
Health Facility Management 
Systems – Findings from a 
High-Volume Primary Care 
Facility 

CHRISTOPHER PUPP

FEBRUARY 2020



2

OBJECTIVES & METHODS

— Understand existing formal and informal managerial and 
administrative systems 

— semi-structured interviews, comprehensive observations, and a 
patient flow analysis

— Focused on:

— Routine data collection and management

— Human resource management

— Pharmaceutical management

— Managing patients at the health facility

— Patient flows and waiting times
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THE NDLAVELA HEALTH CENTER

— 118,914 
catchment 
population

— 10,484 patients 
on ART (+80% 
from 2017)

— 135,000
outpatient 
consultations

— 1,800 deliveries

— 47,000 healthy 
child 
consultations

— 14,400 women 
attended at FP

— 168 HR

Data sources: Health facility provided data; SIS-MA 2018; HIV/AIDS annual report 2017 and 2018.
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ROUTINE DATA COLLECTION AND MANAGEMENT
FINDINGS

— Preparation of monthly data reports is a significant  administrative 
workload that falls on clinical staff

— Digital databases used by Implementing partners 
are not taken advantage of by the health facility 
for reporting, data validation or management

— Daily summary registers expedite the 
preparation of reports but are not used or 
standardized in all services

— The longitudinal structure of HIV care 
registers makes maintenance onerous and 
does not provide necessary management 
information

— In monthly data review meetings data is not 
analyzed, interpreted or used to monitor 
performance, identify problems or best 
practices or inform management decisions.
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— Review need for pre-ART registers in light of the test and start policy

— Ensure availability and consistent use of daily summary registers and identify 
summary registers that need to be developed

At the health facility level:

— Improve the process of preparation and organization of monthly statistical 
report meetings: e.g. including graphics to monitor performance

— Enhance data interpretation during meetings to effectively support decision 
making e.g. establishing targets, template for data discussion, and analyzing 
trends and performance against targets in order to discuss failures/successes 
and develop solutions

ROUTINE DATA COLLECTION AND MANAGEMENT
RECOMMENDATIONS

At the National Health Service level:

— Simplify / Streamline reporting systems -
Value-stream mapping of data across 
registers, reports, and databases

— Integrate use of existing digital databases:

— Reporting , Validation, Management
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HUMAN RESOURCES MANAGEMENT
FINDINGS
— The staffing complement and structure is 

inadequate for the operations of the health facility

— HF is highly dependent on embedded staff from 
partners organizations

— Misalignment of competencies and responsibilities 
leads to underutilization of some staff and 
diversion of others from essential roles

— Lack of clear job descriptions and systematic 
induction of new staff leads to continuation of poor 
practices and neglected tasks and impedes:

— Effective supervision & substitutions

— Task shifting & adjusting workload imbalances

— Performance reviews are generic and not tailored 
to specific responsibilities or performance targets

— There are few documented procedures, guidelines 
or instruments to orient:

— Administrative and management tasks

— Technical Supervision
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HUMAN RESOURCES MANAGEMENT
RECOMMENDATIONS

At the National Health Service level:

— Revise the staffing complement for high-volume health facilities based on 
operational and service provision tasks, scaled to service provision data:

— Differentiate roles (especially support and administrative staff)

— Define ratios of service data        Tech. staff        Admin/Management staff

— Develop specific job descriptions for key positions in the health facility

— Ensure availability and use of technical supervisory tools for chiefs of services

At the health facility level:

— Provide a standard schedule of technical supervisory activities 

— Document management responsibilities and tasks of all leadership positions

— Ensure that individual performance targets are integral to staff supervision

— Identify task shifting of administrative tasks from clinical to admin. staff 

— Develop a protocol for substitution hierarchies & guidelines for handover and 
staff induction 
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PHARMACEUTICAL MANAGEMENT
FINDINGS & RECOMMENDATIONS

Findings

— The space available to store 
pharmaceuticals is inadequate, negatively 
affecting service delivery.

— Norms of pharmaceutical stock 
management are not implemented 
consistently across wards and services

Recommendations 

— Ensure the use of standardized 
pharmaceutical management procedures 
for all points where drugs are stored and 
dispensed

— Ensure proper storage of drugs outside 
the pharmacy

— Schedule regular inspections of these 
service points by pharmacy technicians
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PATIENT EXPERIENCE
PATIENT NAVIGATION & QUEUE MANAGEMENT
FINDINGS

— Information for patients on service access is 
largely oral and provided inconsistently or 
only at the beginning of the day 

— Written or visual instructions orienting 
service access are lacking, inconsistent, 
insufficient, or out of date

— There are no standardized queue 
management procedures. 

— Poor and/ or conflicting queue management 
processes were observed to cause 
bottlenecks and contribute to patient 
discomfort or distress

— Patients self-managed queues and often 
failed to follow established queueing and 
prioritization contributing to longer waiting 
times for prioritized vulnerable patients
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PATIENT EXPERIENCE
TRIAGE & APPOINTMENT SCHEDULING – FINDINGS CONT.

— Neither systematic triage nor a 
process of referrals is implemented 
in the health facility

— Identification of queuing patients 
requiring urgent care is not carried 
out systematically or consistently

— The roll-out of the date/time block 
patient appointment schedule was 
unsuccessful because:

— Patients did not comply

— Unpredictable training-related 
staff absences 

— Replication of peak demand through unconsidered appointment 
scheduling

(Consultation dates are chosen by the clinician in consultation with the patient, 
interviewed health workers noted that specific days of the week and weeks of the month 
consistently represent a peak in the patient flow. This suggests that criteria to ensure an 
optimal distribution of appointments are followed and that unbalanced scheduling may 
be carried over from month to month)
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PATIENT EXPERIENCE
RECOMMENDATIONS

At the National Health Service level:

— Adapt the emergency screening algorithm from hospital emergency rooms to PHC 
facilities — potentially to be administered by lay worker

— Develop (or implement, if it already exists) a system of triage and referral within primary 
care facilities (including criteria, if practical)

At the health facility level:

— Place and/or update signage to indicate location of services at key points, e.g. all 
entrances of the health facility and at every service point

— Place visual instructions on queuing in every waiting area, with special emphasis on 
areas of differentiated service provision—such as the pharmacy—where some patients 
have priority of attendance

— Allocate lay workers to managing queues in services with high demand

— Community mobilization as well as patient education and provider orientation needs 
to be built into the roll-out of the new date-time block appointment scheduling service
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PATIENT FLOW ANALYSIS
ARRIVALS VS. ATTENDANCE

— Patients tend to arrive early at the health facility, with 50% of all patients 
and 80% of ART patients arriving at the health facility before 8am. 

— Patient arrivals drastically drop after 8:30, and less than 10% of patients 
arrives after 10:30am

— ART consultation are slow to start with only 6% starting before 9 AM 

ACUTE OUTPATIENT 

 

ART 
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PATIENT FLOW ANALYSIS
ARRIVAL TIME VS WAITING TIME

— Patient waiting time is inversely related to arrival time. This trend was most acute among 
ART patients
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PATIENT FLOW ANALYSIS 
TOTAL TIME AT THE HEALTH FACILITY

— The median total time spent at the health facility varies dramatically 
depending on the primary service accessed. This is much longer that previous 
studies found (Over 8 hours for HIV care vs 34 minutes for TB care)

— With the exception of TB care, patients spend the vast majority of their time 
(more than 85%) waiting for rather than accessing services
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PATIENT FLOW ANALYSIS 
WAITING TIME AT KEY STATIONS

— ART consultations 
have the longest 
waiting times, 
followed by child at 
risk and ART 
counselling services

— Drug dispensing is 
associated with long 
waiting times 

— Drug dispensing 
waiting times are 30 
minutes longer for 
ARVs

— TB consultations have 
the shortest waiting 
times, but many 
patients are just 
coming for DOTs
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PATIENT FLOW ANALYSIS 
RECOMMENDATIONS

At the National Health Service level:

— This patient flow analysis can be 
quickly and easily done over a period 
of 3 days – TW can provide a template 
for data collection cards and a tool for 
standardized analyses

— The patient flow analysis quickly 
reveals key problems and bottlenecks

At the Health Facility level:

— Prototype interventions to reduce 
waiting times, improve queue 
management etc.

— Implement a deeper observation of 
patient - pharmacist interaction to 
investigate causes of long waiting 
times at the pharmacy and explore 
scope for improvement
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KEY RECOMMENDATIONS

1. Streamline reporting systems and integrate manual with digital 
databases to support management and reporting

2. Improve the monthly statistical report meetings to enhance data 
interpretation to support decision making

3. Revise the staffing complement for high-volume health facilities based 
on operational and service provision tasks, scaled to service provision 
data

4. Task-shift administrative tasks from clinical staff, clarify management 
roles and revise/develop job descriptions accordingly

5. Define or adapt waiting room emergency screening, triage and referral  
algorithms

6. Place and/or update signage to indicate location of services and 
instructions on queuing in every waiting area, 

7. Allocate lay workers to manage queues in services with high demand

8. Build community mobilization, patient education and provider orientation 
into the roll-out of the date - time appointment system
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THE HEALTH FACILITY MANAGEMENT WORKSHOP
KEY TOPICS DISCUSSED

1. Interventions to Improve Patient Flows

2. Interventions To Improve The Management Of Clinical Records

3. Interventions To Improve Appointment Scheduling And Reduce Waiting Times

4. Interventions To Improve Retention

5. Interventions To Improve Management Of Pharmaceuticals

6. Administrative Interventions To Improve The Quality Of Consultations

7. Methodological Interventions To Assist Health Facilities In Identifying And 
Resolving Problems
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PRINCIPLE CONCLUSION OF THE FACILITY MANAGEMENT 
INTERVENTION WORKSHOP

1. Three interventions were identified as affordable, successfully implemented, 
and appropriate for national expansion in the short term:

a. Pre-scheduling of appointments by day and time interval in order to spread 
out demand. 

b. Reorganize services within existing facilities in order to simplify patient flow 
and care provision. 

― Carry out patient flow analyses

― relocating these services

― Improving signs and directions. 

c. Improving the management and flows of clinical records to reduce loss by:

― Registers to track patient 

― Limiting access 

― Making specific staff responsible for clinical records

― Monitoring record availability
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PRINCIPLE CONCLUSION OF THE FACILITY MANAGEMENT 
INTERVENTION WORKSHOP

2. Most of the effective interventions presented relied heavily on lay staff hired 

by implementing partners. This highlights the inadequate number of 

administrative and support staff in (primarily high-volume) primary care 

facilities. 

3. It is thus essential that the MoH:

a. develop specialized job descriptions (qualificadores) for key administrative 

staff (including data entry clerks, filing clerks, receptionists and 

counsellors), 

b. revise minimum team composition (Quadro tipo) and recruit these staff.

4. For successful expansion of effective interventions at a national level, it is 

essential to include the same activities which were used to introduce them.  

successfully and not assume that by virtue of now being national protocols 

the will be correctly or effectively implemented. 
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GENERAL RECOMMENDATIONS OF THE FACILITY MANAGEMENT 
INTERVENTION WORKSHOP

— For each intervention the objectives should specify the impact on:

— The quality of patient care

— Patient behavior (improved compliance, or retention etc.)

— The efficiency of service provision

— Health outcomes

— For each intervention both health facility and IP should also be clear on:

— The mechanism or model by which they achieve the desired impacts

— Possible side effects

— Feasibility, replicability, and sustainability 

— For each intervention the staff needed should be defined. In the long term 
this should catalyze a revision of the staffing structure and job descriptions

— Interventions need to be analyzed in a way that distinguishes between 
prioritization and compilation of packages of complementary interventions. 

— Improvements in systems or in staff skills and knowledge will continue to 
have limited impacts or limited sustainability, as long is there is no 
recognition, reward, or other incentives for HF staff to do their jobs well .
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