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PURPOSE 

The purpose of this trip was to participate in a supervision workshop organized by the health 
management information (HMIS) system development team for core HMIS trainers. 

HMIS BACKGROUND 

As part of the health sector reform in Zambia, the health management mformation system is 
being redesigned with a principal intent to make information which is collected immediately 
useful for the management of services at the level at which it is collected. To tills end, self
assessment forms have been drafted for dIstrict health management teams (DHMTs), district 
hospitals and district health centers. The purpose of the workshop was to discuss how 
supervisIOn could be integrated into the new HMIS as it is entenng the final development stage 
before "rollout" in January 1997. • 

THE WORKSHOP 

The workshop was organized by the principals in the HMIS development project. These include 
Drs. Jaap Koot and Marietta Wiebenga, consultants from the Netherlands, Mr. Charles Mundale, 
from the monitoring and evaluation section of the Central Board of Health (CBoH), Ms. Mimi 
Church, an information systems consultant from the USA, and Ms. Anne Young, from the 
Zambia USAID mission and a resident of Lusaka. They were joined in conducting the workshop 
by vanous persons who have been involved in development and training for the introduction of 
the HMIS and financial and accounting management system (F AMS). The agenda IS included in 
AppendixA. 

Day 1 - Monday, October 6 

The mormng session covered a review of HMIS use in the 14 initial districts. Recent difficulties 
which have arisen were discussed, particularly systems problems, as were long-term problems 
which are yet to be solved. The session also addressed the self-assessment forms as they have 
been developed to date. DISCUSSIOns about how to use the forms, and potential problems that 
may be identIfied with them, were approached in group sessions. 

The afternoon session began with a discussion of the group work from the morning. This was 
followed by a session on the use of problem solving techniques by Joyce Tembo of the Quality 
Assurance Unit within the Monitoring and Evaluation Unit of the CBoH. A handout 
summarizing the steps in problem solving can be found in Appendix B. 
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Day 2 - Tuesday, October 7 

The frrst 90 minutes of the session were spent in a presentation on superviSIOn skills and methods 
which included a case study. A copy of a handout which covers the topics discussed IS included 
in Appendix C. This was followed by working groups which were comprised of district, 
regional/provincial and central level personnel who discussed how supervision from these 
respectIve levels was conducted. It was clear that the most active supervision was being 
conducted at the district level. In spite of many operational difficultIes, it is clear that many 
districts are doing a credible job of supervision. In the discussion process, the districts quickly 
identified their own problem areas and possible ways to tackle these problems. By contrast, the 
regionaVprovincial and central level participants seemed far less active and innovative, with the 
problem of providing feedback occupying considerable tIme. Some districts provided only 
written or only verbal feedback whIch, they realized, was often unsatIsfactory The weakness of 
the DHMTs in providing techmcal skills for the supervISIOn team was repeatedly pointed out. 

• 
Dunng these sessions, repeated references were made to the supervlSlon checklists. A member 
of the HMIS team had encountered the continued use of an obsolete checklist being 
unproductively used and felt strongly that general guidelines, rather than checklIsts, should be 
used in supervIsion. In the appendixes are checklists and guidelines from two districts which the 
HMIS team felt were good examples of a less structured approach to supervisIOp. The Masaiti 
dIstrict checklist, which can be found in Appendix D, is still evolving in content. In the distnct, 
administrative supervision is often done at a different time from clinical supervision. The 
Mongu dIstrict calls its checklist, which can be found in Appendix E, "Standardized Guidelines;" 
this contains a bulleted list of structural items with some inclusion of process indicators. In both 
district lists there are efforts to determine knowledge about various technical protocols, but they 
do not spell out what items the health worker should know. Neither checklist makes an effort to 
observe health worker performance. 

The afternoon session was devoted to an explanation of the "Triple A" or "3A" forms 
(assessment, analYSIS, and action). These forms are to be completed quarterly by hospitals, 
health centers and DHMTs and can be found in Appendixes F, G and H. Small groups were 
formed to discuss varIOUS superviSIOn activities to be built around the 3A format. The intent is to 
help these levels to analyze the data that they have been collectmg and to use it to strengthen the 
services that they provIde. Various suggestIOns were made by the groups for changes and 
clarificatIOns. It was interesting to note that district members of several groups were quite 
unenthusIastic about the 3A, seeing It as yet another form to fill out. 

Day 3 - Wednesday October 8 

The morning was spent in a captivating demonstration of the HMIS computer program. With its 
tabular and graphic display, it is likely to put a new understanding and appreciation for 
information into district health teams. Further discussion was earned out on the subject of health 
flags-indicators that problems are present which may require more expertise than is routmely 
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available. Indicators relevant to the contracts with the Health Boards were identified This was 
followed by a discussion on working with political and commumty elements and how they might 
be involved in the supervision process. 

After lunch, the workshop continued with a discussion of the Importance of feedback to the 
health centers and how this would be implemented. The fmal part of the workshop dealt with the 
"rollout" phase and how this would be undertaken. 

DISCUSSIONS WITH THE HMIS DEVELOPMENT TEAM ON SUPERVISION 

As the workshop progressed, it became of increasing concern that the technical aspects of health 
care, particularly at the facility level, would not receive much attention during supervision usmg 
the proposed approach. From the standpoint of the Zambia Child Health Project this was of 
considerable concern since the proposed 3A self-asse~ent approach would not support even 
key elements of the IMCI training This concern would apply to other climcal areas as well, such 
as reproductive health, malaria and TB. Another major concern was that ifDHMTs were 
encouraged to develop their own supervisory instruments on an ad hoc basis, as was done in 
Masaitl and Mongu, the core technical areas might not even have minimal criteria set (as With the 
Masaitl checklist for the cold chain). Tills concern was underscored by the completIOn ofa 

• review of the Zambia VCI program. This report emphasized the need for improved standards 
and guidelines to bridge the gaps Identified during the review. 

Discussions were carried out With the HMIS team about these concerns. There was an 
acceptance by the HMIS team that a supervisory list, which they prefer to call guidelines, is 
needed and appropriate. One of the items which they had previously identified for inclusion in 
this was the "Observing the Health Worker" module developed by BASICS in conjunction with 
the CBoH. A series of core questions were worked out by the author, drawing on the supervision 
checklist which was developed in March 1997 with the Central Board of Health and 
subsequently used by three urban Lusaka districts. In discussion with the HMIS team, they 
offered to incorporate these core indicators into a revised form of the 3A self-assessment 
instrument. This could form the basis of the DHMT's supervisory assessment of the health 
facilIty as well as the facility's own assessment ofthetr work. The HMIS team offered to provide 
the resulting draft form to the author by e-mrul (there was not sufficient time for them to work on 
it Immediately, as they were leaving as a group to review the use of the HMIS in several districts 
where it is already in use). 

REVIEW OF THE HEALTH CENTER 3A SELF ASSESSMENT FORMS 

Before departing to district locations, the team provided a revised 3A form which incorporated 
suggestions made on the process of supervision in earlier discussions. This was an opportunity 
to review this instrument in considerable depth, which had not been possible during the 
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workshop. The author's comments on this document, as receIved on October 8, 1997, are in 
Appendix I The following paragraphs are a summary of these comments. 

The initIal section on conduct of the supervIsion vlSltS generally describes the process in a 
comprehensIve manner. There were questions on the author's part about some sections which 

• were vague or areas which seem to have been omitted. This is particularly true of guidelines 
relating to some technical areas and particularly clinical servIces. 

Major concerns developed as section 7 A of the 3A self-assessment form was reviewed in detail. 
One of these major concerns involves the use of incidence data for diseases such as malaria, 
pneumonia and diarrhea to identify problems which may be addressed by health center personnel. 
If incidence had increased or decreased over the previous year's figure, then a health "flag" 
indicated that a problem was present. Obviously, the health center staff have little control over 
the incidence of these diseases; the focus, therefore, should be on case management of the 
persons who present with these conditions. About the·only circumstance in which incidence data 
might be useful would be if there were specific program objectives set out for an activity, and 
these numbers were indicators used to monitor progress toward achieving the objectives This 
could be the case for the number of family planning acceptors which, as set out in the 3A form, 
indicated only if the number decreases with respect to previous values; not if it remains the same. 

A form to help the health centers identify their problems, and which would also serve as a 
component of the supervIsion vIsit, IS clearly a good idea. The author's concern is that, as now 
constituted, the 3A form is unlikely to do either. Furthermore, making it more complex greatly 
increases its chance of being ignored or used haphazardly (Burnham's Law' the degree of 

. complexity increases the chance of failure to the fourth power). 

As part of the discussion, the author also agreed to draw up a list of what he saw as core 
indicators. This list can be found in Appendix 1. 

NEXT STEPS 

The HMIS team has offered to forward, bye-mail, the revised 3A form and the author will 
endeavor to provide comments as quickly as possible. It is important that the BASICS project, 
particularly in Zambia, be actively engaged in the selection of clinical indicators, since thts will 
be the instrument with which IMCI-trained districts will be supervised. This instrument will be 
part of the "rollout" of the HMIS system which is slated to begin in January 1997, and which will 
begin in the IMCI districts. There is little time left to make the changes that are needed. 
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AL TERNATlVES 

Consideration should be given by the BASICS project as to what alternatives there may be if the 
3A form cannot fully reflect the technical and clinical components which are required to sustain 
improved child health services m the areas in which the project is workmg. The Issues of 
supervIsIon are critical to the sustainability of improved child health programs. Supervision 
proVIdes an ongoing assessment of case management as well as structural Issues, such as the cold 
chain and the drug management system, to assure the DHMT, regional and central levels that 
services of acceptable quality are being provided. This is the "assurance" of quality assurance. 

• At the same time, careful assessment provides the opportunity for teaching and support of health 
workers to mamtain services at the level at which they were trained. How this environment is to 
be created and sustained is VItal to maintaining the Zambia Child Health initIative . 

• 
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Programme for Preparatory Meeting for 
HMIS/F AMSIITG Follow-up Visits 

6-8 October 1997 

Monday 6 October 

Morning: 

900hr 
9.30 hr 
10.00 hr 

10.45 hr 
11.00 hr 
11.45 hr 
12.00 hr 
l3.00 hr 

Chazrperson Mr. B Szkateyo 

Opening remarks and introduction of participants 
ReVIew of results from August visits; review newsletter 
Umesolved issues ofFAMS, HMIS and lTG, 
burning questIons . 
Tea 
Self Assessment Forms (HC, Hospital and District) 
Use of Graphs in SupervIsion 
Practical Exercise on Self Assessment • 
Lunch 

Afternoon: Chazrperson Ms. Mtonga 

14.00 hr 
15.30 hr 
1545 hr 

1700 hr 

Plenary DIscussion on Exercise on Self Assessment 
Tea 
Review Quality Assurance Techruques for 
Problem Solvmg 
End of day 1 

Tuesday 7 October 

Mcrning: 

1000 hr 
10.] i hr 

J.JO hr 

12.30 hr 

Chazrperson Dr. Simwanza 

Role of a supervisor 
ViSIon on supervision: LAP, DART m supervIsion 
Tea 
Experiences from Mongu, Masmti, Nchelenge and Lusaka 
in structured SUpervISIon 
Lunch 

Afternoon: Chazrperson Dr. Janet Szkasote 

13.30hr 
14.00 hr 
1430 hr 
1445 hr 

15.45 hr 

Introduction to the triple A form 
The role of check lists and QA standards m supervlSlon 
Tea 
Sma11 group discussion on superviSIon guidelines 

SuperviSIOn VIsit (the VIsit itself) 
Preparation and feed-back of SuperviSIon 
The trIple A form in relation to self-assessment 
The trIple A form in relatIon to checklISts 

- Personal Coaching in supervision 
Report on small group discussion and proposed changes 
to documents 

Mr. B. Sikateyo 
Dr. Jaap Koot 

Dr Jaap Koot 

Ms. Mimi Church 
Ms. Tabo Mubonda 
Ms. Anne Young 

Ms. Joyce Tembo 

Dr. Gil Burnham 
Dr. Jaap Koot 

ill. M Wlebenga 
Dr. Jaap Koot 
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The Problem Solving Cycle 
• Problems solving begms with a commitment to 

improving quality 
o planning for the long-tenn 

-0 planning for on-gomg support 
• Problem identifiCltion needs tools to find problems 
• Problem identifiCltion tools include-

o checklists 
o gUldelmes 
o procedures 
o standards 
o other data collection methods 

• In some way the problem needs to be measured 
• To solve problems you need to know-

o where you are now 
o where you want to be 
o the directIOn you intend to go 
o shared with all concerned in the process 

Uint .laeut pr .. lems ulvinl 
as • cyclic process 

with six Dr mare ste,s 

@ Suctaln ihl Gam
ttep1fie COlatlOR workinll 

~~ "t 

@ Me.cure the lutel .. e 

(il Pkt lIIe Problem 
telle'oIved 

~ Pick the 1'.am 
te calYe the prolliem 

i) T att -Ittill •• dive loping .~ Dil fir ROit &laCH 
11111 iaplemeatmll coIutioH-- • 

asing data 

., Problmt ideotificItion---ptek the probkm to be 
:olved 

selectron cntena--
• problem is lfl1portant and is seen to be important 
• support for change Cln be assured 
• this IS a "high volume" problem, so changes will make 

an lfl1pact 
• there are nsks associated With not addressing It 
• you are the "owner" of this problem 

8 Pidc the team to solve the problem 
• critem for team. - know and mvolved in process 

o are ~rt of the process 
o have responsibility for the process 
o or are affected by the process 

• they have the skills and resoUICes needed to solve the 
problem 

• buildmg and dtrectmg the team. for quahty problem 
solvmg 

• Dig for root Cluses usmg data-
anaI)IZIng the problem, defimng the problem-

• what do you know about the problem? 
• what more do you need to know to solve the problem? 

• clarifymg the steps in the process 
• select or set appropriate standards to measure the 

problem and progress toward solving it 
• gathering data about the problem With eXlstmg data 

from HIS 
o you may need to collect infonnation in a special 

survey 
o it may be necessary to change the self-assessment 

or supervision checklist to get the needed 
infonnatIon 

• use QA tools to dlSplay magnitude 
o analytIc tools (bubble charts or cause and effect 

diagrams) 
o statistical tools (checkl1Sts, graphs, run charts, 

Pareto diagrams) 
• Detennine the root cause-

o then make the problem statement -
to: the problem statement should be objective, 

not vague 
!1ft It should not contain blame 
11 should not contam a cause 
$ It should not contamed a proposed solution 

o take action -detennine the destmatlOIl, map out the 
route 

• develop and implement solutions 
• does the team need to add other people at thIS point 

which Cln mcrease the chance of success? 
• detennine destmation 

o set objectives - select the standards to be attained if 
not already done 

o develop solutions to strengthen weak steps in the 
process bemg lfl1proved 
or does enhre process need replacement? 

• develop strategy to implement the solutions 
• monitor your progress 

select the indlCltOrs which measure your progress 
so you will know when success has been reached 

., MeJsure the outame-what bas been achieved? 
• check your results 
• what change do the data show? 
• did we reach our objectives? 

o yes we did-t 
now get ready for another quahty problem 

o not qUlt~ then pIan a new approach for the same 
problem 

Q)smtam the ~ the lnlutIOn working 
• examine the solutIOn and Its lfl1plementation 

o Cln It be further improved? 
o Cln It be further slfl1plified? 

• standardize the approach 
o n the same solutIOn be used elsewhere? 

• share your success Wlth others 
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Ittlroductio" to Supervisiot1 
PefitIHfotI of sopervIslon 
• ·over View" a need for wide VISion 
• IS It checking up? 
• is It helping out? 
• It IS a process 

a way of dOing things 
not a lISt of results or ·outputs" 

.t b ff h o e e ectlVe means a c ange II prmary em 8S1S-

fratl1lonal New 

lrtSpector facdrtator 
investigator coach 
auditor teacher 
evaluator manager of change 
controller helper 
JUdge supporter 
exarmner counsellor 
boss lIStener 
overseer communICator 

DHMT 

H .. ltll flcility 

Pwpose of supervIsiotI 
• Assure the public (our patlellts) that they wdl receIVe 

good services 
• Help mamtain standards 
• Promote growth of health workers (Identify those ready 

for promotion) 
• Communication up and down the system 
• teachmg/tralnmg (on-the-spot) (identrfy needs for longer 

trammg) 
• Identify problems before they get out of hand 
• problem solving: helping health team to solve problems 
• SupervISIOn IS an essential part of the health system 
• coordinating and supportlllg health workers 
• wrth health reforms: reforms in the way supemsion is to 

be conducted 
• change III the role of the dlStrtct supervisor-requires a 

change 11 the health worker as wei 
from belllg dependent on supervISOrs to solve problems 
to taking charge and solving own problems wrth help 

from supervisors 
• SupervlSilg IS helping and supportllg 

supervlSlOg is gettlllg thmgs done through people 
• It IS the link between health goals of the nation 

and the health worker who makes It happen 

• 

hitg a hod SupervIsor 
• how does one become a good supervISOr? 

aCCidental dIScovery trial and error - unfortunate 
studYIng and mastermg the skills of supervISion 
supefVIsors are ordin8ry he8lth workers 
/Jut with more determinatIon than ordinary 

• What skills are needed by the dlStnct supervISor? 
2 types: Technical and people skills 

• The good supervISors has the nght balance between both 
o people·skllls· gettmg things done through people 

(80%) 
The end product of supervisIOn IS people

People the he8lth providers 
People: the P8tientS 
People. the next level up 

o technical skils (20%1 
SupervlSRlg health workers takes skills

Clinical 
Administrative skills 

o combH1ed together they make the supervISor -
a problem identifier 
a problem solver 
and someone who can teach these skills 

Supervisor's Skills 

I 

hsIe principles of supervIsiotI 
Ci> leadership is maier part at beinl I supervisor 
o supervISOr needs the respect of health workers 

based on his or her management skills 
and technical abilrty 

~De"'atian 
o a supervISor cannot do everything hlnSelf or herself 

delegation and nnportant part of buDding people 
(capacity buildmg) 

@ Building up people (empowenMM) 
Q) Willi ........ til 111m 
o many new skills are needed over tme 

"I not only can use aU the brains I have, 
but I know how to borrow from others." 

@Plaaaillg 
o how IS supervision to be carned out in the commg year? 

SupervISIOn schedule 
o what are the educatlOnal/trallling needs? 

T ramllg schedule 
o how does staffing need to be adjusted durmg the year? 

Staffing or manpower plan 
o the DIstrict Action Plan 

What changes does this require II my area of 
responsility? 
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® Organizing 
o how to put the vanous schedules and plans Into action' 
o what resources will you need? 

transport, stationery, other personnel 
training to be scheduled 

o what can you do yourself, what must be delegated 
span of control-how much can you manage 
clear responsibilities 

you and your team (OHMT) are in charge 
~DirtCting 
o assigning responsibilities 
o steerlllg the distrICt services in the right direction 

to achieve dIStrict and national goals 
o increase emphasrs on weak areas 
o clmical skills (technICal competence) 

findllg the level of performance 
observing deficits m c/mical skills 

use thIS findmg to carry out spot trammg • 
o to drect weD, one must lead well 

glVmg out orders is not enough 
one must lead and motivate 

<B> Ctlnlin.ting 
Omany thmgs have to happen at the correct time 
o too many supervisors at the same time IS not good 
o too few supervISIOn VISits can dISCourage staff 
o training and work shops must be coordinated 
o hoiday schedules must be coordinated 
o dIStributIOn of drugs and vaccines 
o supervisor is the key person to coordinate these 
~ Ctlltrliling 
o thllgs started must be foHowed up 
o pJans seldom happen the way we thmk 

alternatIVes must be selected 
o resources protected 

must achreve our best with what we have 
o mama up H1 the system, controllmg less !I!1!Iortant. 

~ avt1he~ visit 
purpOSlJ is to help the he.hh worker provide better care 
• Two maJOr components 

o administrative 
o clinical 

• Objectives of the vISIt 
o problem identification 

, IIIIportance of a systematic approach 
already Identified problems 
preVIOusly unidentified problems 

o problem solving 
facibtatrng fadity problem solving 
takmg problems to the distrICt for solution 

o communication 
DHMT to health facility 
facility to DHMT 
the ·assurance- in gua&ty assurance 

Supervtsbt starb btg before 1he vtdt 
• estabhshllg the supervISIOn system 

o desrgnatron of who will go 
o record keepmg 
o feedback practICes 
o estabhsh the method of evaluation/assessment 

the process-the way things are done 
the content-what IS done 
the "checklist" - reminder of things to check on 

stlf -evaluatIon 
. outside assessment - or both "deal) 

consider other methods 
health worker interviews 
exit IIter/leWS 
community interviews (-diagnosIS") 

o types of questIOns to be included? 
locaDy appropriate 
emphaSIZe the process wherever possible 
try to measure chnlCal performance 
whatever method-it must be flexible 

things can be added when needed 
things can be deleted when no longer needed 

o makll1g the annual supervaslOn schedule 
communicating this, stlCkmg to this 

hfan 1M SaperYisbl visit 
1 before IeaVIIg for supervision 

o review the workpJan for the health unit to be visited 
objectIVes 
targets 

2. ReVIeW the health statIStics of the facility to be VISited 
3 RevteW reports from preVIOus supemsron VISItS 

o note problems to be foUowed up 
o things the OHMT was supposed to do 

4 Note ISSUes or changes m procedures 
o whICh need to be communicated to health workers 

5 Thllk about the supplies and equipment to be delIVered 

bclucdltg 1he WIt -flings that .... 10 .. cbIe 
the order may vary 

when you arrive-
1 Pnvate IItervteW WIth in·charlle 
• general status of health centre SIIIce previous visit 
• problems he or she Identifies such as 

o personnel rllcludlng pay, absenteeism) 
o facilitIeS (buildings, water, Jatmes) 
o drugs and suppbes 
o outreach activities 
o relatIOnship with the distnct team 
o relat.,ns1llp wnh the community 
o IIteraction WIth non-government health personnel or 

fac*t1eS 
o other problems he or she identifies 

2. Assess lIenerai appearance of faclrties (walk about) 
3. Make a general technical assessment umg the varrous 

checkhts 
o ensures a systematic approach 

HIS seIf·assessment forms 
other checklists: can emphasize quaitative data 
may need specialized check 1st If "flags- appear 

note stlllngt/ls and WtIIknesses evident: 

4. Discuss perceptIOns of services and actIVitIeS conducted 
with community leaders. 

/IOte strengths and weaknesses in perceptions 

5. DISCUSS findings with health centre team (feedback) and 



facilitate problem solving session using the problem 
solving cycle 

Areas identnJed during tile assessment for improvement 

6 Action plan for correction of facdlty-based problems 
Identified by staff & supervISor 

actions for health centre staff actions for you to do 

7 DIScuss progress toward meetmg targets and objectives 
In the health centre annual workplan 

topics discussed 

8_ Further problems identified by health centre staff HI 
dlSCuSSlOn-

9. Spot trainllO camed out
Subjects covered-

to Status of problems identified on prevIOUS visit-
problems solved problems remaining 

11 Items to foDow-up on next supervisron vlSlt-
12 Date for the next visit 

After 1he vtsft 
1. Address emergency issues arising from the vISits 
2. Get routlle ·matters arisln!( attended 
3. Get the report finished and posted or sent 
4. Share findings with other coBeagues in the OHMT 

Why hraIfh wwbn Jose IIIOfIva1bI 
• Comments on the case study 

o lack of IIIterest and support from the DHMT Only 
criticism 
If things are going well, thIS needs to be 

commended or recogmzed 
supervisors can spend too much tnne on the 

problems, ignomg successes 
o plans for replacement III positIOn should be made 

early if possible 
o being passed over IS a majOr de-rnotlVator 
o being supervised bV a Iess-qua&fied person IS a de

motivator (JKI 
o although money IS a motIVator .. some situatIOns, 

• 

Just part of the "system" 
o fait' treatment relatIVe to that receIved by others 
o reasonable JOb security 
o IIdlvidual actIVitIes and results are recognized 
o knowledge of the organizatIon's poficies, rules and 

regulations 
o recognition for speCial efforts or good performance 
o respects for IIdwldual religIOUS, mora', and political 

beliefs 
o assurance that an other are dOllg their share of the 

work 
o faIC monetary compensatIOn 

Why people quftiher jobs 
o lack of recognitIOn usuaRy the number one 

feel what they do IS not appreciated 
o lack of advancement. bemg II a dead-end job, no 

professiona1arovvth 
o Money- not jUst absolute arrtounts, but relative to 

other people 
o Too many bosses: unclear line of authonty 

to whom are they responsible? 
o Personality conflicts 
o bemg under qualified: feel over their heads 
o being overqua&fied or over-capable' bored, lack of 

mterest II work. 

there are situations where it is n ... ott-t,-.watlllulelft"li-nutt.thlQ1elr-----------"~~--=-=-----------
needs are stronger 

o Not having the ability for a JOb IS a powerful de
motIVator (Boniface) 

o health workers Uke to feel like IIIdlViduals or partners 
or members of a team 
when this breaks up and they lose thIS feelinu, 

they lose motIVatIOn 

What do peapIe WIIIt froIII8Il ~1 
• Need to be aware so you can address these as 

supervisors 
• importance of these needs vanes by background and 

educational achl8vernent 
• things whICh are mportant to some are not to others 

o able leadership than can be respected and adlM'ed 
o adequate worklllg conditiOns, space, aff 
o acceptance as a member of a group 
o recoanitlOn as an indIVidual or partner, rather than 
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SUPERVISIDN CHECKLIST 

.TOPIC ___ -~ --. : -.;::-;-:D,"=;imSr- ~-_""" ...;.-~. -,--,--.:.-=--='-"'--

GENERAL - ~.;-

- Treatment protocols __ :: Storage _ 

- Prescription Register 

- Consultation 

MALARIA 
- Knowledge of staff 

";.- treatment charts displayed 
knowledge 

- Proper diagnosis 
- Proper prescriptions 

- Quality of history taking -: 
quality of clinical examination 

:- On danger signs and treatment 
malaria. 

- On preventive and promotive strategies 
- On concepts of malaria in community 

- Knowledge of community - Documented group discussions with 

I . .-

- r -~. 'ni~nS - .-- -- ~-'------

. 
- Malaria control strategy - Written policy made at RHC with 

HNHs 

- Availability ofinputs 

MALNl JTRITION 
- Knowledge of staff 

HNHs 
- Present 
- Quality of contents of document 
- Implementation of document 
- for health education 

- On treatment of malnutrition and 
micro-nutrients deficiency 

- On preventive and promotive 
strategies 

MANAGEMENT BY CONSENSUS 
- Staff meetings - Frequency (monthly) 

- Documented rnmutes 
- Implementation of decisions 
- F<?l1ow_~p offai~ures 

t/- HNH meetmgs - Frequency (monthly) 
- Documented minutes 
- Implementation of decisions 
- Follow up offailures 
- No of function at HNHs/Total formed 

FINANCIAL MANAGEMENT 
- Medical fees - Recording and accounting 

- SubmiSSIOn to the District 

----... .. 

2/ .. 



... .... 
.... . 

MANAGEMENT OF HUMAN 
RESOURCES - Frequently 
- Clinical Lessons - Topics covered 

=-_ Knowledge on topics presented 
:-~~-- - --

.- Discipline and motivation - Guide improVed staff attitude! 

- Staff levels 

INFRASTRl JCTIJRE 
- Cleanliness . 

- Maintenance building 

- Sanitation 

discipline made by RHC 
- Time table for staffin place 
- Staff discipline (List of attendance 

ofstafl) 

- Incentives to community volunteers 
:. Staff level at Institution 
- No ofCHWs and No reporting _ 
- No ofTBAs and No reporting 
:. -Type and No of community volunteers 

• 
- Tn thE" ln~tltution 

't -. - - --

• The surroundmgs 
-----:..-..::- -. 

- Involvement of community in 
maintenance 

- Status health centre 
- Status staff houses 

- rehabilitatIOn as per Action Plan 
- type and No of pit latrines at the 
- chmc/catchment area 

LomSTICS AND SUPPI.IES 
- Transport - No and status bicycles at the Health Centre 

- Written local transport policy available 
- Transport system in place for referral 

- Availability and supplies - Drug kits 
- Addltional drugs 

- Medical supphes 
- Stationery and office equipment 
- Cleaning materials 

- Stores Management - Goods stored adequately 
- Proper records of stock keeping 
- Frequency stock counts (monthly) 

HEALTH INFORMATION SYSTEM 
- Statistics (Institutton) - correct compilation 

v- timely submission 
- proper analysIs 
- Action taken upon analysis 

---

----. 
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3 
- Statistics HNHs - Presence of a file specifically for HNHs 

~_~,-:*!L~.~ t.!:!.tA.~lecte( . n= - "7" 

-_ proper analysis 
- Action taken upon analysis 

~ : -_ :. _ timely submissiop... _ 
~ ., '--'::-'" .. 

- Storage of Data 

PLANNING 

- Action Plan of present 

MATERNAl, HEAl.TH 
- Family Health comer 

- Family Planning 

-r 

- Antenatal care 

- Postnatal care 
,.. 

-<-

SID/AIDS 
- Health education 

Availabiltty ofinputs 
TB 

- All present and kept nicely 

- Knowledge about strategies/tasks 
- Overall implementation of Action Plan 

- Routine checking of ANCIUS cards at 
consultations 

- Functioaing FH comer 

- Technical knowledge of staff on 
- FPmethods 

r:~--::::':.~~.!,f" c:t~ff'/rnmml1nitv 2!'. the. 
FP methods 

- Approach of staff towards the community 
- Involvement of men in discussion HIE 

- Attendance antenatal chnics and 
consultations 

- Quality ANC consultations by staff! 
attItude 

- Qualtty offIE 
- Knowledge of staff on danger SIgnS/ 
- complicatlOns and treatment 
- Identification of untrained women 
- asslstmg deliveries 
- Trammg ofTBAs 
- Handltng of obstetric complication 
- -";0 of maternal deaths 

,.. -". _L" ,,11. Tf'" "''''''''lH It,,tin"~ .... It .. ) v. _ __ .. __ _ 

- Inputs for obstetrical care 

- Assess quality of HE messages 
- ActivitIes with youths/schools 
- activities with risk groups 

- Educational maternal on mV/SID 
- Distribution of condoms 

- - -4 

-~-

.=-- .. 

4/ . 
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/ 
~ ::r- ~ ..u""t-a.".c" _ _ 1..#"_ ... . ' ""- -- ....... ~ r, 

Case Management 

A vailabiJity of inputs . 

SCHOOL HF A' TU 

General ~-

-
; Knowledge about district TB policy 
- Keeping ofTB register . _ . __ . ___ =-Quality TB contract and defaulter 
-= tracing .,.::'"~ _. -

_ - ~; Distribution of Dots - -
- :: Educational material on TB 

- .... r ---..~ ... '-'- -- - - -- - - -___ _ ____ __'__ 

- No of schools in catchment areas 
- _ Time table for school visits 
- No of schools visited 

Screening and immunisation - which diseases screened for and results 
- How many children vaccinated 
- No of schools with good sanitation 

HE - Group discussions in schools 
- HIE unoertaken in schools 

COM1v1ENTS 

--..... -1It~'--

.!';: -

" - '\._~~--

--:;'.tF~:~tr_-~ -
... ~~ -""'!.t._ - .. ~~~ .: 

jmenustik
Rectangle
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APPENDIXE 
Mongu District Supervision Guidelines 



" . '\ . 
STANDARDISED GUIDELINES FOR SUPERVISION ON SPECIFIC PROGRAMMES 
t. Malaria Control Programme 

• Compare planned and implemented activities in a given quarter 
-Procurement of bednets 
-Bednets actually sold to the community 

• Assess knowledge of qualified staff on diagnosis of Malaria 
• Determine whether standard Case Management provided in the Integrated Technical 
Guidelines are being followed 
• Establish whether propel instructions are given on the administration of drugs (eg. chloroquine 

1. Reproductive Health 

• Registers: 
-Family planning Register 
-Safe Motherhood register 
-Delivery register • 
(separate registers for outreach activities) 

Check on the correctness and accuracy of entering of information in the appropnate columns. Also 
the understanding of the data being entered in the above registers 

• Screening room: 
-Adequate space 
-ExamInation coach 
-Determine privacy 
-cleanliness 

• Delivery room 
-dehvery preparedness 
-cleanliness I 
-records of monitoring labour 

• Contraceptives 
-stock levels (expIring date - received - used - balance) 

• Tetanos toxoid 
-Assess knowledge of schedule to admmister T.T 
-Determine whether schedule is followed 
-Assess knowledge on protected pregnancies agaInst tetanus 
-Correctness on tallying 

• Antenatal Care: 
-Assess whether supermarket approaches is practised. 

\/. Vitamin A: 
-Assess whether the schedule is followed on lactatIng mothers (withm 4 weeks after 
delivery) 

2. Child Health 



.. 
• Child register 

-entering/filling in of the columns 

• Vaccines 

ego *immunisatlon column 
*weight I codes used for recording growth 
*tally sheets 
*fully immunised % 

-register / stock control card 
stock level (expiring date - received - used - balance - wasted) 

-cold chain maintenance 
temperature chart - thennometers (1 in - lout) - maintenance chart 

-assess knowledge on the management of vaccines by all staff. 

• Essential equipment audit to conduct static and outreach activities 
• Assess the ORT comer 
• Assess the use of the integrated technical gurdelines 
• Community: 

-assess the knO\\ ledge on the program 
-assess the involvement in the program 

• Promotive: 
What activities are bemg conducted 

3. TB I Lcpro~ 

• Registers. -correctness of data filled m 
-diagnosis properly done 

• Follow up: 

• DOTS' 

-any defaulters? Traced? Outcome? 
(A defaulter IS someone who didn't receh e treatment for 14 consecutive days 
during the intensive phase or 2 consecutive months during the continuation phase) 

-Are sputums routmel~ collected at 2 - 5 and 8 months (for sputum + cases) 
(necessa~ for cohort analYSIS and cure rates) 
-Are specimen bottles 3\'allable 
-Are drugs aVailable - no stock outs 
(these can be carried by the supervlsol')' team) 
-Any hypersenSItivity reactions noted? 

-Assess the knowledge on DOTS 
-Is this programme conducted 

• Any preventive or promotive activities done? 

5. SC1ually Transmitted Diseascs 

• Syndromic approach to STD management used? 
• Drugs: available (expiring date - received - balance - stock outs) 
• Contacts treated? 
• Any preventive or promotive activities done? 

(U OD0ri \) 



• Assess the knowledge on the % Cs of communication about STD's 

6. HIV I AIDS 

. 
• WHO - criteria: -assess knowledge 

-used for diagnosis? 
• Counselling: -skills available? 

-pre- and post counselling done? 
• Any preventive or promotive acthities done? 

7. Essential Drur; Programme 

• F AMS stock control cards:-:co~tness of entered data 
-FEFOIFIFO 
-Maximum levels indicated? (3 months) 
-Physical counting done monthly? 
-Expired drugs? Overstocks? 
(collect them to fhe district pharmacy) 

• Prescriptions habits: -Are protocols followed (eg. check malaria & diarrhoea) 
-Take a sample of 40 OPD cases and calculate the % of 

clients that received antibiotics 
• Accountabihty on drugs: -Compare the No. of malaria cases v.ith the drugs consumed 
• Client information: -endpoint information check on 2 chents if they know how to 

take the drugs correctly 

o unancial AccountaOlitv: 

• Userfee: -deposited for the past quarter" 
-receipt book matches with OPD register? 
-Assess knowledge on who is exempted from paying 
-HCCS? 

• Imprest -collected monthly? 
-countercheck if items bought can be found at the HC 
-\\hlCh items were bought for the CHV I TTBA? 

• Health passports' -A vailable 
-Accountabilit) 

o [nod Sup pi\' 

• Register: (received - issuing - balance) 
• Distribution: -quantities given to patients correct? 

(mealie meal: 500 g - nee. 200g - cooking oil: 50 ml - meatlbeans/groundnuts: 150 g 
- sugar. 80 g) 

to Clinical Care 

• Registers: -OPD & IPD 
• Records: HIstory - Physical exammation - Vital SIgnS - Diagnosis - Treatment Chart 
• Average duration of stay (should not be more than 5 days) 



~-- .' 

• Emergency trays: -preparedness 
-knowledge 

3. Water & Sanitation 

• Minimum Physical Standard at the centre 
-Water well 
-Latrines: He:3 

-Staff houses - each household should have one 

• Compare the planned and achieved (water well, VIP I TBL I ordinary latrine) 
Taking into consideration the three levels: 

1. Mobilization 
2. Collec1ion of funds, purchase of materials and delivery to site 
3. Actual construction of wells 

• Any water samples taken 
• Supervisor to enlighten Health Centre Statt on good quahties of safe water and excreta disposal 

facility. 
-qualities of good water: clear and sparkling / free of suspension and dissolved Impurities / 
free from contamination / colourless / Palatable 
-qualities of good excreta disposal: must provide privacy / free from smell whIch 
are unpleasant / free from flies / safe to use I easy to construct / easy to clean and maintain I 
must not contaminate user / must protect user from bad whether 

• Supervisor to make a community viSit and see what has be done. 

Cost-sharing activtt-ies:
(contributions community) 

I, ~, 

"'. 

water well. 3500 K per pkt of cement + stones and sand 
TBL 3500 K for 1 pkt of cement T all other materials 
VIP: done a1 He according to plan 
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Supportive Supenrision Guidelines 

1. Problem statement 

More and more health care managers realize that supervision is a crucIal part of 
quality assurance in health care. Most health workers operate in small teams In health 
centres, small hOSPItals or in the DIStriCt Health Management Teams (DHMT). Daily 
work pressure, routine activities, and lack of communication make it difficult for 
health workers to maintain the quality standards of work. Refresher courses and 
seminars may help to improve, theoretical knowledge, but - as we know by now
have very little impact on working practices. People need on-the-job training, 
reflection on practical issues and exchange of experiences to remain sharp and (self-) 
cntical. SupervIsion visits have been established to provide this practical support. 
DHMT members supervise health staff in health centres and hospitals and provincIal, 
regional and national staff supervise DHMTs. • 

In the past, supervision in the health sector has often been unstructured and not aImed 
at problem solVIng. Too often it has been an ad-hoc "police" type of supervision: 
control and fault findIng. 

Several efforts have been undertaken to make supervision work better. Some districts 
have developed checklists for supervislon by DHMT members. Under the auspices of 
the IMel programme a 14 page checklist has been developed and pre-tested in Lusaka 
Province. The supervIsory processes In this document draw on experiences using 
checklists in Lusaka Province, Nchelenge District, Mongu District and Masaiti 
District. 

The reporting and assessment forms developed under F AMS and used in Western and 
Northern Provinces offered the ProvIncial Medical Offices the opportunity for a 
structured supervision. Experiences from these supervision processes have also been 
incorporated in this document. 

2. Mission Statement for Supportive Supervision 

The aim of supervision is to empower the supervised health worker so that he or she 
can improve performance. Some supervision tools aim at giving the health worker 
insight into his or her strengths and weaknesses and guidance In planmng for 
improvement of performance. Other supervIsion tools aim at analysis of critical 
factors causing health problems and planning for action to tackle these problems. 
Another important aspect of supervision is on-the-job training to improve clinical and 
technical skills of health workers, so that patients receIve the best possible care. The 
aim of training supervisors is to provide them WIth the necessary skills and attitude to 
facilitate such an ""empowenng supervision". 



SupportIve SupervIsIon GUIdelines 

3. HMIS and other problem solving tools: QA and HIPPOPOC 

In the new HMIS a number of tools have been mtroduced to stImulate close 
monitonng of actIvities 

• Self-assessment form 
• Health flags (public health flag and curative care flag) 
• Graphs (ANC and Vaccination. dIsease trend momtonng) 

These tools mdicate areas requITIng further mvestIgation and show alarm signals The 
HMIS tools as such do not mdicate solutIons, but should tngger diSCUSSIOn of the 
problems. 

The Quality Assurance (QA) unit haS developed a variety oftools for solvmg 
problems. The QA tools bnng the HMIS data to life and make them useful in 
problem solving and planmng The Assessment. AnalYSIS. and ActIOn GUldelmes 
(tnple A) describes a QA problem solving process that can be used WIth the HMIS 
indicators. The problem solvmg process should take-place WIthin the Health Centre 
and hospital teams. and between health facility staff and DHMT members The most 
appropriate moment for the DHMT to dISCUSS the problems Identified by health 
mstltutIOns is dunng the regular supervIsion. 

Problem solving is an essential part of the HIPPOPOC planning model. which was 
introduced in 1993 at the beginning of the health reforms. ThIS problem solvmg 
process uses the technique ofmakmg a causal tree ("'but why" questIOns). QA uses 
similar techniques and often calls it a "Bubble Chart" In the QA process described in 
the tnple A guidelines this technique IS also recommended. The weakness of the 
HIPPOPOC plannIng model was that the identIfication of problems was based more 
on gut feeling than on rational data. The QA tools link the problem warnings of 
HMIS and the plannIng of HIPPOPOC. 

During the problem solving cycle !idditional data requirements may be identified For 
example, data may be needed to confirm or rule out suspected causes of problems, or 
to assist In setting the pnonty of feasible interventions The HMIS IS mtended as a 
problem Identification tool. While It may prOVide some of the data reqUired dunng 
the problem solving process. it may also be necessary to collect additIOnal data. 

4. The Triple A guidelines and supportive supervision 

The triple A gUldelines provide a context for problem solving dunng supervision 
visits. "Triple A" stands for Assessment Analysis and Action. (It is not a COIncidence 
that this title is similar to the title of Module XI in the HMIS training; it tackles the 
same issues, using the same principles.) The tnple A guides the analytic diSCUSSIOn 
from problem warmng to problem solving. The format is not a checklist as such, 
though elements from checklists have been integrated into the guidelines. In the triple 
A document the examples of how to apply the guidelines use the HMIS self 
assessment fonn. In practical supervision, health centre staff, community members, 
and the DHMT may identify other problem areas: the triple A guidelines and problem 
solving cycle can be applied to these problems as well. 

2 



SupportIve SupervIsIon GUldehnes 

In both this document on supervision and in the tnple A guidehnes the focus IS on 
supervision of the Health Centre by the DHMT. The tools and pnnciples can be used 
in other supervisory or problem solving contexts. 

The tnple A guidelines can be used b) the staff of the health facility to diSCUSS wIthin 
the team the problems Identified dunng the self-assessment. The DHMT can use the 
gUIdelInes during the quarterly supervISIon VISit, especially to discuss the action 
pOints and the district's contnbutions to solvmg the problems. 

In weaker institutions the supervision team and health facIlIty staff can complete the 
triple A process together during the supervision viSit 

The Regional Health Office can use these guidelines for supervision of the distnct 
teams as well. (Or guidelines that mclude other issues that may relate only to distnct 
planning.) 

• 

5. The supervision process 

5.1. Planning/or the supervision 

• Composition o/the supervisory team 

At least two District Health Office members should conduct supportive 
supervision at each Health Centre At least one of the supervisors should be an 
experienced health worker with clinical skills. Accounts staff should accompany 
the supervisory team whenever necessary 

Organize supervision teams and rotate the leadership in the teams. All members of 
the DHMT should partIcipate in supervIsion, not only the top managers. 

• General preparation o/the DHMT members who participate in supervision 

To enable integrated supervision. each quarter DHMT members should share 
information and ideas on each techmcal programme and on managerial issues m 
order to update knowledge of the services we are offenng (DHMT technical 
workshop). 

Use standardized guidehnes for supervision on specific technical programmes and 
update them quarterly, or regularly. These guidelines can be used in a systematic 
manner where the supervisors identIfy problem areas. 

It IS mandatory that all supervisors have good knowledge of the Integrated 
Technical Guidehnes for Fronthne Health Workers. 

3 



SupportIve SupervIsIon GUldehnes 

• DHMT preparation for each supervisory visit 

Documents to be used by DHMT members during preparatIon for the next 
supervision vISit: 

quarterly self assessment reports 
health centre (and dlstnct) action plan 
feedback reports on prevIOus visIts 
report fonns HIA 1 and HIA.2 
updates on technical gUIdelInes by CBoH 

Fixed supervisory schedules (dates) have to be communicated well in advance to 
allow time for Health Centres to brganize· 

patients that need extra attention (if an experienced clinician IS part of the 
supervisory team) 
quarterly health centre reports for the quarter and month just completed 
reserve time for the supervisory team (e.g_ avoid collision WIth the Health 
Centre outreach programme) 
meetings with Health Centre Advisory CommIttee (HCAC) and 
community members 

Study the Health Centres' action plans for the forthcommg quarter so that the 
supervisory team can bring matenals and provide other logistic support for the 
Health Centres (e.g. bring materials when a trainmg ofTBAs is due). 

Consultations with the district accountant and the stores officer should be done 
well in advance to make the logistic support more efficient. (Always take supplies. 
If communication is possible through telephone or radio, ask what the 
requirements are.) 

• Health Centre preparation/or each supervisory visit 

Documents to be prepared in advance of the next superviSIOn Visit· 
report forms HIA.l and HIA.2 
monthly charts 
quarterly self assessment reports 
updates to health centre actIon plan 
review responses to feedback reports from previous visits 

The health centre staff should analyse the self assessment fonn and prepare action 
points to address problem areas. The staff should also meet to discuss, brainstorm 
and prepare action points to address other problems that have been Identified 

Community and HCAC members should be invited well in advance of the 
supervisory visit. 

• Frequency o/the supervisory visits 

Regular superviSIOn is done on a quarterly basis, for at least one whole day 
Health Centres With specific identified problems will receive additional support 

4 



Supponlve Supervision GUldehnes 

during the followmg weeks. Whenever appropnate DHMTs can deCIde to make 
extra unscheduled visits to the health institutions 

• Personal Coaching 

There IS a need to pay specIal attentIon to the service dehvery (includmg clmical) 
skills of health staff. This reqUIres assessment of the knowledge and SkIlls of 
health workers and proVISIon of on-the-Job trammg (coachmg) where necessary 

Instruments for the assessment of health worker knowledge and skills 10 each of 
the key health interventions are bemg developed, as has been done in the IMCI 
programme. Where a health worker IS found to have problems, eIther 10 

understanding or performance. the supervisor will need to provide immediate 
coaching. These mstruments are designed for use by expenenced clinicians, 
nurses and environmental health techmcians. Where a DHMT does not have 
sufficient staff with advanced levels of clinicallQlowledge and expenence, they 
should involve hospital staff in clinical supervision. 

Assessment and coaching are tIme consummg and should not be rushed during a 
routIne superviSIon. The Integrated Technical Guidelines offer excellent reference 
material for techmcal standards to be achieved. 

DHMTs should use other ways to Improve clinical skills of staff, for example by 
discussing climcal topics dunng dIStrict meetmgs where Health Centre staff are 
invited or by publishmg newsletters or other information material for health 
workers. 

S.2. The VISit 

• Documents used during the supervision 

Streamline supervision by sharmg wel1-prepared wntten reports between 
supervision team and Health Centre staff. Reports to be shared are 

the adjusted verSIon of the actIon plan of the Health Centre, 
the agreement between DHMT and Health Centre after the latest 
supervision visit and 
the completed self-assessment form. 

• Focus o/the supervision 

The main focus of the supervision IS on: 
Review of the action plan of the previous quarter, the self-assessment 
report and any other problems identified by health workers or DHMT. 
The tnple A guidehnes provide a context for problem solving during this 
process. 
Improvement of chnical and technical skills of health workers. 

Rules for a supportive approach are: 
- To focus on activities, not on persons: NO FAULTFINDING 
- To apply active empathic listening, 
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Supponlve SupervIsIon GUIdelines 

- To respect Health Centre workers as equal partners 
- To show openness for constructive criticism from the SIde of health workers 
- To co-ordmate tasks among supervisors m the team 
- To involve commumty representatives as equal partners 
- MIND YOUR LANGUAGE 

• The supervision step by step 

1. Meet the In Charge of the Health Centre. 
2. Brief the In Charge on the objectives of the supervision visit and special points 

of attentIOn. 
3. In larger health institutions the In Charge selects health workers who should 

participate throughout the supervision viSIt. 
4 The supervision team performs a general assessment (details m followmg 

bullet point) 
5. The supervision team meets with the Health Centre representatives; the In 

Charge chairs the meetmg This meetIng has three maIn items of bUSIness: 
(a) Discuss the action plan and followup to agreements reached dunng 

prevIous supervisory VISItS. 
(b) Discuss the self assessment and other analytical tools applied by 

the Health Centre staff. The vlsitmg team makes other observations 
if necessary QA problem solving tools, like those m the tnple A 
guidehnes. are applied. HMIS analytic tools like graphs and maps 
are apphed as well. 

(c) Discuss any other problems IdentIfied by health workers and 
DHMT. 

6. After thiS meeting a general staff meeting takes places where the outcome of 
the previous visit report IS discussed, as well as the findings of the present 
assessment. 

7. The viSIting team and the In Charge of the Health Centre meet with 
representatives from the Health Centre AdVISOry Committee and/or the 
Neighborhood Health Committees and analyses problems. 

8. A written agreement IS made on actions to be undertaken by dIfferent partIes 
(Health Centre, commumty and DHMT) 

• General Assessment 

Before the supervisory team can discuss the findings of the self-assessment, the 
team has to assess whether the basic conditions for operating and improving the 
facility are met. 

Have the catchment area and catchment population been defined and are 
the numbers of target groups known? 
Have the registers been kept properly and have reports been produced 
according to the gUIdelInes? (Through a register review it is possible to 
assess the quahty of diagnosis and treatment and the quality of preventive 
health contacts.) Have the graphs (ANC, EPI, and disease trends) been 
made and updated regularly? Do the numbers on the tally sheets, registers, 
reports and graphs match? 
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SupponlVe SupervIsIon GUldehnes 

How IS the Health Centre team functIomng? Is the work schedule 
maintained accordmg to plan? Is the outreach conducted according to 
plan? 
Have the workers done the self-assessment and have they dIscussed how 
they together can solve the problems they have IdentIfied? Are all 
indIviduals contributing to planning and implementation? 
How IS the Health Centre being run? Is It clean? Are all necessary supphes 
available and are stock kept according to the mstructions? (See supplies 
and stock requirements In tnple A gUIdelines.) How IS the cold chain? 
(Fridge temperature between 00 and 80

; fridge temperature chart filled in 
twice daily; sufficient stock of paraffin) 

• Community involvement during the supervision 

Including community visits and participation in the supervision process can help 
increase community mvolvement in improving health status. 

Health Centre Advisory CommIttee members should be present and participate 
during a part of the supervision (This will enhance empowerment and help them 
know their rights, roles and responsibilities.) If possible members from 
Neighbourhood Health Committees or Village Health CommIttees should be 
present as well. 

• Completion of the supervision 

Make a written agreement between Health Centre staff and DHMT on action 
points to be tackled by both parties during the forthcoming quarter. 

5.3. The Follow-Up 

• Tasks after the supervision vidt 

After each supervision visit the entire supervisIOn team will write a feedback 
report. The feedback report should include the followmg topics: Objective of 
supervision I Review of previous recommendatIOns / General findings / Strong 
points / Weak pomts / General assessment and comments on self assessment / 
Recommendations for the Health Centre and the District. This report should be 
sent to the Health Centre and other members of the DHMT. 

The DHMI also gives a general feedback at the District Integrated Meeting (when 
DHMT meets with representatives from all Health Centres) where performance of 
different Health Centres is compared. 

The Health Centre should use the results of the self-assessment and problem 
analysis to update the annual actIOn plan. The Health Centre must submit the 
main changes m the actIOn plan for the followmg quarter to the District Health 
Office durmg or after the quarterly supervision These aCllon plans help the 
DHMI to plan support to the Health Centre, and serve as a tool to be used during 
preparation of next supervisIOn viszt The actIOn plan can also be used for 
honormg claims from Health Centre staff. 
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Assessment, Analysis and Action: Triple A Guidelines 
Quality Assurance problem solving applied to HMIS data 

1. The Triple A Guidelines 

The tnple A guidelines focus on the processes of assessment. analysIs. and actlon. 
ThIS process forms a cycle. with the results of actIons becoming the focus of 
assessment, analysis. and further refinement of action dunng the next cycle This 
process IS also known as the problem solving cycle in Quality Assurance (QA). 

The triple A guidelInes focus on the followmg SIX steps that lead from assessment to 
actIon. (In the larger QA cycle these are steps 5-10.) 

STEP 6 

• 
1. IdentIfy the problem 
2. Define the problem 
3. Choose the team to work on the problem 
4. Analyze and study the problem to identify major causes 
5. Develop solutIOns and actIons 
6. Implement and evaluate quality Improvement efforts 

PROBLEM SOLVING CYCLE (STEPS 1-6) 

STEP 1 

Identify Problem and Select 
Opportunities for Improvement 

Identlfy problems 
Agree on criteria 
Select area to work on 

Implement and Evaluate 
Quality Improvement 
Efforts 

STEP 5 

Develop Solutions and Action 
for Quality Improvement 

Operationally 

STEP 3 

Identify Who Needs to 
Work on the Problem 

Analyse and Study the Problem 
to Identify Major Causes 

Step 1. Identify the problem 

The subject for investIgatIon and problem solving may arise from the HMIS self 
assessment process or from other problem IdentificatIon technIques, like brain 
stonning, expenence, observatIons, suggestion boxes and complaints from clients. 



Assessment. AnalysIs, and Action Triple A GUidehnes 

The examples used In this document are drawn from the HMIS self-assessment form 
(HIQ. I) because each Health Centre wIll use this problem identification technique 
quarterly The self-assessment form has numbered questions that cover the six maIn 
areas for health Interventions and managerial issues. The self-assessment questIons 
are answered by determimng whether the indicator signals "Further InvestigatIon' 
yes/no". The tnple A form concentrates on those questIons that are answered by 
"Further InveStigatIOn' yes" 

The QA Problem Grouping Criteria 

The QA problem solving process Identifies three major categories of root causes. 
1. Beyond control or sphere of influence. These are causes that no one can 

control, like the weather. Or they may be causes over which the Health 
Centre has very limited control, like staffing, housing, emoluments, etc. 
The Health Center can take few actions besides bringing these problems to 
the attention of hIgher level management.. 

2. Easy to tackle. These are called "low lying fruIt" because they are easy to 
pick off. An example is following routme stock control procedures to 
ensure an adequate supply of drugs and supplies. 

3. Difficult to tackle. These are difficult to tackle because more research is 
necessary to verify that they are indeed root causes or because the action to 
address them IS complex and reqUIres tIme. 

These problem groupings should be applied to the major areas of investigatIon. as 
well as to the root causes Identified withm each area. The groupmgs can be used to 
pnoritlze the actions. In practIce. if a "low lying fruit" is identified, this problem can 
be tackled first, because it IS easIer and faster to make quality improvements. The 
effects of the action can be observed, and the problem solving cycle begins again if 
the problem remains. 

Dunng the problem identification step, these criteria can be used to select which 
problems to analyse at first, and whIch aspect of the problem to tackle. 

Pitfalls in Problem Identification 

It is important that the supervIsory team uses its techmcal expertise here. Though a 
number of indicators on diseases may show "no investIgation" because they are not 
outside the expected range, there may be a problem because figures deviate 
substantially from the figures m other health facilities. The supervisory team should 
have the comparison of data between health facilities at hand when discussing the 
information with health staff. Coverage figures also may show "no investigation" 
because they are above the threshold. However excessively high coverage rates, like 
180%, should be investigated. 

In addition it is important to remember that indicators are derived from raw and 
aggregated data, and problems in collection of these data can distort an indicator. If 
the results of an indicator seem intuItively incorrect, a review of the data collection 
instruments may uncover the problem. 
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Step 2: Define the problem 

In thlS step problem IS described and related facts assembled. The problem should be 
descnbed in measurable. operatlonal terms. If the problem is not measurable It WIll be 
difficult to know when the problem has been solved. 

Five questions can help descnbe the problem 

Question 1: What IS the problem? Or what IS notfunctlOmng as we deSire? 
Example Low Immunization coverage for fully Immunized 

Question 2 How do we know If IS aproblem? What mformatzon do we have to 
substantlate the eXistence o/the problem or deficiency? 
Example: Out of the expected target of 80%, we could only cover 30 %. 

Question 3 What are the effects on the populatIOn ~e serve? 
Examples: EpidemIcs from Immunisable dIseases like measles: and the case fatality 
rate IS hIgh m ummmunised chIldren. 

Question 4: How long has the problem eXisted? How frequently does zt occur? 
Example: Since the 2nd quarter of 1997 

Question 5: How Will we know when the problem IS solved? What IS the deSired 
stale? 
Example: When the coverage is 80% or hIgher. We may also set intermediate targets 
that are then raised until the natIOnal target IS achieved. 

Step 3: Choose the team to work on the problem 

Choose the team to work on the problem: identify speCIfic mdividuals, and determine 
whether others need to be mvolved. ConSIdering the followmg questions can assist 
this process. 

Who works WIthin the process contammg this problem? 
Who is affected by the problem? 
Who has authonty over the problem? 
Who has the technical expertlse to help understand the problem? 

Step 4: Study and analyse the problem 

QA has developed a variety of analytIc tools for problem solving, induding bubble 
charts, flow charts, and fish bone dlagrams. The examples used 10 this document 
apply the bubble chart technique to areas Identified for investigatIOn through the 
quarterly self-assessment. QA experts also recommend that a framework be used 
during analysis to prompt investIgation mto all factors that might influence health care 
provision. The most commonly used QA framework is called the four Ms: 
Machinery, Manpower. Methods and Materials. 

The HMIS analytlc framework distingulshes two main sets of factors influencmg 
health care provision. On the one hand there are the community factors, which 
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detenmne the demand for services. and on the other hand there are the servIce 
delivery factors, which reflect the constraints 10 servIce delivery The health care 
provIders can have the greatest mfluence on the second group of factors. WhICh relate 
to servIce delIvery. Discussions with health care provIders dunng the supervisory 
ViSitS tend to concentrate on the servIce delIvery factors It IS very Important to 
discuss the commuru~ factors with representatives from the commumty (Health 
Centre Advisory Committee, Neighbourhood Health CommIttee. etc) 

The causal tree, or bubble chart. goes deeper 1Oto the "but why" type of questIOns A 
number of factors are listed, but others can be .added and should be identified during 
the analytiC process. 

Community factors: - Socio-economic factors 
- Natural Resources 
- Others like cultural, demographIc 

Service delivery factors: - A vailabihty • 
- AccessibilIty 
- Acceptability 
- QualIty of supplIes 
- Staff performance 

Questions are identified for venficatlon With data collected through the HMIS and 
from other sources. The data used dunng this process should be venfied and 
reviewed as described in Step 1, Pitfalls in Problem IdentificatIOn. In the examples 
that follow (from page 13 through to page 22) specific relevant questions are 
mentioned, not with the aim to limit the questions to be asked, but with the aIm to be a 
remmder in the discussion. In the actual problem solving process, other questIOns 
should arise and be recorded and included in the analytic process. ReView of relevant 
immunIsation, ANC. and dIsease graphs, as well as maps, should be mcluded in thiS 
problem analysis process. After bubblIng the team should validate the theones that 
have been brain stormed. 

The questions Identified must be analysed further, usmg relevant data, to determme 
whIch actually contnbute to the problem. These are called the root causes of the 
problem. When the root causes of the problem have been Identified, these causes 
must be further analysed with the problem grouping criteria described earlier. to 
decide which causes should be tackled AdditIOnal prioritisation cntena may also 
include feasibility scoring, as used in the HIPPOPOC planning process, and potential 
for impact. Some problems may need action by other levels of management or the 
community; even in these cases the Health Centre can take some aCtion, for example, 
by motivating the other party to take action. 

Most of the problems are not easIly solved (e.g. increase of incidence of disease). The 
action points are those interventions that are feasible to be undertaken dunng the 
coming quarter. Both health centre and DHMT responsibilities should be mentioned 
here. These actIon points enter in the actIOn plan for the coming quarter (which is an 
update of the annual action plan of the health centre and distnct). 
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Step 5: Develop solutions and actions 

In this step actIon points or interventIOns are developed to address each of the root 
causes. Pnontlse interventIOns and choose appropnate solutions WhICh are workable 
and can give qUIck results. The HMIS IndIcators Manual and Integrated Techmcal 
Guzdelmes mclude suggestIons for responses to problems. Several techniques for 
priontlSlng actions have been mentIOned above. the QA pnontisatlOn model decnbed 
m Step 1. and the HIPPOPOC model described m Step 4. 

The actions, and the root causes that they address. may be organised In a matnx to 
show theIr relationshIps and priontIes clearly. The self-assessment form has such a 
matnx on Its last page, where facilIties are asked to describe the actIons to address 
problems Identified 

Step 6: Implement and evaluate • 

After priontlsing the actions. Implement the solutions USing the PDCA Tool: 
P- Plan. How you will implement the actIvIties? Make an actIon plan. 
D- Do: Carry out the actual actIvIties. 
C- Check. set intermedIate mdicators to momtor process of implementatIon. 

Is the intervention working or not? 
A- Act· Correct any shortfalls and if necessary go back to "p.o. 

Intermedzate targets 

The new HMIS offers the possibilIty to set adjusted mtermediate targets. The targets 
listed on the self-assessment form are natIOnal targets or targets set by the DHMT. In 
many cases health institutions are not able to reach the targets set, because of vanous 
reasons. ThIs offers the institutIon the pOSSIbIlIty to set realistic targets for itself. 
which should be reached within a set period of time. follOWing the action points of 
step 5. For example: health centre A has a percentage of supervised delivenes of 
23%. The health centre makes an actIOn plan of Improvmg of the matermty ward, of 
constructing a mother shelter, and oftrammg TBAs. The health centre sets a target of 
reaching a percentage of 30% in one year's tIme. This IS stilI below the national 
target, but a considerable improvement Settmg the mtermediate target allows health 
institutions to plan realistIcally and measure progress. Intermediate targets should be 
listed on the self-assessment form next to their action points. 

2. How to use the triple A guidelines 

When the triple A guidelines are used to respond to problems identified during self
assessment, step 4 guIdes in asking the critical questions to identify the root causes of 
the problem This step is best undertaken With team brainstorming. The questIOns 
can be wntten III the form of a bubble chart on the flip chart or piece of paper. The 
questions are then investigated using data to identify the root causes. Each root cause 
identIfied, along with the actions to address it and any intermediate targets, should be 
listed on the last page of the self-assessment form. 
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The following examples show possIble responses to inveStigatIOn of each of the self
assessment queStions, as well as se\ eral other areas of inveStIgation that may anse. 

Application of the guidelines 

Self-assessment HMIS analYllcjramelwrk and Examples of specific questIOns arising during 
form (specify Causal tree bubbling process 
questIOn) QuestIOns marked with * are explalnedfurther 

under the table 

Further Commumty SocIO-economic 
investIgation factors Natural 
= yes Resources 

Others 
ServIce A vallabilit\ 
DeliveI') AccessIbilIty 
factors AcceptabIhtv 

Quahtyof 
supplIes 
Staff 
performance 

Items to he checked are lwed helml each set of questIOns 
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Self-assessment HMIS ana(vllcframework and Examples of specific questIOns ar/smg durmg 
form Q I Causal tree bubbling process 
MalaTla 

Number of CommunIt) Socio-economic CQ a\allable in commumtv (CHW)') 
malana cases factors Natural Seasonal clImate compared to last 
exceptIOnall y Resources year') 
hIgh or low Others Use of bed nets') 
Further PreventIve actIvltles') * 
mvestigatIOn Development of resIstance? 
= yes ServIce A vatlabihty 

Delivery AccessIbihtv 
NB: also look factors Acceptability 
at incIdence Quality of Anti-malanals avaIlable? * 
rate and supplies 
disease trend Staff DIagnOStiC skIlls') * 
graphs! performance Standard Case management? * 

• Preventive actIvities. 
diSCUSS WIth Neighbourhood Health CommIttees malaria control strategy, both 
publIc health (controlhng stagnant water) and personal protection (bed nets. 
impregnated curtams. spraymg) 

• Anti-malarials: 
are second line drugs available? 

• Diagnostic skills: 
History. vomiting? ConvulsIOns') 
Examination: temperature taken,) Lethargy or unconsiousness? Neck stiffness? 

• Standard case treatment. 
correct indication for second line antl-malanals? 
Proper instructions to the patient on admmistratIOn of drugs 
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Sel.fassessment HMIS anaivllc framework and Examples ofspeCl,jic questIOns arlsmg 
form Q2 Causal tree durmg bubblmg process 
Antenatal Care 

Proportion of Commumty SocIo-economIc 
ANC factors Natural Resources 
attendance too Others tTBA ~ogramme') 
low? ServIce A vaIlablhty DIstances to cllmcs. 
Further Dehvery supermarket~roach? 
investigation factors AccessibIlIty Outreach programme. long 
= yes queues/waitiJ!g penods?* 

Acceptabilitv Female staff available? 
Quality of ANC screemng facility? 
Infrastructure? Privacy? 
Staff performance MIdWIfery skills? * 

Knowled~e of stafr* 

• Outreach programme: 
antenatal care systematIcally m outreach programme? 
Commumty sensItization on nsk factors of pregnancy? 

• Midwifery skills: 
physical examination. check for BP. aneamia. oedema. weight, abdominal 
palpatIon? 

• Knowledge of staff 
Risk factors identified? (Review regIster) 
Knowledge of Safe Motherhood Register? 

Sel.fossessment HMIS ana(Vllcframework and Examples of specific questIOns arlsmg durmg 
form Q3 Causal tree bubblmg process 
Tenatus 
Protection 

Percentage of CommunIty SoclO-economIc 
pregnanCIes factors Natural 
protected Resources 
against Others ANC attendance m general? 
tentanus too ServIce AvailabilItv School health programme? 
low? Delivery AccessibIlity Outreach j)ro~~me? 
Further factors Acceptabilitv 
investigatIon QualIty of AvaIlabIlity of vaccmes, needles and 
= yes supplies syringes? 

Staff Knowledge of vaccmation schedule? * 
performance 

• Knowledge of staff 
IT status checked and correct action taken? TallIed correctly? 
Knowledge of Safe Motherhood RegIster? 
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Self-assessment HMIS ana~vl/c/ramework and Examples o/specific questIOns arlsmg durmg 
form Q4 Causal tree bubblmg process 
Deliveries 

Is the CommunI!) SoclO-economIc Local tradItIons'} 
proportIon of factors Compare wIth other facIlItIes') 
supervised Natural Distance from communitIes to health 
dehveriestoo Resources care prOViders mel tTBAs') 
low? Others Transport facIlities? 
Further Service A vailabihty Dehvery room'} Maternltv ward? * 
investigatIon Dehvery AccessIbihtv Mother shelter? Referral Possible? * 
= yes factors Acceptabilitv Female trained staff' 

Quality of Equipment. drugs? Water? 
supplies 
Staff Use of partogramme? * 
performance Post-natal care? * 

• Delivery equipment recommended: 
Chide forceps, epIsiotomy sCissors. suture needles. needle holder. artery 
forceps, cord scissors, ring (sponge) forceps, tooth forked forceps, 
neonatal musk extractor 
Delivery bed, light (e.g hurricane lamp) 

• Consumables recommended: 
linen/cloth to dry baby, gauze/cotton wool, plastic sheetmg, cord 
clamps/ties, suture material. maternIty pads. IV giving sets. disinfectant. 
syringes, needles. gloves 
partogrammes 

• Partogrammes: 
Filled correctly 
BP and foetal heart beat checked propnately? 
Vaginal exammatIon done and recorded? 

• Referral: 
Radio commumcatlon WIth district hospital avaIlable? 
Transport available or possibIlity to arrange transport? District support? 

• post natal care: 
check for anaemia. vagina and penneum. abdomen. breasts. BP 
give Vit A (within four weeks after dehvery) 
give Family Planmng adVIce. 
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Self-assessment HMIS analYlJcjramework and Examples oj specific questions arlsmg durmg 
form Q5 Causal tree bubblmg process 
Family Planmn1[ 

Is the new Commumty SocIO-economlc Local behefs" 
number of factors Natural 
famIly Resources 
planning Others A vailabIhty of contraceptives m 
clients community" 
decreasmg? ServIce A vaIlabIhty Outreach programme. avaIlable to all. 
Problem = yes Delivery regardless of marital status. age. and 

factors partner's consent? 
NB: local ACceSSI bility Supermarket a~roach? * 
target may be Accep!ability Privac~ for clients 
hIgher' Quality of All contraceptives avaIlable? * 

supplies 
Staff Staff WIth suffiCIent knowledge" 
performance 

• Supermarket approach: 
FP servIces avaIlable for mothers who come with babies. or who come for 
post-natal control" 
IT proVIded to women who come for FP? 

• Check expIry dates of contraceptives 
• Review FP reviSIt ratio and total visits to make sure these are stable or nsing. 

Self-assessment HMIS analytic framework and Examples of specific quesllons arISIng durmg 
form Q6 Causal tree bubblmg process 
STDcases 

Is the number CommunIty SOcIO-eConomic Commumty sensitIzatIOn? 
ofSTD cases factors Natural 
exceptionally Resources 
high or low? Others Condom dIstnbution In commumty" 
Further PreventIve aCtIvitIes? * 
investigation ServIce AvaIlability 
= yes Delivery Accessibility Obstacles of relIgious or SOCIal nature 

factors to proVIde care? 
NB. Compare Acc~tability Privacy of consulting rooms? 
incidence with Quahty of Drugs and condoms available? Lab 
other health sup~hes facihties? 
facilities ! Staff Knowledge treatment protocols? * 

. perfonnance 

• Preventive activities: 
Health promotion? Sex educatIon in schools? 
Home based care activities? 

• Treatment protocols: 
Is syndromIc treatment for STDs applied as described in Integrated 
Techmcal Guzdelmes? 
Is AIDS counselling done? Is counsellor trained? 
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Self-assessment HMIS analYllcframework and Examples of specific questIOns arrsmg durmg 
form Q 7 Causal tree bubblmg process 
Child 
Pneumoma 

Is the number Commumty SoclO-economic 
of pneumonia factors Natural Climate changes? 
cases among Resources 
under fives Others CHW actIVIties? 
exceptIonally ServIce A vailabIIgy_ 
high or low? Delivery Accessibility Child clinic with mtegrated case 
Further factors . management? 
mvestigatlon Acc~tabil!!y 
= yes Quahtyof Avadability of drugs? 

supplies 
Staff Piagnostic skills? * 

NB: performance Prescnption habits?* 
Compare 
incidence with 
other 
facilities! 

• Diagnostic skills: 
History: how many days? 
Exammation: raise shirt, count breaths, look for indrawings. 

• Prescription habits: over prescriptIon of antibiotIcs? (should be less than half of 
children) 
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Self-assessment HMIS analvtlcframework and 
form Q8 Causal tree 
Child diarrhoea 

Is the number CommunIty SOClO-economlc 
of diarrhoea factors 
cases among Natural 
under fives Resources 
exceptionally Others 
high or low? 
Further ServIce A vaIlablllty' 
investigation Delivery 
= yes factors . 

Accessibility 
NB. AcceptabilIty 
Compare QualIty of 
incidence with supphes 
other Staff 
facilitIes! performance 

• ORT corner functtonallf: 
table, seatmg for mother and child 
potable water m sufficient supply 

Examples of specific questIOns arlsrng durmg 
bubblmg process 

Water storage? 

Clean water sources') 

EpIdemIcs of some kmd? (Dysentery. 
Cholera) 
ORS comer? 

Integrated chIld chnics? 
Waitil!K times 
ORTcomer? * 
• 

DIagnoStIC skills? * 
Prescn~tion habits') * 

2 large cups (500 mt), 2 medIUm cups (250 ml) 
1 tablespoon (10 ml), I teaspoon (5 ml) 
ORS sachets in sufficient supply 
ORT register completed 

• Diagnostic skills: 
History: how many days? Blood m stool? 
ExaminatIOn: observatIOn of drinking? Skm pinch abdomen'] 
Prescription habits' Each child should get ORS Over-prescnption of antIbiotics? 
Vitamm A given if indIcated? 
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Self-assessment HMIS analytlcframework and Examples of specific questIOns arlsmg durmg 
form Q9 Causal tree bubbling process 
ImmUnizations 
Is the Commumty Soclo-economlc Plantmg!harvestmg time? 
coverage of factors Rainy season'> 
fully Natural 
nnmunized Resources 
too low? Others Target group well defined? 
Further ServIce A vallability Outreach programme? Implemented 
Investigation Delivery according to schedule? 
= yes factors Accessibility Seasonal road conditions? 

AcceptabilIty Waitmg times? 
Quahty of All vaccmes available? Cold Chain? * 
supQhes 
Staff Knowledge of schedule'> 
performance -"' 

• Cold Chain 
fridge temperature between 0° and go 
fridge temperature chart filled m tWice dally 
sufficient stock of paraffin 
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Self-assessment HMIS anall'llcframework and Examples of specific questIOns arlsmg durmg 
form Q 10 Causal tree bubblmg process 
Underwelgftt 

Is the CommunIty SOCIO-economlc Povertv. specIfic groups? 
proportIOn of factors Natural Draught. floodmg. etc ? 
underweIght Resources 
children too Others EpIdemIcs? Diseases? * 
hIgh? Health educatIon CHW s? 
Further ServIce AvaIlabIlity Outreach programme? * 
investIgation Delivery Accessibility 
= yes factors Acceptabihty 
NB: Quality of AvailabIlity ofHEPS? 
District target supplIes 
IS required Staff Health educatIOn practices? * 
here! performance Health promotIOn actIvities? 

F.ollow up of at-risk children? * 

NB' Underweight m chIldren can be caused by various factors 
nutntIOnal dIsorders 
diseases (e.g. dIarrhoea. TB, AIDS) 
small chIldren (maybe genetIc. or due to disease or nutrItIonal dIsorder In 

the past 
• Health education: 

Is breast-feeding only dunng first SIX months promoted? 
Is advIce given on type and frequency of weaning food (cf. ITG)? 

• Follow up of at-rIsk chIldren 
programme for home viSIts? 
Register for at-risk chIldren (chromcally ill. orphans, below lower line 
loosing weIght)? 

Self-assessment HMIS analyocjramell'ork and Examples of specific quesllons arlsmg durmg 
form Q II Causal tree bubblmg process 
CHWs 

Are there too Commumty Socio-economlc CommunItv Support to CHW? 
fewCHWsto factors Natural 
meet Resources 
community Others NeIghbourhood Health CommIttee 
needs? active? 
Further Service A vallabIhtv Plans for trammg? 
investigation Dehvery Accessibihtv Dropouts ofCHWs? 
= yes factors Acc~tabilitv Health promotIon by CHW?* 
NB: QualIty of CHW drug kits available? 
Distnct target! supplIes 

Staff RelatIon HC staffand CHWs? 
performance 

• Health Promotion activitIes in the community include: 
sanitation promotion: construction of VIP latrines, waste disposal 
safe water supply: construction of bore-holes, shallow wells 
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Self-assessment HMIS ana(vtlcframework and Examples of specific questIOns arising during 
form Q 12 Causal tree bubbling process 
ITBAs 

Are there too Commumty SoclO-economlc Local traditIons wIth regard to 
fewtramed factors dehvenes? Role ofTBAs 10 general? 
traditional Natural 
birth Resources 
attendants? Others Commumty knowledge on maternal 
Further risk factors? 
investigation ServIce A vailabihty Trammg plans'> 
= yes Delivery Accessibilitv Drop-outs amOl'!K tTBAs 

factors Accem;ability Fee pay 109 or sup~ort to tTBAs? 
Quahtyof TBA kit prOVided? 
supplies 
Staff Supervision of tTBAs 
performance 

Self-assessment HMIS analytlcframework and Examples of specific questIOns arising during 
form Q 13 Causal tree bubblmg process 
Dru/! Kits 
Are too many Commumty SoclO-economlc 
or too few factors Natural 
drug kits Resources 
being used? Others SpeCific disease patterns? 
Further Service Availability 
investigation Delivery Accessibility Logistics? 
= yes factors Acceptabihty 

Quality of 
supplies 
Staff Stock keepmg? 
performance PrescnptIon habits? 

• Push system often causes unbalance between health facihties. Some receive too 
many kits. some too few Flexibility IS necessary' 
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Self-assessment HMIS anaivllcjramework and Examples oj specific quesllons arlsrng durrng 
form Q 14 Causal tree bubblmg process 
Dru1[s In SIOC" 

Are crmcal Commumty SOClO-economIC 
drugs In factors Natural 
stock? Resources 
Problem = yes Others EpIdemIcs') 

ServIce A vallabIhty LogistICS a general problem') 
DelIvery Out of Stock of vItamIn A or TB 
factors - drugs? 

AcceSSI bili ty Extra buffer suppbes avaIlable next to 
, the kits?* 

AcceptabilIty 
Quabtyof Drugs expiring? * 
supplIes 
Staff ~tock keeping? 
performance Prescnptlon habits? 

• Extra supphes 
It is recommended that health centres have second hne anti malarials 
(pyrimenthanune-sulfa tabs) 
Health centres In the IMCI programme should have gentamycin 
Health centres WIth maternity ward should have IV givmg sets. ergometnn 
and IV antlConvulsants 

• Expiring of drugs: 
Does facihty follow FEFO (first expmng first out)? 
Is district taking back unused drugs for redistributIon? 
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Assessment. AnalysIs. and Action Tnple A GUldelmes 

Self-assessment HMIS ana(vllcframework and Examples of specific questIOns arlsmg durmg 
form Q 15 Causal tree bubblmg process 
Work load 

Was daily Commumty SoclO-economic 
workload factors Natural Seasonal vanatlOn attendance? 
wIthin Resources 
acceptable Others EpIdemIcs? 
range? Community sensitIzatIOn? * 
Further Service A val labi IItv Enough staff posted? 
investigation Delivery AccessibIlitv Sick leave or holida~? 
= yes factors Acceptabilitv Other staff problems? 

Quahtyof Drugs avaIlable? 
supplies 
Staff Salary problems? Climcallectures? 
performance Study time? * 

• 
• Workload is not only determined by patIent contacts! 

What amount of time IS spent on community activities. e.g. meeting 
neighbourhood health committee, school health programme, community 
seminars? 
What time is spent on activities with regard to environmental health? 

• Staff performance: 
Is time spent on clinical lectures, or study using materials provided to 
improve qUality? 

Self-assessment HMIS analYllcframework and Examples of specific questIOns arlsmg durmg 
form Causal tree bubblmg process 
TuberculosIs 

Is the Community Socio-economic Support from family and commungy? 
proportion of factors Natural 
TB patients Resources 
under Others 
treatment who ServIce A vailabili!y Distance from health centre? 
have NOT Delivery AccessIbility Supermarket approach to TB 
taken drugs factors treatment? DOTS'" 
for more than AcceptabilIty 
one month QualIty of Availability ofTB drugs? * 
more than supplies 
10% Staff Follow up of defaulting patients? 
NB: performance Sputum control at 2, 5 and 8 months 
OnlyforTB done? 
treatment 
centres 

Knowledge of DOTS? 

• TB drugs: TB drugs should be available for the patients on treatment with at least 
one month extra stock 
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Assessment. AnalysIs and Action Triple A GUidelines 

Additional HMIS analytic framework and Examples ofspecrjic questIOns ansmg durmg 
question Causa/tree bubblmg process 
Walerand 
Sanitation 
Is the number Community SoclO-economlc PaYing for water a problem') 
of households factors Natural AvailabIlity of water In the area? 
with access to Resources 
safe water too Others 
low? Service A vatlabllity Distances to safe water POints? 
NB: Delivery AccessIbilIty Water always available or drymg up') 
District or factors AcceptabilIty 
local target Quality of Quality of water * 
and threshold. supplies 

Staff Knowledge about actual situation') * 
performance 

• 
• Quality of water: 

Is sampling done? 
Does the health centre have a stock to treat contaminated water? 

• Knowledge about actual situation: 
HC staff should perfonn survey annually, In collaboratIon with 
Neighbourhood Health Committees. village leaders and Department of 
Water Affairs 
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APPENDIXG 
Hospital Draft Self-Assessment Form 



HEALTH CE~TRE QUARTERLY SELF ASSESSMENT 

District: -------Health Centre: ________ _ 

"!~ 

FormHIQ.l 
-quarter_in ~ear __ 

The Health Centre quarterly assessment mdlcators were selected to pro"lde insight mto the accesslblilt). ':~J 
and cost-effecuveness of care, as \\ ell as utilIsation and health status. They mclude curauve and pre\ em:'. ~ 
ser\1ces 0-10), communuy partIcipation (11-11), drugs and supplies (13-14), and perfonnance (15) 

Instructions for completing form. 

First complete the Self-• .:\ssessment Tables (fonn HIQ.2) for the quar!er, and use them to enter the 
!'iumerator. Denommator. and indicator Value for each questIon For questIons regardmg cases 0:' 

dIsease seen. If the IndIcator Value IS outSide the Expected Range there may be a problem For o:::er 
questions. If the Indicator Value IS below the Threshold Value there may be a problem. Enter Ye5 or' 
to mdlcate \\ hether there IS a problem • 

Anal\'se the problems for Questions that b3\ e a Yes ans\' er At me end of tn.s reDon. indicate the ~au' 
of prooiems and the corrective actions to be taken. mcludmg support requested from the Dlsmct. :0:
each question wah aYes ans\\ er 

Question 
:\Ialana 

1 Is the number of ne\\. 
malana cases 
exceptlonall~ high or 
10\\ ? 
(Oat:! source HIO:: TJDI.: ::JI 

'laternal Health 

: Is the proportion of 
pregnant women \\ ho 
seek antenatal care at 
health instltutlons too 
lo\\> ? 
(Oat:! source' HIQ2 Table 3al 

3 Is the proportion of 
pregnancIes protected 
agamst tetanus too low? 
(Oat:! source HIQ.2 Table 3b) 

~umerator Denominator 

'\umoe~ oi nc\\ 
C.lSes thiS 

Qu:ute~ 

'\umoer 01 iirsl 
antenatal 

anendances 

'umoer of 
prcgnanclI:s _ 

protected 

'\ .:mocr oi ne .... 
C.lSes In s:une 

.:uancr 1.lS1 year 

E'tpcaeci number 
oi prcgnanclcs 

E"pected number 
oi pregnancies 

Indicator 

'\umcr:llor" J(1i.1 

Den~'T1mator 

'\umer.llor'( lOll 

DenOmlnalOr 

'umerator '( 100 
Denomln:llor 

Target 

<none> 

90~o 

so~o 

Health Cen~e QU:lnerly Self Assessment (HIQ 1) - page 1 

Tbreshold 
or 

Elpected 
Ran2e 

S:'· II:~ I 

SOO" 

-00 0 

Prohk 
(\ es '\ 



Question--- -- --

40 Is the proponion of 
deliveries supervIsed by 
a trained pro\Older [00 

low? 
(Dau source HIQ 2 Table 3c) 

5. Is the number of new 
famdy plaruung clIents 
decreasing? 
(D3U source' HIQ.~ Table 3d) 

AIDS I STD 

60 Is the number of ne\\-
SID cases e'<ceptionally 
high or 10\\ ') 
(Indicator IS StatlsucalJ~ 
reliable onl~ If Health 
Centre has a c:ncnment 
population of more than 
10.000) 
{Dau source HIQ 2 T:lOle 2bl 

~::y.~2'<" 

Child Health 

7 Is the number of new 
pneumonia cases among 
under Ss e:'\.cepuonally 
hlgh or 10\\ .., 
(Indicator IS St.:ltlSnc31J~ 
reliable onl~ liHealth 
Centre has a catchment 
populanon of more than 
10.000) 
lDau source. HIQ 2 Table 2e, 

S. Is the number of new 
diarrhoea cases among 
under 5s exceptionally 
hi2h or low" - . 
(Data source: HIQ.2 Table 2d) 

l'iumerator Denomiuator 

.... umberof E'tpected number 
dehvenes of deln enes 

"SUpe!"\ISed 

a) b) 
"umber of ne,," Number of ne", 
famdy plannmg famd~ plannmg 

chents clients last quarter 

• 

.... umberofnt:\l. y...umocr of nc" 
cases IhlS cases In samc 
quarter qu.arte-- last year 

.... umbcr of nc" .... umoc· of nc" 
cascs IbiS cascs m samc 
qumcr qu.artcr last ~ CM 

.... umber of new Number of nc:\\ 
cascs thiS cascs to same 
quaner Quane:, last ;.car 

Indicator 

'liumeralor 't 100 
Denommalor 

cnange a-b 

.... umerator x 100 
Denominator 

.... un:~tor 't I ()O 
Denommalor 

- Sumerator x 100 
_0 _Denominator 

Threshold 
or 

Expected 
Target Range 

ruraI50~~ RUf:l.I-lO% 
urban 80'~ Lrb:l.n 70% 

over 0 below 0 
(or t\lghe~ 

dlStnc\ 
rargeu 

<none> 85 - 115~o 

<none> 85 - 1150 0 

<none> '85 -115°0 

- ........ .-

-
--=-=;::-: ... :.:: :- ",;:;-1._--

_ ~ .. _....:i:~"'-~_
~Jo .. ~,S' -- -~-

_-i->_ .;.r-~ • " 
.... ......;....:0;;;... __ ... ~ .... 

Health Centre Quanerly Self Assessment lHlQ 1) - page 2 
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Thresbold 
or 

II 
Expected P 

Question Numerator Denominator --Indicator Target Range r 

9. Is the coverage 0 f 80°'0 70% 

under 1 S wIth the full :-'umbc:' full!- E'tpected number fl,umer:uor" 100 

senes oftmmunisauons ImmunlSC'd of children I OenomlO:lloT 

too low? 
reaching age I 
dunng quarter 

(Data source. HIQ.2 Table 4a) 

10. Is the proportion of Dlsmct Dlstnct 

children under 5 who are "'umber oclo\\! Number ~elghed l'oIumeralon 100 target threshold 

underweight too hIgh? lowcrlme In Ihe quarter / Denomrnalor 

(Data source HIQ.2 Table 4b) 

Human Resources 

11 Are there too fe\\ • ~ DlsmCI 

active Comrnum~ Health \'umoc 0':- Calcnmenl .... umer;:uor threshold 

Workers to meet active CH" s popul:ltIon 1000 Denomrnator 

community needs"! 
<Data source HIQ: Table 51 

12 A.re there too [e\\, DIS1I1CI 

actJ\e tramed Tradltlonal 'umt'c· 0: CJIC:lIT'C1: 'l.o"!1cr:nor thresnold 

Btrth Attendants to me~t JCu\c!TB.;.;; ooour.lIIon Hili" De-:(lmmatOT 

commumt~ needs" 
rData source HIQ.~ T.:!Olc 5. 

~~;: 

Drugs I Supplies 
13 Are too man\' Health I 2 

Centre kIts bem~ used') 'umocr oi 11.::5 'umoc:r 01 p:ItlCn15 'umcrator 
(Data source HIQ.2 Table 6:11 ooenee ancnacd l'lI)O De:'lomrn:llor 

1-1- \Vere critical drugs 
e\erout of stock? :-':umberof 

(D~ta source' HIQ 2 Taole 6bl tunes drug \\ as 
out of stock 

Chloroqume 0 OUIofstocl 

Paracetamol 0 out ofstocl 

Pen \" 0 out of stock 

Oral Contraceptives 0 oUt of stock 

Performance 

15. Was the daily staff DIStrict DIStt1ct 

toad for curatIve and :-'umberof Number of l'oumerator wget threshold 

preventive care wlthm ~lIcnl contacts quahfied mff x 6S , Oenonunalor - --. 
acceptable range? -
(O.ua source: HIQ.2 Table 7) 

:a.:r -

-
Health Centre Quanerly Self Assessment (HIQ. I) • page 3 
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For each prob1e1'T1 dete~!t:d._describe corm::tive actions and indicate any assistance requested from the dist 

'. 

• 

Completed by:, _________ ~_ Signature:, ________ ·, __ _ 
Title:. ______________ _ Date:, ___________ _ 

Health Centre Quanerly Self A~essment (HIQ 1) • page" 
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APPENDIXH 
District (DHMT) Self-Assessment Form 



District: 

DISTRICT HEALTH MANAGEMENT TEAM 
QUARTERLY SELF ASSESSMENT 

------- Form DQ.l 
quarter __ in year __ 

The Dlstnct quarter): assessment mdicators \"ere selected to provide mSIght mto the accessIbihty, quahty, and cost
effectIveness of care. as ",ell as utIlisatIon and health status They mclude curatIve and preventIve servIces 0-13), 
finances (14-15), human resources (16-17), drugs and supphes (18-19), and performance (20-22). 

Instructions for completing form. 

First complete the Self-Assessment Tables (form DQ.2) for the quarter, and use them to enter the 
Numerator, Denommator, and Indicator Value f2r each question For questIons regardmg cases of disease 
seen, If the Indicator Value IS outsIde the Expected Range there may be a problem. For other questIOns, If 
the IndIcator Yalue IS belo"" the Threshold Value there may be a problem Enter Yes or No to indicate 
""hether there 15 a problem 

Analyse the problems for questIOns that have a Yes ans\ver At the end of thIS report, mdlcate the causes of 
problems and the correctIve actIOns to be taken, mcludmg support requested from the RegIon, for each 
questIOn \vIth a Yes answer 

Question 
:\-lalaria 

1 Is the number of ne"" 
malaria cases 
exceptlonall} hIgh" 
I' 'ita source DQ 2 Tat-i.e 2a) 

:\Iaternal Health 

2 Is the proportIon of 
pregnant women \\!:o 
seek antenatal care at 
health mstItutIons too 
10\\ ') 

(Data source DQ 2 Tal-Ie 3a) 

.3 Is the proportion of 
pregnancies protected 
agamst tetanus too low') 
I Data source DQ 2 TaNe 3b) 

Numerator Denominator Indicator 

1I,umber of new 
cases thiS quaner 

'umber of first 
antenatal 

attendances 

Number of 
pregnancies 

protected 

l';umber of new 
cases In same 

quarter last year 

'umeralor"< 100 
Denominator 

E"<pected number \'umeralor"( 100 
of pregnancies Denor.mator 

Expected number Numerator x 100 
of pregnancies ' Denorrunator 

Target 

<none> 

90% 

80% 

District Health Management Team Self Assessment (DQ I) - page I 

Threshold 
or 

Expected 
Range 

85 -115% 

80% 

70% 

Problem? 
(Yes/No) 



Threshold 
or 

Expected Problerr 
Question Numerator Denominator Indicator Target Range (YeslN 

4 Is the proportion of rural 50% rural 40°'0 

del!\enes supervised by a ,"umber of E'pected number Numerator x 100 urban 75% urban 65°" 

tramed provlder too 10\\ .., 
delJ\enes of del!\enes I Denominator 

/Dala source DO 2 Table 3c) 
supenlsed 

5. Is the number of new a) b) over 0 belo\\ 0 

family planning chents Number ofne\\ Number of new change a-b (or higher 

decreasing? 
famJl) plannmg family plannmg dlstnct 

chents chents last quarter target) 

(Data source DQ 2 Table 3d) 

AIDS/STD 

J Is the number of new <none> 85·115% 

SrD cases exceptlOnally l<..umber ofne\\ Number of new Numerator x 100 

hIgh" 
cases thiS quarter cases m same I Denommator 

quarter last year 
(Data source DO 2 Table 2b) 

Tuberculosis 

7. Is the TB cure rate too 70% 60°0 
~'-::'-.-

10\\ ? 
NumberofTB Number of newly Numerator x 100 

(Data source DQ 2 Table 2e) 
patients cured diagnosed patients I Denommator 

(negatl\ e smear) m same cohort 
completmg 

treatment penod 

Child Health 

8 Is the number of new <none> 85 -115% 

leumonia cases among Number ofne\\. Number of new Numerator x 100 

under 5s exceptlOnally cases thiS quarter cases ID same I Denommator 

hlgh? 
quarter last year 

(Data source DQ 2 Table 2c) 

9 is the number of ne\\ <none> 85 - : 15 0
0 

diarrhoea cases amono 'umber of ne", 'umber of new :--Oumerator x 100 
::> cases th I 5 q ual1er / Denommator 

under 5s exceptlOnall) 
cases m same 

quarter last year 
high" 
(Data source DQ 2 Tables 2d) 

10. Is the coverage of 80% iOOo 

under 1 S WIth the full Number fully Expected number Numerator x 100 

senes of mmlUmsatlOns llrunumsed of children I Denommator 

[00 10\\ '? 
reacnmg age I 
dUring quarter 

(Dat3 source DO 2 Table .fa) 

Dlstnct Health Management Team Self Assessment (DQ I) - page 2 



Threshold 
or 

Expected Problem? 

Question ~umerator Denommator Indicator Target Range (Yesf\o) 

11 Is the proportlOn of Distflct District 

children under 5 \\ho are 'umber belo\\ 'umber \\eIghed Numerator'( 100 target threshold 

undemelght too hIgh') 
lower Ime I Dcnonllnator 

/Data source DQ 2 Table 4b) 

General Medical 

12 Does your ActIon 1 1 
Plan mclude specIfic 2 2 
mterventIODs for each of 3 

... 

.) 

the top 5 dIseases among • 4 4 
under 5s? 5 5 

'ata source DQ 2 Table ~t) 

13 Does your ActIon 1 
Plan mclude specIfic 2 2 
mten entIOns for each of 3 

., 

.) 

the top 5 dIseases among 4 4 
5s and older? (Data source 5 5 
DQ ~ Table 2g) 

- ~ .. :~~ 
Finances 

14 Old the district over Expenditure 

spend or under spend on Dlstnct Office Total expendIture Numerator x JOO dIstnct for one or more 

the levels hOSPItaL health expenditure / Denommator office of the levels 
5-15% outside the 

centre and cornrnuDIty, Hospital Numerator x 100 
permItted range 

(' nct office? expend :ure / Denommator 
hospItal 
10-40% 

(Data source Accountmg 
Department) Health Centre and Numerator x 100 Health 

commu'1lt~ / Denommator Centre and 
e),.pendl:ure commuOltj 

45-65°", 
15 Did the dlstnct E'pendlture 

o\erspend on expepJ Total e'Dendlwre i'iumerator x 100 allo\\ances for one or more 

- allowances al!o\\ances I Denommator rna\. 20°/0 Items o\er 
ma\.lmum 

- emergency drugs expend Numerator x 100 
emergenc: percentage 

- fuel emergenc\ drugs I Denommator drugs rna'\. 
4% 

- capItal m"estment 
(Data source Accountmg Numerator x 100 fuel max 
Department) expend Fuel I Denorrunator 15% 

I!'pend C:!:ma1 Numerator x 100 capItal tn~ 

In\ I Denommator ~la, 10°o 

Dlstnct Health \1anagement Team Self Assessment (DQ I) - page 3 



Threshold 
or 

Expected Problem: 
Question Numerator Denommator Indicator Target Range (Yesl:\o) 
Human Resources 

16 Are there too tew 2 Dlstnct 

aCt!\>e Commumr: Health Number ot aCt!\ I! Catchment 1\iumerator threshold 

Workers to meet CH\\s populalion 1000 Denominator 

communit) needs" 
(Data source DQ 2 Table 5) 

17 Are there too few District 

active trained TradItional Number of act!' e Catchment Numerator I threshold 

Birth Attendants to meet tTBAs population 1000 Denommator 
• 

~onunuru~ needs? 
,.)a13 source DQ 2 Table 5) 

Drugs I Supplies 

18 Are too man: Health 1 :2 

Centre kits being used? Number ofkns "umber of patients Numerator! 

(Data source DQ ~ Table 6a) opened attended I 1000 Denommator 

~e,.~. 19. Were cntlcal Health 
Centre or hospital drugs Number of 

ever out of stock" tunes drug \\ as 

(Data source DQ 2 Table 6b) 
out of stock 

Chloroqume 0 out of stock 

Paracetamol 0 out of stock 

Pen V 0 out of stock 

Arnoxycillin 0 out of stock 

BeIlZ) I Penicillin 0 out of stock 

Oral ContraceptIves 0 out of stock 

District Health ~fanagement Team Self Assessment (DQ I) - page 4 



Threshold 
or 

Expected Problem? 
Question :" umerator Denominator Indicator Target Range (Yes "\'0) 
Performance 

20 Was the dally staff DIstrict DIstrict 

load at Health Centres for -"umberof Number of Numerator / target threshold 

curative and preventive ratlent contacts quahfied staff '{ 68 DenomInator 

care WIthin acceptable 
range? 
(Data source DQ 2 Table 7a) 

21 Was the daIly staff District DIstrict 

load at hOSPItals for OPD 'umber ot OPD Number of lIIumerator / target threshold 

care withm acceptable attendances and qualified staff/68 Denominator 

Ige? 
reattendances 

mata source DO 2 Table 7bl 

22 Was the dally staff District District 

load at hospItals for IPD \lumber of Number of Numerator/ target threshold 

care withm acceptable admiSSions qualIfied staff" 68 Denominator 

range? 
(Data source DQ 2 Table 7c) 

- - o:::s:; 23. Was the budget spent 20% less than 15°", 
ExpendIture on One fourth of or more than on 20/80 drugs outsIde Numerator x 100 

the acceptable range? 
:!0/80 drugs annual drug budget / Denominator 25% 

( Data source HIA 2 
e ... pendlture, 7 3 2, budget, 
73 1) 

2-t Were too man: 100% 90°10 
"\iumberof Total number of p ~lth Centre or hospital 'umerator x 100 
IflsUtullons institutions that Denominator 

quarterly reports not submmIng should ha\e 
submitted? complete reportS reported dunng the 

( Data source DQ 2 Table 8) quarter 

For each problem detected. descnbe correcme actions and mdicate an~ aSSIstance requested from the Centr~ 30ard 
L)! Health 

Completed by-___________ _ Signature _____________________ _ 

Title Date --------------------------------- ---------------------------
DIstrIct Health Management Team Self Assessment (DQ I)· page 5 
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APPENDIX I 
Comments on the 3A Self-Assessment Form 



October 9, 1997 

Dear Anne, Jaap, Mimi, Charles, and Marietta, 

I hope your travels to the field went well Before leaving for Uganda I went through the Triple 
A form in further detail, and have included further comments Also, I have left a copy with 
BASICS and suggested that they nnght contact you if they have comments In dIscussing the 
HMIS with some of the technical people, I perceive a general perception that techrucal gUidelmes 
may not be adequately represented In -dtscussing this issue with the VIsitmg EPI expert team I 
asked them to give me key indicators which they though would best assess the adequacy or 
quality ofEPI services being provided in a health centre These are-

1. outreach services 
number scheduled according to work plan/number actually carried out 
drop out rated DPT1-tDPT3 
2. vaccme 10gzStiCS • 

number of days (% of time) in past x months that all vaccines were m stock and in date 
number of days in the past x months that the vaccine fridge was outside the safe range 
3. Quality of delivery 
supply of syrmges and needles adeq for x months or o/s x days during last y months 
if pOSSIble to visit on immunization day observation of immuruzatlon technique 
4. Counsellmg exit interviews with mothers to find out-

what % know when to bring their chlld back for the next immumzation 
if more than one question could be asked of the mother, then find out

what reactions to vaccine might be expected by the mother 
what the child's weight was 

I did follow up our discussion on malaria treatment, and found that there is a national pohcy on 
second line treatment, that Fansidar or esP' is in some centres, and should be m a wider number 
shortly Since there are &wdelines for this, it might be important to include in the supervision 
process 

Hopefully this and the following will be useful for the HMIS mto which you all have put so much 
effort 

Best wishes 

Yours sincerely, 

C;\~ 

gburnham@jhsph edu 



Comments in the order in which the AAA is laid out 

2. Mission statement. 
This covers the importance of supporting the health worker, and focusing on facilitating problem 
solving Another aspect which needs mention here is the role of supervision in assuring that the 
patient receives the best possible care achievable from that facility (the 'assurance' part ofQA) 

3. HMIS tools and HOPPOPOC 
This is a good emphasis on use of data for decision makmg Perhaps immediately after the 'but 
why' and bubble chart sentence you could make it clear that these methods only identify potential 
causes of the problems, they actual causes need to be verified with information 

5.1 Planning for supervision 
• Composition of the supe11llsory team: 
Should this section also say something about taIang along someone with clinical skills where 
possible, perhaps from the district hospital-much as you have said in the second sentence for 
accounts staW 
• General preparallon of the DHMT members who partiCipate m SUpe11llSlOn: 
Here it might help satisfy the concerns of the techrucal people ifit were to read (2nd para)

Use standardized guulelmes for supervisIOn on specific techmcal programmes and 
update them quarterly, or regularly The concern here would be that national standards 
and programme specific standards are already developed and set out in the ITG which the 
DHTM can use without developing there own To avoid difficulties which are bound to 
come up, the next sentence might satisfy most if it read These standard guldelmes can 
be used in a systemallc manner where supervisors ldentlfy problem areas Even here 
there may be problems because there may be very good arguments for checking crucial 
areas at every visit. I would probably agree, with the proviso that these key mdicators are 
clear and smaIl in number 

• Preparation for each 8Upe11llSory VISIt 
This is a good section The only suggestion might be the bringing along of any new 
technical guidelines or changes being made to programme methods or procedures 

• Frequency of SUperviSOry VISitS 
An entirely personal opinion here, but I would eliminate the surprise VISItS which gives yet 
again the inspection message Instead extra or unscheduled VISItS might convey the 
intended idea. 

• Personal coaching 
This sectton is well done Only a small suggestion that the supervisor may interview the 
health worker to determine his or her knowledge about providing care to patients with 
certain condItIOns or needs when there are no patients to be observed, and to use 
responses for personal coaching 

5.2 The supervision visit 
• Documents used dunng the superviSIOn (VISIt): 

The standardized gwdelines for supervision on specific technical programmes (pg ) should 
be included as one of the documents used 

Tnple A fonn comments page 2 



• Focus of superVIsIOn: 
Perhaps at the beginning it should be mentioned that the focus IS on enabling the staff to 
provide the best possible health care to people m their catchment area Also an important 
focus is to support the health workers in solving problems detected by health workers, the 
commumty, or the supervisory team. And under the rules include the community as equal 
partners 

• The supervision step by step 
In 6 the QA problem solving tools could be included, since they are referred to elsewhere. 

• General assessment 
In this section should be included the standardized guidelines for supervision on specific 
technical programmes (pg 3) The third and fourth bullets seem vague and ill defined 
These could be tightened up to ask specific questions "Are all mdividuals performing and 
up to standard and contributing?" is likely to either not give you usable information, or 
have the potential for fault-finding or finger pointing This is a quesTIon, along with other 
sensitive items, which should be discuSi.ed m privacy with the in-charge upon arrival 
Again, "are all necessary supplies available and are stock kept according to the 
instructions?" may not be helpful, since the answer to this question, anyplace on the planet 
will be no 

5.3 the foDow-up 
3rd paragraph. in the process of supervision there will doubtless be many items identified 
which requrre attention before the next visit. Some may be major, but many are likely to 
be minor. Do all of these need to be included in the revised action plan? If so, it is likely 
to be a cumbersome document with its utility compromised 

6. Checklists and supervision 
3rd paragraph. It is not appropriate to say checklists do not contribute to quality What is 
appropriate to say is that the use of checklists is only part of the supervision process, that 
is, the problem identification part If not coupled with the problem solving component, 
then it is ineffective. Strong problem solving capacity with weak problem identification 
won't work very well either, as the HMIS development team has noted You should note 
that the CBoH checklist used in Lusaka was never distnbuted without the problem-solving 
context clearly set out, and that QA was involved from the beginning in development, so 
it would never be used as an inspection instrument Further, everyone tramed to use it 
were also trained in problem-solving at the same time (pS would you concur If KLM 
pilots stopped using checklists before takeoff.') In your list of checklists you did not 
include the UNICEF one from Nchelenge constructed by district health workers, and 
which doubled the level of health facility performance within the year. 

7.0 The Triple A Form 
• Column 3 

o Community factors are the three specified even worth includmg, in that the majority 
m the natural resources or socioeconomic are beyond the influence of the health system 
(or almost anyone else for that matter) These may lead health facilities down the wrong 
track and encourage them to conclude that there is nothing which can be done about a 
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specific problem I would think leaving the health facilities to fill in whatever commumty 
factors they identified rather than specifying three categories would be more helpful 
o Service Delivery Factors most people would classifY acceptability and availability as 
part of the large question of access It seems hard to see the dIfference between (Q2) 
availability--distance to chnics while accesslbility=outreach or acceptability=female staff 
availability In Q5 Availability=outreach programme could just as well =supermarket 
approach Also, I think Quality of supplIes is really availability (or adequacy) of supphes 
Quality of supphes would seem to suggest properties of the supplies themselves 

Basic set-up of the form 
Here I have major difficulties with the form as now set out, to be of help to the health 
centers in problem Identification . 

• Q2 Malana Number of malaria cases exceptIOnally high or low. Compared with what? Last 
year? District levels? Neighbouring health centres? National? !fit is the same as last year 
does it cease to be a problem (problem=no)? This is a disease whose incidence is always 
cycling, often for reasons poorly understood If a health centre was part of an impregnated 
bednet programme whlch had high coverage (>80010) then comparisons Wlth other simllar 
areas where there was not a bednet programme would provide valuable information. The 
availability of antimalarials, diagnostic skills or use of case management is going to have 
zero effect on incidence of malaria in Zambia, in other than those on chemosuppression 

One could make this a worthwhile question by starting with number of malaria cases 
reported in the previous quarter (already itself a problem) and then breaking down this 
figure to such groups as-

o under S and over S 
o pregnant women 
o chloroquine resistant 
o complicated malaria (fits, change in consciousness, haemolysislsevere anaemia) 
o persons requiring inpatient care 

These are conditions for wmch something can be done either through advice in US or 
ANC clinics, better treatment, self treatment at onset of symptoms or community 
awareness If there is an active impregnated bednet programme (as is starting up in EP) 
then geographic or usage questions could provide "actionable" informatlOn. 

• Q2 Antenatal care. Propornon of ANe attendance too low? 
Again ANC attendance is always too low if it is not 100010 Is this any visit? or coming 
in the 200 trimester, or having a minimum of three visits? How to make this a useful 
question from which actions could be taken? One could start with the absolute attendance 
ever attended, 1,2,3 or 3+ visits Then find out from which of the n sectors of the 
catchment areas the women came (which would help access questions), merge the TT 
question into this, what proportion were identIfied as high risk, RPR status and treatment, 
malaria chemosuppression, or even specrlied weight gain? All of these (and other potential 
questions) would have specific actions which could be taken by the health centre staff 
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• Q3 Tetanus protechon. Percentage of pregnancies protected against tetanus too low? Here 
again the answer is always problem=yes The real question involves setting a specified 
objective for the reduction of unprotected pregnancies, and usmg this question as an 
indicator to monitor progress toward meeting this objective Without a specific 
programme to address t1ns already-identified problem, then this is likely to be a routinely 
filled out question unconnected to any activity 

• Q4. DelIVenes. Is the proportIOn o/supervlsed dehvenes too low? Is "supervised" deliveries 
in a health facility, as col 4 implies? Do deliveries supervised by a tTBA count?-if so is 
there an information gathering system in place, or likely to become in place, which will 
provide thIs information? In any event, thIs is almost always going to be problem=yes) 
Again, without a target these numbers are not much help, and targets are pretty hopeless 
without a specific health centre programme for thIs specific objective or reducmg 
unsupervised deliveries. 

.. 
• Q5 Family Plannmg. Is the number of new family plannmg chents decreasmg? Wait, wait. Is 

not our goal to be constantly increasing acceptor rates? This question would imply that 
no-change is an acceptable figure. How many new FP clients have been registered, and 
does this meet the health facility targets as the facility set out in its action plans would 
seem to be a more useful figure If not, why not? This would be the problem identification 
from whence the problem solving could be applied to the programme and strategy which 
the facility has in place 

• Q6. Is the number of SID cases excephonally high or low? This implies there is a "right" or 
expected number ofSIDsllOOO persons in the catchment area Is this true? If there were 
a sharp fall off perhaps once could suspect access problems or success of programs Is a 
comparison with another facility valid since SID sources are not distributed like 
mosquitos And does the knowledge of treatment protocols clearly relate to cases seen? 
Again, it might be much better to start with the absolutely number of SIDs seen Not only 
could one examine how they were treated (Ox and Rx), by whom they were treated 
(training), and what type of lEe was available and condom availability. This indicator 
might be good for a large scale SID control programme, but probably of limited value for 
curative SID services 

• Q7 PneumOnIa Although this question is not specified I assume it is "exceptionally high or 
exceptionally low" If so, then it is unclear how the health centre can have an impact on 
the incidence of pneumonia Two areas where there can be an intervention are mobilising 
mothers to bring children to the facility when they are having cough or difficulty 
breathing, and improving fucility case management, including mothers' subsequent home
nursing care How can the pneumonia indicator be made to address these issues? 

• Q8 Diarrhoea. Number of diarrhoea cases exceptIOnally high? It is hard to imagine many 
parts of Zambia where problem*yes Again what control does a health facility have on 
diarrhoea incidence? Although intuitively water protection programmes should reduce 
incidence of diarrhoea, in filet this has been difficult to demonstrate on a population basis. 
Here the principle area for problem solving to address are weaknesses m the case 
management, as well as mothers' activities. 
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• Q9ImmunizatlOns. Is the coverage offully Immumzed too law? Problems again Should not 
this be related to a target? In some situations coverage calculations for individual facilities 
are open to considerable error, since many in the catchment areas may choose to go 
elsewhere for many reasons Other indicators to be considered would be DPTI as a 
measure of access to the system, and DPTI-+DPT3 dropout rates as a measure of 
continuity Often coverage rates are probably better on a district basis than for an 
individual facility 

• Q 1 0 Underweight. Is the proportIOn of underweight too high? What are the criteria here? 
Minus IW AZ, -2W AZ or -3W AZ? AgaIn unless there is a target for comparison, problem 
will almost always =yes This will be interesting to document, though perhaps growth 
faltering would be a better indicator, but what is a health centre going to do about it in the 
absence of a programme? The small proportion of children who come regularly to U5 
clinic may benefit from improved lEe about nutrition to their mothers, though this is 
likely to have little wider impact 

• Qll CHWs. Are there too few CHWs to meet commumty needs? If 1 1000 IS the ideal level, 
then certainly everyone is going to fail. Ifit is related to a target for the health centre, then 
this could be helpful indicator More importantly IS what are they doing, or what 
proportion have fulfilled the activity schedule set out for them in the previous quarter 

• Q 12 tTBAs. Are there too jew trained traditIOnal birth attendants? Is this question a good 
measure ofwhat proportion of deliveries are attended by tTBAs? And is this ever-trained, 
or ever-trained and being supported with supplies by the health centres, or trained in the 
past x years? Is this still a priority in Zambia? In most places tTBAs have been 
disappointing If it is not a major component of safe-motherhood programmes, perhaps 
this space could be used for other indicators 

• Q13. Drug Kits. Are too many drug fats bemg used? This seems a reasonable question for 
facilities using drug kits 

• Q14 Drug O/S. Are cntical drugs out oj stock? Does thIs mean at the time of the self 
assessment? or for how many days in the quarter? Is this a yes if only one is o/s? How 
were the critical drugs decided? If children represent close to half of OPD visits, which 
they usually do, then it would seem appropriate to include the key paediatric drugs on the 
critical drug list These would include co-trimoxazole, the standard drug for pneumonia, 
ORS, and SP or fimsidar as a second line antimalarial, a policy which has been in place for 
1 year+ in Zambia. Now that anticonvulsants are added to the IMel package for 
emergency use, this might also be considered for inclusion 

• Q15 Workload. Was daily workload wlthm acceptable range? A question I have is about 
calculation of this figure in the busier clinics where there are antenatal, U5 clinics and 
school or outreach sessions Are these included in the figure for number of qualified staff, 
and do attendance figures for these other services get factored in? How about time in 
outreach clinics which are generally not time-efficient? 

• Q16 Is the propornon oj TB patzents under treatment who have not taken drugs for more than 
one month more than 10%? This is certainly a good indicator for a quarter-by-quarter 
basis An alternative for an annual assessment would be the treatment-completed ratio 
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APPENDIXJ 
Core Indicators by Category 



Core indicators by category 
(to be used as a stand-alone list or combined with the self-assessment checklzst) 

A. Facilities, grounds and buildings 
cleanliness, toilets, maintenance, orgaruzation of patient records and stores 

B. Records, Reports and Wall charts 
Informatton System 

o Were the folmS from the preVlous quarter returned to the DHMT on tune? 
o Are preVlous folmS filed neatly and in consecutIve order? 

Is there an immunisation monitoring chart correctly filled in and up-to-date showing-
o the number entered'for measles vaccinations is the same as on the InA-I? 
o the cumulative numbers are added correctly, and 
o the point is plotted correctly to correspond with the cumulative vaccinations 
o current estimate of measles vaccination coverage 

Is the first-antenatal-attendance monitoring cllart displayed, correctly filled in and up-to-date 
showmg-
o the number entered for first antenatal visits is the same as on the InA-I 
o the cumulative numbers are added correctly, and 
o the point is plotted correctly to correspond with the cumulative visits and the month 

c. Review of the Outpatient Register for the past month 
o many children should have more than one diagnosis 
o all children with diarrhoea should have ORT treatment 
o half or less of children with cough/difficulty breathing typically need antibiotics 
o review entries for neatness, consistency; use findings for teaching 

D. Services provided 
Are the following services available more than once weekly? (Supermarket) 

o childhood immunisation 
o antenatal care 
o family planning 

Is there a UCI outreach programme? If so, has it made its scheduled visits in the past quarter? 

Is their a school health programme? If so, has It made its scheduled visits in the past quarter? 

Was there a staifmeeting held last month? 
If so there should be mInutes of the meeting, Including names of the parflClpants 

Were there other health facility committees which met in the past 3 months? 
There should be minutes shOWing tOpICS discussed 

z.. thUd health 
Is there an ORT comer fully functional with the following present-

o table, seating for mother and child 
o potable water (supply appears adequate) 
o 2 large cups (500 mI), 2 medium cups (250 mI) 
o I tablespoon (10 mI), I teaspoon (5 ml) 
o ORS sachets (supply on hand should be adequate) 
o the ORT register is complete 
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Vitamin A 
o do the records indicate target population being reached? 

E. Vaccine Supply and Cold Storage 
Has the vaccine refrigerator maintamed an acceptable temperature, and IS its present 

temperature between 0 0 C and 8 0 C? 

Has the refrigerator temperature chart been filled out twice daily for the past month? 

For how many days in the last 3 months does the stock books show each of these vaccines 
out-of-stock? 
Measles _days, DPT'_days, Polio:_days, BeG _days, TT _days 

Is the vaccine stock book current? 
Is a 2 week supply of fuel available? 

What IS the DPTl-t DPT3 dropout rate?' ____ What was the dropout rate last year? 

F. Observation of Assessment of the Sick Child 2 Months to 5 Years 
(covers UCI. diarrhoea, ARI. nutrition. and malaria) 

o Does the health worker greet the mother? 

Does the health work ask about or does the 
mother volunteer-

Danger signs 
o not able to dnnk or breast feed? 
o vomtts everythmg? 
o conwlsions? 

Cough or difficulty breathing 
o for how many days? 

Diarrhoea 
o for how many days? 
o IS there blood m the stool? 

Fever in the past 24 hours 
o for how many days? 
o has Chloroqume been given at home for thts 
Illness? 

Immunization 
o ask to see unmunizatton care? 

Feeding (tfunder 2 yrs or very low weight) 
o do you breastfeed your child? 
o tfyes, howmanytlmes m 24hrs? 
o does the child take any other food? 
o if yes, what foods or tlwds? 
o how many feedings per day? 

For the child treated above-

Does the health worker examine for-

o lethargy or unconsCIOusnesS? 

o raise the shut? 
o count breaths? 
o look for chest mdrawmg? 

o offer tlwd or observe breastfeedmg? 
o skm pinch of the abdomen? 

o examme for stIff'neck? 

o due for VItamm A? 

Drugs prescribed Does health worker correctly explain-
o Dose 0 Frequency 0 Duration 
o Dose 0 Frequency 0 Duration 
o Dose 0 Frequency 0 DuratIon 
o Dose 0 Frequency 0 Duration 
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Does a health worker ask any open-ended questIons to detennme whether the 
mother understands how to gIve the medIcmes prescribed'? 

Does the health worker advise-
o Increase the frequency of meals or breastfeedmg 
o Reduce or stop other foods other than breasbnilk 
o Begm or mcrease the frequency of complementary foods 
o GIve food that IS thtcker or enriched (e g WIth sugar, oIl, ,) 

Does the health worker advise on when to brmg the chIld agam? 

Does the health worker adVIse mother to return WIth cluld tmmedIately for 
o Develops a fever or fever does not go away 
o Drinking poorly (if duld has had dtarrltoea) 
o Blood in the stool (If chIld has had dtanboea) 
o Breathmg fast or dtfficult ( If chIld has been coughmg) 
o Child becomes worse for any reason 

S. Maten1al heal1hlReproductive health 
• 

G. Review of the Antenatal Register for the past month 

Is the antenatal clmtc regIster correctly filled m and up-to-date? 

Are there notations m the antenatal regtster for htgh-nsk pregnancIes, and there are specIal follow-up 
actIvrtIes specified for these women? 

Have the followmg antenatal sefV1ces taken place m the past quarter? 
o outreach antenatal clmics? 
o commumty parttcipatIon regardmg maternal care and referral? 
o commumty chsCUSSIOllS on danger SIgnS of pregnancy and dehvery? 

Is there a regtster ofRPR results for antenatal patIents? 

H. Observation of Family Planning service delivery 
Old the health worker display the followmg actIons 

o greeted the patIent m a frIendly manner 
o encouraged questIons 
o ensured privacy 
o proVIded a health talk about family plannmg 
o carried our screenmg or management of STDs 

Were the followmg clintcal procedures carned out? 
o IT status checked 
o If needed IT gIven 
o blood pressure checked 
o patIent checked for anaemta 
o legs checked for oedema or vancose velDS 
o weIght checked 
o abdomen palpated 
o RPR done during thts pregnancy 

I. Health Centres with a maternity facility 
General observation 

Does the facility have the followmg-
o debvery room WIth necessary eqUIpment m workmg order 
o telephone or radto in workIng condttion 
o transport plans for patIents referred to hospItal 
o adequate lIght (humcane lIght mintmum) 
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Did this health centre mamtam the followmg records for recent dehveries-
o partograms filled m properly for a selecbon ofrecent dehvenes? 
o blood pressure checked and recorder four-hourly durmg labour? 
o foetal heartbeat checked hourly during labour? 
o vagmal exammatton done four-hourly durmg labour? 

J. Supplies and equipment for maternity and postnatal services 

The followmg delivery eqrupment IS present 
o chrtle forceps 0 tooth forked forceps 
o episiotomy SCISSOrs 0 bag & mask for neonatal resuscrtatton 
o suture needles 0 neonatal mucus extractor 
o needle holder -0 climcal thennometer 
o artery forceps 0 incinerator pIt 
o cord SCISSOrs 

o rmg (sponge) forceps 

The followmg consumables are present m adequate amounts for the debvenes wluch occur m thIS 
unIt-

o lmen/cloth to dry the baby 
o gauze/cotton wool 
o plastIC sheetmg 
o cord clamps/tJ.es 
o suture material 
o matemrt.y pads 

o IV gIvmg sets 
odtsmfeCtant 
o partogramme fonns 
o syrmges 
o needles 
o gloves 

K Observation of services in a postnatal clinic 

The following acttVIties were carried om by the health worker-
o checked the date of debvery by card and by asking the mother 
o venfied how many postnatal VISits had been made after thIs debvery 
o carned om a physical exammatton on the mother including-
o abdomen 0 eyesltongue 
o vagma 0 breasts 
o blood pressure 
o exammed the baby for any abnonnalrties, colour, weight, acttvIty 

The foUowmg health educatIon was provided to the mother-
o famtly plannmg 
o immtmisatton 
o breast feedmg 
o growth monItorIng 

L. Sanitation and waste management 

Does the enVifonmental health techmcian know-
o the population of the catchment area? 
o the number of households m the catchment area? 
o the average number of persons per household? 
o how many households have pIt or VIP latrmes? 
o how many house holds have refuse pIts? 

Are there promotional programmes underway on excreta disposal m this area? 

How many new pItlatnnes have been constructed through programmes m the past quarter? 

How many health edttcatIon meetmg on hygtene has he held m the past month? 
__ (check diary for number) 
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Is there uncollected or unchsposed waste lymg around the area? 
o tfyes, has the health worker suggested any a1ternat1ve methods of dtsposal to the 

communrty? 
o tfyes, what IS thts alternatIve? 

Is the excreta and waste cbsposal system at the health centre adequate and safe? 

Is there a malana control programme bemg conducted? 
ljfes. what IS Included In the programme? 

How many VlSrts to the communrty has the health worker conducted m the past month m conjunctIon 
wIth a communrty representatIve to check on sanrtatlon lSSUes? __ _ 

M. Water 

Does the health worker know-
o the number of households served by protected wells or boreholes? 
o the number of households served by communal taps? 
o the number of households wIth mams water connectIons? 
o the number of villages with protected wells or boreholes? 
o how many vtllages are wIthm 0 5 km of a protected water source? 

Does the health centre have a stock of water treatment chemtcals for emergencies? 

How many NGOs or cooperating agencies have water actIVIt:1es m thts area? __ 
If these are present, does the health worker attend therr meetings? (check chary) 

Is the health worker using any lEe matenals about protection of water sources? 

Has the health worker conducted any meetmgs about water supply sources wIth commumtIes wIthout 
protected sources? (Check the dIary) 

How many water sources has the health worker inspected m the precedmg quarter about whIch he or 
she has wntten a report? __ _ 

s. Malaria 
Is there an up-to-date treatment schedule (from ITG or elsewhere) to which health workers 

can easily refer which shows-
o current treatment for malaria including dosage by age or body weight? 
o appropriate treatment for Chloroquine resistant malaria 
o are drugs now in stock to treat both forms of malaria? 

6. STVslHIV / AI'S 
Have one or more of the staff been tramed m the WHO syndrOmlC treatment ofSTDs? 

Have one or more of the health centre staff been trained as an my/AIDs counsellor 

Are condoms readily available-
from the health centre? 
m the community? 
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1.1l 
N. Review of the Tuberculosis Treatment Register for the past month 

Is the tuberculosIS treatment regtster correctly filled m? 
IS data mlsslng or Incorrect? Explanations should be gwen for missing data 

How many TB patlents have defaulted in the past 3 months? __ 

Do records reflect that defaulters were VISIted at home? 

How many sputum posItIve reports at two I!lonths were not followed up? 
__ (number) 

Number of new patients started on treatment m the preVIous 3 months? __ 

Number of patients completing treatment in past 3 months? __ 

How many patients are recelVlng DOTS treatment? __ 

EssetttiaI drugs attd supplies 

O. Drugs and Contraceptives 

stock card days ols 
present last quarter 

Child healthlMalaria DYes DNo _days 

Chloroqume tabs DYes DNo _days 

Cotnmoxazole tabs DYes CINo _days 

ORS sachets DYes DNo _days 

Pyrunethamme-sulfa tabs DYes DNo _days 

Vttamm A capsulesltabs DYes DNo _days 

Maternal healthIFamily Planning 

Methylergotamme mJectlon DYes DNo _days 

Condom DYes DNo _days 

ContraceptJ.vepill DYes DNo _days 

Depoprovera DYes CINo _days 

STDslTuberculosis 

Benzathme pemcillm DYes DNo _days 

Ethambutol tabs DYes DNo _days 
1 rno supply 
DYes DNo 

IS01llaZld + Ethambutol tabs DYes DNo _days 
1 rnosupply 
DYes DNo 
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Pyrazmanude DYes DNo _days 
1 rno supply 
DYes DNo 

RIfina DYes DNo 
1 rnosupply 

_days 

DYes DNo 

Other 

IV Fluids and giving sets DYes _days 
DNo 

Ferrous Sulphate DYes _days 
DNo 

Folate DYes _days 
DNo 

If there is a maternity facility, the following dnms, at a minimum, will be present in adequate 
amounts for the deliveries which occur in this unit-
o procaine penicillin 0 Vitanun A 
o anticonvulsants 0 tetracycline ointment 
o lidocaine 2% 0 mebendazole 
o antihypertensives 0 amoxicillm 
o BCG 0 ampicillin injectable 

Are drugs handled in an appropriate manner? 
o How are new drugs stocked when they arrive? (stock rotation) 
o What do you do with expired drugs? (return to district) 
o Are the any drugs on the floor? ( none) 

How many NHCs are present in the health centre catchment area? __ 
o how many are active? __ 
o is this more or less than last year? 

With how many NHCs did the health centre staff meet in the past quarter? 

How many CHWs are present in the health centre catchment area? __ 
o how many are active? __ _ 
o is this more or less than last year? 
o two how many did the health centre provide support in the quarter? __ 

With how many tTBAs is the health centre now working? 

SuoervlslOn Instrument Pafle 7 


