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collected from clients for laboratory testing to determine
the accuracy of the syndromic approach (in terms of sen-
sitivity, specificity and positive predictive value). These lab-
oratory tests were not considered a routine service for clients,
but were used only to validate the service that was being
expanded—the syndromic approach.21

To determine if expansion of syndromic management
would increase labor costs, we asked two questions: First,
did the length of visits rise after clinicians were retrained
in the syndromic approach? Second, could providers draw
on unoccupied time to provide these services, or would they
have to reduce the time they spent on provision of other
services?

When providers are fully occupied, only the first ques-
tion needs to be addressed, either by obtaining informa-
tion on how visit lengths change as a result of adding syn-
dromic management or by comparing services received by
clients, some of whom receive syndromic management and
some of whom do not. We follow both approaches.

The second question requires information on how the
time that providers allocate to various services changes. If
providers spend considerable amounts of time on admin-
istrative tasks or have substantial unoccupied time even
after the new service has been added, it can be inferred that
providers had time available in which to expand services.
We examine the second question using cross-sectional data
obtained after the retraining; unfortunately, we do not have
valid pretest-posttest estimates of time use. 

Finally, we obtained information on direct costs other
than provider time. We then used scenarios that varied the
percentage of contact time to determine how an increase
in the number of visits affected average costs.

Data Collection
A mini–situation analysis conducted in January and Feb-
ruary 1998 provided information on the percentage of fam-
ily planning clients at two family planning clinics (Spilhaus
and Mpilo) who received various services. A second mini–
situation analysis (the posttest) was conducted in May and
June 1998. In addition, during May and June 1998, a
mini–situation analysis was conducted at a third clinic
(Lister). Data from these analyses provided information

on activities conducted and on the duration of contact time.
In each mini–situation analysis, investigators complet-

ed a precoded form for the client visits that they observed.
The form contained information on whether a risk as-
sessment was carried out, and if so, how many items of the
risk assessment were completed,* whether a pelvic exam
was done and whether specimens were collected for the
lab tests to validate the syndromic approach. Data on fam-
ily planning services provided, other clinical exams carried
out and other discussions held were also gathered.

We used two techniques to determine whether retrain-
ing had led to a change in how providers allocated their time.
First, for a week in January 1998 and a week in June 1998,
providers were questioned at the end of each day about how
much time they had spent with clients, including the num-
ber and duration of different types of visits, and how they
had spent their time when they were not with clients. In
addition, to check the validity of the data collected in these
interviews and to obtain objective data on how providers
spent their time during a full day, we conducted a time-mo-
tion study after retraining was completed. At Mpilo and Lis-
ter, providers were observed for a week (a total of 30 per-
son-days). In Spilhaus, observations were conducted for
12 person-days. (The clinic was closed one day.) Observers
used a stopwatch that beeped every five minutes. At the
beep, the activity being performed was noted. 

Several months after these data collection efforts, we gath-
ered additional data to estimate the average provider costs
of different types of visits for reproductive health services,
including family planning. We included the costs of provider
and support labor, as well as the costs of contraceptives and
supplies. The Zimbabwe National Family Planning Coun-
cil provided information on the salaries and benefits of clin-
ic providers and support staff and on the costs of gloves (the
main materials cost for visits). We also obtained informa-
tion on the use of other supplies, but did not use these data
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*The risk assessment included items asking if the client lived apart from
her regular partner, had had more than one partner in the past 12 months,
had any concerns about STIs or HIV/AIDS or had had previous symptoms,
signs or treatments, or if the client’s partner had had previous signs, symp-
toms or treatments.

TABLE 1. Percentage of new contraceptive users who 
received specified services, before and after staff were 
retrained in syndromic management, by type of service,
Spilhaus and Mpilo clinics, Zimbabwe, 1998

Service Before After
(N=14) (N=20)

Risk assessment 14.3 40.0

Pelvic exam 50.0 70.0

Specimens for STI lab tests 0.0 30.0

TABLE 2. Mean and median duration (in minutes) of family
planning visits for new contraceptive users and resupply 
or repeat family planning clients at posttest, by services
provided, Spilhaus, Mpilo and Lister clinics

Provision of Service
risk assessment

Pelvic exam, Pelvic exam, No pelvic exam,
lab test no lab test no lab test

Provided
Mean 43 26* 10†
Median 43 25 10
N 23 7 9

Not provided
Mean 58 26‡ 10§
Median 38 22 8
N 3 18 127

*Difference between this value and value immediately to the left is statistical-
ly significant at p=.002. †Difference between this value and value immediate-
ly to the left is statistically significant at p=.004. ‡Difference between this value
and value immediately to the left is statistically significant at p=.034. §Differ-
ence between this value and value immediately to the left is statistically 
significant at p=.000. Note: Mann-Whitney and Wilcoxon tests were used to 
determine the statistical significance of differences in means.


