Sample Size Number and
(n)‡
Percentage

90.1 - 96.5

60
58
59
55
37

22 (36.7%)
46 (76.7%)
32 (53.3%)
35 (59.3%)
60 (100%)
50 (86.2%)
42 (71.2%)
34 (61.8%)
34 (91.9%)

30.4 - 43.0
71.2 - 82.2
46.9 - 59.7
52.9 - 65.7
100 - 100
81.7 - 90.7
65.3 - 77.1
55.2 - 68.4
87.4 - 96.4

39

39 (100%)

100 - 100

39 (97.5%)

95.0 - 100

discussed the suggested recommendations of
the previous WTS with staff

40

agreed with any of the suggested general
recommendations

24

planned to implement any actions to reduce
patient waiting time

40

implemented any planned actions to reduce
patient waiting time

60

implemented actions to reduce waiting times that
are still in place

34

Clinic managers perceptions on the
appropriateness of the specific
recommendations provided in 2007 to try and
minimise/remove the listed factors associated
with long waiting times *

lack of efficiency
Mismatching
High Workload
Batching
Patient flow problems
Logistical problems
Queuing problems
High service times

53
52
55
54
55
55
54
51

Type of interventions planned to address

Mismatching
Batching
Patient flow problems
Queuing problems

Clinic managers perceptions on the probable
Lack of efficiency
immediate factors associated with long waiting Mismatch
times operative at any or all City Health
High workload
clinics *
Batching
Patient flow problems
Logistical problems
Queuing problems
High service time
Clinic managers perceptions on the actions
Introduce an appointments system, improve
likely to counter long waiting times at any or all queuing system and ensuring continuity
City Health clinics
Increase staffing capacity
Address inequitable workload distribution
Improve staff motivation, training and discipline
Other actions
Clinic managers perceptions on the probable
lack of efficiency
immediate factors associated with long waiting Mismatching
§
times operative at their own clinic in 2011
High Workload
Batching
Patient flow problems
Logistical problems
Queuing problems

29

53

51

29

High service times
Clinic managers on whether WT at their clinics
too long
are too long or not.

95% CI

56 (93.3%)

60
59
60
60
59
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20 (83.3%)
38 (95%)

91.6 - 98.4

35 (58.3%)

51.9 - 64.7

29 (85.3%)

79.2 - 91.4

47 (88.7%)
40 (76.9%)
49 (89.0%)
47 (87%)
50 (90.9%)
45 (81.8%)
48 (88.9%)
46 (90.2%)

84.4 - 93.0
71.1 - 82.7
84.8 - 93.2
82.4 - 91.6
87.0 - 94.8
76.6 - 87.0
84.6 - 93.2
86.0 - 94.4

6 (20.7%)

13.2 - 28.2

8 (27.6%)
10 (34.5%)
5 (17.2%)

19.3 - 35.9
25.7 - 43.3
10.2 - 24.2

18 (34.0%)

27.5 - 40.5

6 (11.3%)
35 (66.0%)
18 (34.0%)
5 (9.4%)
4 (7.5%)
2 (3.8%)
5 (9.4%)

7.0 - 15.7
59.5 - 72.5
27.5 - 40.5
5.4 - 13.4
3.9 - 11.2
1.2 - 6.4
5.4 - 13.4

6 (11.8%)

7.3 - 16.3

20 (39.2%)
10 (19.6%)
18 (35.3%)
8 (15.7%)

32.4 - 46.0
14.0 - 25.2
28.6 - 42.0
10.6 - 20.8

5 (17.2%)
1 (3.4%)
15 (51.7%)
12 (41.4%)
0 (0%)
4 (13.8%)
1 (3.4%)

10.2 - 24.2
0.0 - 6.8
42.4 - 61.0
32.3 - 50.5
0.0 - 0.0
7.4 - 20.2
0.0 - 6.8

1 (3.4%)

0.0 - 6.8

32 (59.3%)

52.6 - 66.0

* The recommendations for each of the listed factors are shown in Table1
‡ The n value varies for several variables since not all the respondents answered all the questions, while some variables are follow-on ones which
only apply to a sub-group of respondents and even for those not all the eligible respondents answered the questions.
§ Adds up to more than 100% as more than one answer was permissible.
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Clinic profiles with regard to numbers of staff members, numbers of patients seen, the number
of patients seen per staff member, the clinic managers’ perceptions of a reasonable waiting
time and the median WT for 2011 and 2007, together with differences between the 2007 and
2011 survey, are given in Table 3. Patient numbers seen at the clinics per day had increased in
2011, but so had staff numbers, resulting in only a slight decrease in patients seen per
equivalent staff member per day (a decrease of 0.8 patients per staff member per day) in 2011.
Within this minimally changed environment the WT decreased by a statistically significant 21
minutes in 2011, which represents a 28% decrease on the 2007 WT.

Table 3: Comparing clinics profiles between 2007 and 2011.
Variable Description
Number of equivalent staff per clinic
Number of patients attending per day per
clinic
Number of patients attending per day per
equivalent staff member.
Waiting Times in minutes
Facility managers perceptions of an
acceptable duration of WT for a visit to the
clinic.

Year

Median

Inter quartile
range

2011
2007
2011
2007
2011
2007
2011
2007

19.0
16.6
255
233
13.1
13.9
55
76

10.8 - 24.6
9.6 - 26.0
184 - 386
146 - 327
13 - 15
11 - 17
28 - 114
37 - 125

2011

70

45 - 120

Median
difference
(% difference)

95% CI for
Median
difference

2.4
(15%)

(0.47 - 4.35)

22.5
(10%)
-0.8
(-6%)
-21
(-28%)

(8.84 - 36.16)
(-2.39 - 0.67)
(-30.23 - -11.77)

Although an overall decrease in waiting times of all clinics combined in Cape Town between
2007 and 2011 was observed, this varied between clinics with most decreasing their waiting
times, some remaining unchanged and some increasing their waiting times. Fifty five percent
(12/22) of clinics decreased their median waiting times by 15 minutes or more in 2011 and half
(11/22) decreased their baseline 2007 waiting time by 25% or more.

Clinic managers’ responses to the questionnaire were compared for two outcomes in Table 4:
their implementation of recommended suggestions from the 2007 survey to decrease WTs; and
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decreases in WT of 15 minutes or more and/or decreases in WT by 25% or more.. Only two
factors were statistically significantly associated with implementation of interventions
suggested from the baseline survey: receipt of written reports of the previous survey (PR=2.67;
95% CI: 1.33-5.40) and managers with more than five years management experience (PR=2.3;
95% CI: 1.28-4.19). No specific factor was associated with a decrease in WT.
Table 4: Association between clinic managers' responses to the 2007 WTS and
implementation of recommended suggestions and reduction in waiting times between
2007 and 2011.

Variable Description

Variable
Category

Clinic managers who implemented any
planned actions to reduce WT

Yes

No

Prevalence
Ratio

95% CI

1.16

0.56 - 2.41

1.88

0.96 - 3.72

2.67*

1.33 - 5.40

1.14

0.50 - 2.60

2011 Median WT decrease by 15 min
and more OR by 25% or more of 2007
median WT
Yes

No

7

8

2

1

6

6

3

3

4

5

4

1

6

5

0

0

Clinic managers who were involved in
previous WTS

Yes

29

21

No

4

4

Clinic managers who received the
previous WTS results verbally

Yes

28

14

No

6

11

Clinic managers who received written
results of the previous WTS

Yes

26

8

No

6

15

Clinic managers who found the
previous WTS results to be valid

Yes

26

8

No

2

1

Clinic managers who discussed the
suggested recommendations of the
previous WTS with staff

Yes

14

2

5

3

No

0

1

0

0

Clinic managers who agreed with any
of the suggested general
recommendation

Yes

18

2

4

1

No

1

2

1

0

Clinic managers who planned to
implement any actions to reduce
patient waiting time

Yes

27

4

5

5

No

0

0

5

5

Clinic managers who have 5 years and
more Clinic management experience

Yes

27

8

5

3

No

8

16

4

5

Clinic managers who implemented any
planned actions to reduce WT

5

3

4

5

Clinic implemented actions to reduce
WT are still in place

5

3

4

5

5

4

3

3

Clinic managers who thought WT at
the clinic was too long

Yes

17

15

No

16

6

2.7

2.3*

0.73

0.54 - 13.46

1.28 - 4.19

0.48 - 1.10

Prevalence
Ratio

95% CI

0.7

0.27 - 1.83

1

0.37 - 2.66

0.5

0.24 - 1.30

0.8

0.51 - 1.24

1

1.4

0.57 - 3.50

1

0.40 - 2.53

1

0.20 - 5.00

1.1

0.41 - 2.99

* Indicates a statistically significant association with the 95% CI not crossing the unitary value.
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Discussion
It was gratifying that the overall waiting times for the sample of clinics in Cape Town had
decreased by 21 minutes between 2007 and 2011, a 28% reduction on the 2007 waiting times.
Given that similar conditions pertained in 2007 and 2011, this was a real reduction, rather than
just an artefact of changed staffing and attendance circumstances at clinics. Waiting times had
similarly reduced at most (55%) individual clinics by at least 15 minutes. The results are
remarkable as there was doubt that any actions to reduce WT had been implemented. This
degree of improvement bodes well, as despite interventions not addressing all the major causes
of long waiting times, significant decreases in WT were found. Although clinic managers may
not have implemented all the relevant interventions, the few interventions they did implement
were effective in more than half the clinics. Published literature demonstrates that
implementation of interventions, such as encouraging some patients (for example those
attending for immunisation services) to make and attend clinics via appointments can have a
snowball effect on the reduction of waiting times of the rest of the patients.9, 10 Implementation
of additional focused proven interventions, such as appointment systems, may therefore
decrease WTs further.9

However, implementation of further interventions to reduce waiting times may not be realised
as current overall median waiting times (55 minutes) are lower than that which the managers
feel are acceptable (70 minutes). They may believe they have “done enough” and that further
actions to reduce WT is not a priority. Alternatively responses to questions regarding
acceptable waiting times may have been artificially inflated, as managers believed actual
waiting times were longer than were found. Although some low waiting times may be due to
the Hawthorne effect with staff improving their efficiency and, in turn patient waiting time
being reduced on the day of the survey, due to the fact that they were being monitored,2 this
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would have been the case for both surveys. Consequently it does not explain the decrease in
waiting times between 2007 and 2011, making it more likely that these are real decreases.

The results show that clinics which implemented actions to reduce waiting times were not more
likely to decrease median waiting times, than those clinics who reported that they had not
implemented any actions to reduce waiting times. It is unclear why some clinics who reported
no actions to reduce waiting times, had reduced median waiting times. This may be due to
misclassification as interventions could have been implemented but not reported. Additionally
staff may have become more aware of long waits patients’ experience and the culture of the
organisation may have changed to become more patient centred. This changed milieu may
have promoted a decrease in waiting times. Alternatively it might be that although the clinic
had not formally instituted any actions, some staff members may have on their own initiative
effected changes at their service points, which resulted in a reduction in waiting times. This
result of any intervention implemented having no effect on waiting times is also likely to be
due to the coarse metric measured and future studies should measure specific interventions and
how they were implemented, rather than simply measuring the implementation of any
intervention. Most managers (86%) had been involved in the 2007 WTS in some way. All were
aware of the waiting time survey and most had received either written (62%) or verbal (71%)
reports on the survey. This indicates that clinic managers certainly received advice on how to
implement relevant actions to reduce waiting times. Since 40% of them did not implement any
actions to reduce waiting times, this may suggest that some managers may find that
implementing the relevant actions and monitoring them, is a difficult task to initiate and
sustain. This was reported in the literature, where a US Michigan waiting time improvement
project concluded that implementing actions to reduce WT requires motivated staff and the cooperation of most (clinical and non-clinical) staff members, which may be a difficult
environment to create in a healthcare setting.11 Clinic managers who did not implement actions
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to reduce waiting times may require more than just knowledge and experience, and additional
self-motivation, staff motivation and leadership skills are probably required to implement and
monitor such changes.

Although clinic managers agreed that the findings of the 2007 survey were valid and
recommendations were appropriate, these may be the consequence of them having no baseline
to compare the 2007 WT results with. Additionally they may lack the research skills required
for assessing the veracity of the researchers’ conclusions and recommendations. Almost two
thirds of the managers had planned to and did take action to reduce waiting times. This
confirms they found the recommendations appropriate. This implies that even though they were
not given instruction, managers do act on relevant information available to them to improve
health service provision. This finding was echoed in a 1992 Zimbabwean study that described
the use of a simple client flow analysis to assess patient waiting times by clinic managers and
staff, and how this information was then used by clinic staff to reduce patient waiting times.12
Similarly another study described how staff in a clinic in Senegal in 1999 and staff in a district
hospital in Malawi in 1996 acted on relevant information to reduce waiting times.13 From a
senior management perspective such initiative is encouraging and is an opportunity to assist
clinic managers. The establishment of a discussion platform aimed at developing
comprehensive easy-to-use strategies with minimal impact on routine staff tasks that are
proven to reduce waiting times, may serve to disseminate evidence-based good practice.

Two factors were associated with implementing actions to reduce WT. They are – ‘clinic
managers who received a written report’ and those who had ‘5 or more years of experience as a
clinic manager’. Knowledge of the presence of long waits at clinics and causes of these long
waits are probably a necessary spur to action, and in some cases this was sufficient to result in
actions to reduce WT. These factors do not fully explain the implementation of initiatives, and
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may suggest that some additional motivators are required to both initiate and sustain action to
reduce WT. Conducting a WTS on an ad-hoc basis may not be enough of an incentive for staff
to sustain interventions to reduce WT. Fortunately the South African ‘national core standards’
(NCS), which have been recently implemented, requires clinic staff to conduct a
WTSregularly.14 The current WTS, or some simpler variant of it such as measuring the total
time spent by patients at a clinic (obtained by measuring only the arrival time and departure
times of patients), as a proxy for waiting times, if routinely regularly repeated, may encourage
staff to sustain interventions in order to achieve ongoing reductions in waiting times.

The fact that the response rate for the clinic manager cross-sectional study was 92% (60/65)
and only 22 of the 24 clinics was be compared in the 2011 before and after study could be
viewed as limitations of the study.

Conclusion
This study demonstrates that waiting times at primary care services in the public sector can be
reduced and points to the value of measuring waiting times as a service quality improvement
strategy. This waiting time survey conducted in Cape Town in 2011 demonstrated a reduction
of 21 minutes (a 28% reduction) in waiting time from 2007 in clinics overall, although the
specific factors contributing to the decrease in waiting time were not elucidated. Most (55%)
individual clinics reduced their waiting times by 15 minutes or more in 2011 compared to
2007. The WT strategy had credibility amongst managers who believed the 2007 findings were
valid, the recommendations to reduce WT were appropriate, and most managers took and
sustained action to reduce waiting times. Management experience and the written
communication with managers were the only factors found to be associated with reported
actions to reduce WT. Despite the decreases in waiting times between 2011 and 2007 there is,
however, pessimism about further decreases in waiting times, as the current median waiting
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times at clinics are now already lower than that deemed to be acceptable by the clinic
managers.

Recommendations
It is beneficial to provide timeous reports of waiting times surveys that highlight the
recommendations that address the commonest causes of long waiting times, to individual
facility managers.

Rapid assessments, such as measuring the total time spent by patients at a clinic (a proxy for
waiting times obtained by measuring only the arrival time and departure times of patients),
could be regularly conducted to monitor waiting times. Repeat detailed waiting time surveys
could then be conducted in clinics that show static or increasing waiting times.

Further research to assess the effect of specific actions taken to reduce waiting times may
elucidate the measures that have most impact on waiting times in busy public primary care
service settings.
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The editors reserve the right to make amendments to papers accepted for
publication although, whenever possible, they will seek the authors’
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centigrade for temperature and haemoglobin in grammes per decilitre
(g/dl). References for original long articles should not exceed 25 while
short articles and letters to the editor should have a maximum of 5
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General format:
Title should be concise and informative. Unless necessary, the title should
not contain abbreviations and formulae. Manuscripts for original papers
should have the following subheadings or sections: Title, Abstract,
Introduction, Methods, Results, Discussion, Acknowledgements and
References.
Sections of the manuscript
Title page should bear the full title, short running title and five key words
for indexing. The names of authors should include the surname and initials
of each author, plus their main departmental and institutional affiliation as
well as country. Corresponding author should be indicated with their fax
number, telephone and e-mail address.
Abstract: Manuscripts should have a structured abstract of not more than
300 words consisting of the following subheadings (1) Objective: The
background and purpose of the study (2) Methods: the study design,
setting, participants (including manner of sample selection, number and
sex of participants) and interventions (3) Results: details of major findings
and (4) Conclusion(s): main inferences drawn from the results and
potential application of findings. Reference citations should be avoided.
Introduction: This section should acquaint the reader with the background
of the study and should contain a clear statement of the goals of the
investigation or the hypotheses that the study was designed to test. This
section should end with a very brief statement of what is being reported in
the paper.
Methods: This should include the design of the study, the setting, the type
of participants or materials involved, sample size (where appropriate),
instrument(s) used (e.g. questionnaire), a clear description of all
interventions and comparisons (where appropriate), ethical issues, and the
type of statistical analysis done including software used. The methods
should be described in sufficient detail to allow the reader to judge their
accuracy, reproducibility, and reliability.
Results: The data should be described succinctly but completely in text
without redundancy between figures and tables or discrepancy between
text and tables. When data are summarized in the results section, give
numeric results not only as derivatives (e.g. percentages) but also the
absolute numbers from which these were calculated. Graphic and tabular
displays are preferred to discursive narrative (except for qualitative data).
Sufficient data must be provided to allow the reader to judge their
variability and reliability of the results. Average values must be
accompanied by standard errors or standard deviations (SD); for example:
mean age (SD) = 25.5 (±0.5). Statistical analyses of the data should be
described clearly so that the interested but non-expert reader can interpret
the findings. For quantitative data, appropriate indicators of uncertainty
(such as confidence intervals) should be presented, and reliance solely on
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statistical hypotheses testing, such as P values should be avoided where
possible. If P values are used these should be accompanied by degrees of
freedom (e.g. ,χ 2 =16, df=4, p= 0.02; t=3.5, df = 3, p=0.05). Authors are
strongly advised to refer to the following best practices research
guidelines:i. CONSORT for reports of randomized trials available from
http://www.consort-statement.org/,
ii. STROBE for reports from observational studies in epidemiology
(http://www.strobe-statement.org)
iii. TREND for reports of non-randomized evaluations of intervention
(http://www.trend-statement.org/asp/trend.asp)
iv. QUOROM for systematic reviews and meta-analysis (http://www.strobestatement.org/Evidence/evidence.html#quorom)
Discussion: The discussion of findings and their interpretation should be
brief and focused. Alternative interpretations and/or limitations in the
procedures should be explained. Avoid repetition of material in the
introduction and detailed repetition of the findings. Speculative discussion
should be limited and directly relevant to the results obtained. Conclusions
made should be directly borne out of the study findings.
Acknowledgements: Please acknowledge any person who contributed
towards the study by making substantial contributions to conception,
design, acquisition of data, or analysis and interpretation of data, or who
was involved in drafting the manuscript or revising it critically for important
intellectual content, but does not meet the criteria for authorship. Please
acknowledge also any person who contributed materials essential for the
study. Authors should obtain permission to acknowledge from all those
mentioned in the acknowledgement. Please list the sources of funding for
the project in the acknowledgements section.
References. EAJPH uses a variant of the Vancouver style. All references
must be numbered consecutively, in brackets, in the order in which they
are cited in the paper. Please each reference must have an individual
reference number. Avoid excessive referencing. If automatic numbering
systems are used, the reference numbers must be finalized and the
bibliography must be fully formatted before submission.
Only articles and abstracts that have been published or are in press, or are
available through public e-print/preprint servers, may be cited; unpublished
abstracts, unpublished data and personal communications should not be
included in the reference list, but may be included in the text.
Notes/footnotes are not permitted. Obtaining permission to quote personal
communications and unpublished data from the cited authors(s) is the
responsibility of the authors. Authors are also responsible for the accuracy
of the references. Journal abbreviations follow Index Medicus/Medline.
Citations in the reference list should give the names and initials of all
authors unless there are more than six when only the first three should be
given followed by et al.
73

Examples of the East African Journal of Public Health reference style are
given below:
Journal article
1. Kisamvu JB, Karanga JL, Motto SF, et al. Malaria treatment failure rates
in underfive children. East Afr Med J 2003;73:332-335.
Articles within a journal supplement
2. Mwenge CB, Karanga JL, Motto SF, et al. Antifungal treatment failure
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PhD thesis
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Ethics. The East African Journal of Public Health complies with the Forum
for African Medical Editors (FAME ) guidelines and with the ethical
principles, including the provisions of the World Medical Association
Declaration of Helsinki (as amended by the 52nd General Assembly,
Edinburgh, Scotland, October 2000; see
http://www.healthscience.net/resources/declaration-of-helsinki/) and the
additional requirements, if any, of the country in which the research was
carried out. Manuscripts submitted to the East African Journal of Public
Health for publication must contain a clear statement specifying that the
free and informed consent of subjects or their legal guardians was
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obtained and that the relevant institutional or national ethical committee or
board approved the investigation.
Tables: Each table should be typewritten on a separate page and should
be numbered consecutively using Arabic numerals. Each table must have
a concise descriptive heading, and table format should be constructed as
simply as possible. Avoid vertical lines i.e. use only tabs and text typed
directly in the word processing document rather than boxes or other
formatting functions. Tables must be intelligible without reference to the
text. Footnotes to tables should be referred to by italicized lowercase
superscript letters (a,b,c, d etc) and should appear beneath the table
involved, not on a separate page of the manuscript. Please do not use any
functions or tools that format footnotes, but rather set footnotes in plain
type below the table.
Figures captions: These should be numbered consecutively in Arabic
numerals and should appear on a separate page of the manuscript.
Captions should explain the figures in sufficient detail so that repeated
reference to the text is unnecessary. Abbreviations in the captions should
conform to those in the text.
Figures: One set of graphs and diagrams must be submitted as original
laser (not inkjet) prints, with the figure number and the author’s name
indicated on the front of each print (at the top of the print, above the
material to be reproduced). Photocopies of all figures must accompany
each of the four copies of the manuscript submitted and should be
embedded within the word processing file at the end of the manuscript. In
addition, provide on a diskette a separate computer file for each figure in
the format that figure was originally designed in (e.g., .xls for Excel file).
Figures should be black and white only. Authors will be charged a fee for
the use of colour. Note that as gray or colour figures result in files too large
to fit on a standard diskette, the editor-in-chief will contact the
corresponding author to email these figures during the production of an
accepted article. The title of each figure should appear in the caption
rather than on the figure itself. Line drawings and graphs should be
professionally drawn and lettered; freehand or typewritten lettering is not
acceptable.
Manuscript submission. Authors are advised to submit their manuscripts
electronically and where such electronic services are not available,
manuscripts should be submitted in triplicate and authors are advised to
keep copies. PDF files are not acceptable. Each manuscript should be
accompanied by a cover letter which should contain the following: (i) the
name, address, email address, and telephone/fax numbers of the
corresponding author (ii) statement that the paper contains original
material, not submitted, in press, or published elsewhere in any form; (iii) a
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manuscripts and, if so, how the current submission differs from the others
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author has contributed significantly to the work and agrees to the
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submission; (v) a note describing any conflict of interest regarding the
paper or statement that no conflict exists; (6) an explanation of the
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Appendix 2: List of Acronyms and Abbreviations
CI
IQR
PHC
WT
WTS

Confidence Interval
Inter Quartile Range
Primary Health care
Waiting Time
Waiting Time Survey
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Appendix 3: Clinic manager questionnaire
CLINIC MANAGER QUESTIONNAIRE
CLINIC NAME:
SECTION A
1
How long have you been working for the City of Cape Town - City Health?
No. of years
2
How long have you been managing facilities?
No. of years
3
How long have you been managing this facility?
No. of years
4
Do you have an undergraduate
If yes, specify
No
qualification?
5
Do you have a post graduate
If yes, specify
No
qualification?
6
Have you had any management
If yes, specify
No
training?
7
Have you had any health
If yes, specify
No
information systems training?
8
Are you aware of a waiting time survey (WTS) having been conducted in the City Health
Yes
No
clinics?
9
Were you involved in the WTS in any way?
Yes
No
At the facility you are currently located at
At any other facility
10
Were the results of the waiting time survey (WTS) conducted in 2007 presented (verbally) to
Yes
No
you?
At the facility you are currently located at
At any other facility
11
Did you receive a written report of the results of the 2007 WTS?
Yes
No
At the facility you are currently located at
At any other facility
12
Did you think the results were
If yes, why do you think they were
If no, why do you think they were not
valid?
valid?
valid?
At the facility you are currently
located at
At any other facility

13

14

15

Did you discuss the results with the clinic staff?
At the facility you are currently located at
At any other facility
Did you discuss the suggested recommendations with the clinic staff?
At the facility you are currently located at
At any other facility
Did you agree with any of the
If yes, which general recommendation?
suggested general
recommendations?
At the facility you are currently
located at

Yes

No

Yes

No
No

At any other facility

16

Did you disagree with any of the
suggested general
recommendations?
At the facility you are currently
located at

If yes, which general recommendation?

No

At any other facility

17

Did you plan to implement any
actions to reduce waiting times?
At the facility you are currently

If yes, which action/s did you plan
to implement?

If no, what prevented you from
planning to reduce waiting times?
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located at
At any other facility

18

Did you implement any of the
planned actions (if yes, to 17)?
At the facility you are currently
located at

If yes, which action/s did you
implement?

If no, what prevented you from
implementing the planned action?

If all

If none, explain?

At any other facility

19

Are the implementations still in
place (if yes, to 18)?
At the facility you are currently
located at

If some, which ones?

At any other facility

20

What do you think causes long
waiting times at clinics in City of
Cape Town - City Health

21

How do you think those causes
can be countered to reduce
waiting times?

22

Independent of the results and
recommendations of the 2007 WTS
did you implement any actions to
reduce waiting times?
At the facility you are currently
located at

If yes, what actions?

No

At any other facility
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SECTION B
During the 2007 WT survey the following causes of long waiting times were uncovered. Do you think that the
general recommendations provided to try and minimise/remove the effect of these causes: (a) are appropriate in
general and /or (b) are appropriate for your current clinic?
Reasons for long
waiting times

Suggested actions to reduce waiting
times due to this cause are:

A

High workload (staff
are over worked)




By providing more staff
By shifting staff from facilities
with a low workload.

Agree
(Yes)

If Disagree (No), specify

B

Batching (patients
arrive in large
batches especially
early in the morning)



By giving appointments for
quieter times and quieter days
in the week
By encouraging patients to
come at less busy times in the
day.

Agree
(Yes)

If Disagree (No), specify

A lack of efficiency
(staff members are at
the services point but
are busy with
something else other
than attending to
patients while they
are waiting)



Make attending to patients the
number one priority
Do other activities when there
are no patients waiting.

Agree
(Yes)

If Disagree (No), specify

A mismatch (when
patients are available
to be attended to but
staff members have
not arrived at the
service point yet).



Agree
(Yes)

If Disagree (No), specify

E

A logistical problem
(when staff are
available to attend to
patients and patients
are waiting to be
seen but due the lack
of equipment or
available rooms they
are unable to attend
to patients).



Encouraging patients to arrive
later in the day
By staggering staff shifts
Meetings could be held at
quiet times
Breaks should be taken at
quiet times whenever
possible.
Ensure that appropriate
equipment and rooms are
available.

Agree
(Yes)

If Disagree (No), specify

F

Flow problems (staff
are available to see
patients while
patients are delayed
at some other service
point).



Reallocate staff to temporarily
help at the prior service point
to allow a few patients to
rapidly flow through to them.

Agree
(Yes)

If Disagree (No), specify

G

Queuing problems
(when patients do not
queue in the correct
order and staff are
not attending to
patients in the order
that they arrive at the
service point excluding fasttracking)



Provide a system for patients
to queue in order
Encourage staff to ensure that
patients are attended to in the
order that they arrive at the
service point (excluding fasttracking).

Agree
(Yes)

If Disagree (No), specify

C

D
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H

High service time
(inappropriately high
service time).

SECTION C
1
How long do you
think the average
waiting time at this
facility is?
2

Do you think that
the average waiting
times at this facility
is too long?

The appropriate service time should be
provided.

Agree
(Yes)

If Disagree (No), specify

No. of minutes

If yes, why do you think the average
waiting time are too long?

If no, why do you think the average waiting time is
not too long?
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Appendix 4: Timesheet
Patients
Waiting and Service Time Survey
Facility name:

Date:

Number:

Arrival Time

Service Section

Staff Code

Time In

Time Out

Reception
TB DOTS
Triage
Oral Rehydration Room
Consulting Room PN
HIV Pre-Counselling
HIV-Post Counselling
Sexual Reproduction
Room
Dietician
Consulting Room Doctor
Family Planning
Pharmacy
ARV Preperation Room
Emergency
Other Services 1
Other Services 2

Departure Time

Comments:
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Appendix 5: Consent form for clinic managers
Assessment of whether routinely conducting waiting time surveys result in
reduction of waiting times if they were high to begin with.
Consent Form for Participants

 I am an employee at the City of Cape Town (City Health) and I am doing a

study understand the (successful or unsuccessful) attempts made to implement
the recommendations made to reduce waiting times (based on the 2007 waiting
time survey results).



The purpose of the study is to find out whether routinely conducting waiting time
surveys result in reduction of waiting times if they were high to begin with.



I would like to invite you to participate in the study and complete the
questionnaire attached. The questionnaire asks for some information about
yourself and your involvement in the implement the recommendations made to
reduce waiting times.



You do not have to answer any questions that make you uncomfortable and
can also withdraw from the study at any time without any consequences.



You should not feel compelled to participate and your decision to participate
will, in no manner, affect employment at the City of Cape Town (City Health).



However, I would like to encourage you to consider participating as the study
may benefit the quality of health care provided in the facilities. If you do agree
to participate, please be as truthful as possible when answering the questions.
.

CONSENT






I hereby give my consent to participate in this study.
I understand I am taking part freely without being coerced into doing so.
I am aware that my answers and opinions will remain confidential.
I understand that I can withdraw from the study at any time without any
consequences.
By completing this questionnaire I confirm that I am willing to participate in this
study.

………………………………..
Signature of participant

Date: ………………………

If there are any questions arising from your participation you may contact
me :
Johann Daniels, email : johann.daniels@capetown.gov.za or : 021-400-2981
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Appendix 6: Consent form for patients
WAITING TIME SURVEY
Dear Patient
We are conducting a survey to assess how long patients wait at City of Cape Town clinics. We request
your assistance on the understanding that the objective of this exercise is to improve services for you
the patient. If you are willing to participate, then we will ask you a few questions and then ask you to
hold on to a form while you are in the clinic. We will not ask you for your name or for any personal
information. Whenever you are attended to by a member of staff, hand in the form to them and they will
record the time of service on it and then return it to you. Once you have finished for the day, please
return the form to us as you leave the clinic. If you do not wish to participate that is fine and it will not
affect the services which you receive here at this clinic. Also if you wish to withdraw from this survey
at any point, then you are free to do so without having to explain to us your decision to withdraw. We
thank you for your assistance.
Could you please verbally confirm whether you are willing to participate in this survey, or not.

UKUBALWA KWEXESHA LOKULINDA
Sigulana esithandekayo
Siqhuba ubalo-xesha ukuze sijonge ukuba izigulana zilinda ixesha elingakanani kwiikliniki
zeSixeko seNtsona Koloni. Sicela intsebenziswano kuba injongo yolubalo-xesha kukuphucula
impatheko yakho njengesigulana. Ukuba uyavuma sizakucela ukukubuza imibuzo embalwana
nje, size sikunike iphetshana okwangoku usekwikliniki yethu. Asizukubuza igama lakho
okanye iinkcukacha zobuqu. Naninina uncedwa ngomnye wabasebenzi basekliniki, nceda
ubanike eli phetshana, bazakubhala ixesha ofike ngalo baze balibuyisele kuwe. Xa sele ugqibe
yonke into ubuzokuyenza ekliniki nceda ulibuyisele kuthi eli phetshana ngaphambi kokuba
ugoduke. Ukuba awunamdla ukuthabatha inxaxheba kolubalo-xesha akukho ngxaki, loo nto
ayizukuyichaphazela indlela ozakuphatheka ngayo kulekliniki. Kwangaxeshanye ukuba uthe
sele ulithathile iphetshana kuthi wagqiba ukuba ungabisaqhubeka nolubalo-xesha, wamkelekile
ukuba uyeke yaye akuyomfuneko ukuba usixelele isizathu. Siyayibulela inkxaso yakho.
Nceda usixelele ukuba ukulungele okanye awukulungelanga ukuthabatha inkxaxheba kolubaloxesha.
WAGTYD OPNAME
Geagte Pasiënt
Ons is besig met 'n opname om te bepaal hoe lank pasiënte wag op die Stad Kaapstad klinieke.
Ons vra u hulp met die verstandhouding dat die doel van hierdie oefening is om dienste te
verbeter vir jou die pasiënt. As jy bereid is om deel te neem, dan sal ons jou 'n paar vrae en dan
vra om op te hou om 'n vorm terwyl jy in die kliniek. Ons sal jou nie vra vir jou naam of enige
persoonlike inligting. Wanneer jy bygewoon om deur 'n lid van die personeel, hand in die vorm
aan hulle, en hulle sal die tyd van die diens op dit te teken en dan stuur dit terug na jou. Sodra
jy klaar vir die dag, asseblief die vorm om ons as jy die kliniek verlaat. As jy nie wil deelneem
is dit goed en dit sal geen invloed op die dienste wat jy hier ontvang op hierdie kliniek. Ook as
jy wil om te onttrek van hierdie opname by enige punt, dan is jy vry om dit te doen sonder om
te verduidelik aan ons jou besluit om te onttrek. Ons bedank u vir u hulp.
Kan jy asseblief mondelings bevestig of jy bereid is om deel te neem in hierdie opname, of nie.
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Appendix 7: Ethics approval
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