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QUALITY MANAGEMENT FOR FAMILY 
PLANNING SERVICES: PRACTICAL 
EXPERIENCE FROM AFRICA 

Joseph Dwyer and Terrence Jezowski 

INTRODUCTION 

0\·er the past fi1·e 1-ears, qua/it\· has ti.~htfitl/1· 
emerged as a central concern f(Jr (ami~Y plan­
lling programs . .\Juch a{ the discussiou ha:·; 
focused 011 defining H1wr qualitY is inf{unily 
planning progrmns and 011 han· to measure 
ami emluate it !see. {orexa111ple. Bmce, 1990: 
Be11rand eta/., 199-f; Jain eta/ .. 1992i. This 
paper is, lzon·nn: concerned nut so nwch 
n·ith such nwuers as it is n·irh the praJ!,nuuic 
concerns abour qua/it\' nwuageHit!lll i11 dt:n:l­
oping cowzrn·es by se1Yice ptn\ ·iders H ho are 
011 the tim a lines and In other kn· persmnzd 
especially supen·isors and trainers. These are 
rhe personnel nho need ro wulerstmul qua lin· 
and translate it into action. }ft the clwllenges 
1hey {ace are enmi110llS, especially in A.fi?·ca 
\there resozlrces arul irz(rastrucutre to sttppm1 
:,en ·ice deli\ ·ery are so pom: 

nzis paper desczibes S<lllle o{rhe ap­
proaches and tools that A\ SC lntenwtional 
has heett de1·e/oping in . .l.fiica 0\'t!l' the 1"'-'t 
decade to imprm·e the qualitY o((anzif_y plan­
ning sen·ice delin~r ..... nle paper includes ex­
amples of progress in helping sen·ice pro­
grams imprm·e management and some 
intennediate outcomes. flu: longer tenn our­
come-increased use of sen ·ices-is eYidew 
in the 1wngm·en1111C1llal sector bui is stillw 
come in the public secrm: 

OBSTACLES TO QUALITY SER\1CES 

Go\·cmmental suppor1 for familY planning 
programs in Africa has changed dramati­
callY in the past decade. After' cars of am-

biYalcncc or L'Ycn hostilit\ to\\·ard-.. famih 
planning. n1ost gon.·rnmcnh in the regie lll 
no\\. fa\·or and suppor1 ~unbitioth pr()gr:_un ... 
to extend familv planning ..,t'JYiL·L·~. Donur..._ 
and tcchniL·al agL'IKic~ ha\·c rc .... ponLk·d 
\\·ith an infusion of financial and material 
resources and tt.'dlnical assi~tancc. :\-..a r,:­
sult.largc nun1b(._·r--s ol per ..... onnd h~nc bL'L'Tl 
trained. inhliTilati<m campait!n~ ha\c lx.:cn 
launched. c<mtro:.Kepti\e commtx.litic~ :--v..;.­
tL'n1s ha\'C })('CI1 \..TL'att·d. and SL'IYiL'L' LkJi\­
l''I'Y nL'tworks and dl<HlnL'i" ha\ "'' lx·L·n L''tah­
lislwd. 

Yl'l tlw I'L'tlllll~ on thi.., irnc~tnwnt hah' 
been disapptlinting. C(JI1tl';:lLL'pti\e prL'\a­
k·ncc has been increasing n·r~· :--lcJ\\-h- in 
counllics like \:igeria. Tanzania. and 
l·ganda. YL't in thL'"L' L·uuntJic .... ~t:-- \~ell J.., in 
C(JUI1tliL·~ \\-here prL'\akn~._·L· ha..., t'\panLk·d 
more 1:1pidh.likc Kcma 'llld Zimhal1\\c'. rc·­
sult~ from the Demographic and lkalth 
SurYcvs suggt'st that there i..;. nc\-t'I1hL'IL'" a 
largc gap hct\\-L't'n tlw IK't'd fur lamih pbn­
ning S(.'JYiCL'S and tilL' 11Ufllht.'I-.., flf L-JjL·nt~ 
whn usc scJYiCL'~ ( \:atiunal C()llllL·il fc ll' 
Population and Dt·\·clopment t.'l a!.. 1994: 
BurL· au of Statistks and .\l~lLT! 1 Int~ JITIKt­

ti<m. 1993). Situation anal~:--L'" ctmdt!L'tcd in 
sc\·er-al Afti~,_·an ~,_·ounttie-.. tcl!tb that a -..rn~dl 
proponion of :-.itL'~ in cad1 ol the L.I>Untlit'' 
an.: :-.t:ning the hplk uf dicnt. .... ( Fi ..... llL'I'. 19':J.3 > 
So wll\ are thL· I'L'maining .... itt'' under­
utilized? \\.hat arc the oh .... tack· ... ? 

\\·c now lX"lic\·c that a major rc~l">on t1 1r 
undcnitilization of SL'IYi~..·e ~..·apaL·it\ i-.. the 
lack of attention g:in•n tn ~,-..,tL'm ... c lpt_Tating 
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1'he nsers of 
famil,t planning 

seni(·es hate 
. 'ieldom been 

a.<ihf"d for their 
idea . ., on qnalil, 

at institutional and local sen ice site lcvels. 1 

This belief is supp01ied by what frontline 

senrice prov'idcrs and supervisors have told 

us. In 1993, AVSC held workshops in Kenya 

and Uganda clming which, among other ac­

thities, we asked supervisors and service 

providers to give us their \·iews of the obsta­

cles to qualitv senices (AVSC lntemational, 

1993a, 1993b). In addition, in more than 10 

African countries, we have helped to devel­

op, introduce, and facilitate COPE exercises 

in which local service providers assess 
themselves and identify problems that have 

an impact on qualitv (see page 4 ). From 

these consultations and COPE self-assess·· 

ments, as well as from our own observa­
tions over the past decade, we have devel­

oped a list of what we think are some of the 

important obstacles to effective utilization 

of services. 

• Quality remains an abstraction. 
Everyone talks about quality these davs and 

agrees that it is important, but few reallv 
understand what it lrul.v means. Various 

definitions of qualitv have appeared. Some 

are simple and intuitive, and others are de­

tailed and con1plex. Donor agencies wan! to 

measure qualitv. but there is no agreement 

on how. Man!' staff-not mliv service 

The purpose ofAVSC ·working Papers is to capture on 

paper AVSC's e:.._peticnce and to dbseminate the results 

of AVSC-supported research. \-Ve "\\elcome ~:our com­

ments and suggestion~. 
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QUALITY MANAGEMENT 

providers but also staff upon whom 

providers depend for support, like adminis­

trators, clinic aides, and receptionists-are 

not even aware of the discussion about 

qualitv. The users of family planning ser­
,i,:c:s, who have the biggest stake here, have 

seldom been asked for their ideas on qual­
ltv services . 

• 1Jw client perspective is missing. 
M anv staff in family planning senices in 
Al-rica have come through the ranks of 

m,edical education, began their practice in 

public hospitals that serve sick patients, 

and have learned to deal with patients as 

captive audiences. They readily admit, for 

cocamplc, that family planning senices are 

designed to fit hospital schedules or the 

crm\·enience of providers. They are not ac­

customed to treating basically healthy fami­

h planning clients as "customers" whose 

n'ccds should be understood and catered to. 

Thcv do not know how to obtain customer 

I. Thi:-. paper focuses main\v on svstems failures at 

lucd o.eiYice dcli\·crv sites and~~ the i-nstitutionalle\"c\. In 

addition, manv fundamental obstacles to cffecth·e scr­
\·icl utilintio~ also operate at the "macro" program 
k\<'1; l'Xamplcs include uncommitted leadership, policy 

cmd edt ural baniers, insufficient resources, poor inh·a­

sln:cturc.;; and logistics systems, and inadequate mass 
c< nnmunications. 
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input for designing sen·ices. The.'· are often 
surprised to lean1-as the\ do dut;ng 

COPE self-assessment exercises-how far 

clients hm·e trmdled, how long the' han? 
waited for set> ices, or hm,·late it \\ill b<.' 
when thev reach home that night. 

• Sen-ices m·e isolated, fragmented, 
and wrtical. In manv hospitals. tcmporatY 

familY planning methods are prmidcd in a 
~n1all, out-of-the-\\·ay or unmarked space. 

Sterilization sen-ices are tucked a\\a~· in an­

other comer or buried in the main surgical 
cornplex. Con1munity-based disttibution of 
contraccpti\"es is often a separate progran1 

\\ith its own staff and training. and n1a~· 
not eYen be housed \\·ith or close to clinic­

based sen ices. 
Reproductin:' health sen ices that are rd­

eYant to family planning are also separated. 

G~necological care, including abor1ion or 

treatment of incon1plete abor1ions. is set 
apat1 from maternity sen ices. Ohstettics is 

often separate from matcmal and child 
health clinics. 

GiYen such fragmentation, it is hardl~ 
surprising that pro,·iders learn during 

COPE self-assessment exercises that clients 

often do not knm,· that familv planning ser­
\ices are a\ailable in these hospitals or, if 

thev do kno\\·, where to find them. 
There undoubted!~- are n1an~- reasons for 

the den~lopn1ent of fragn1ented. \·ertical 

serYices. But donor agencies and technical 
cooperating agencies (including AYSCl 

haw been pan of the problem. The' ha,·e 

focused on discrete pieces of a con1prchen­
sin~ progran1, "·hether it be a par1icular 
contraceptiw method, an essential input 

like training information and education. or 
a suppm1ing suh.;~·stenl like n1anagen1ent 

infon11ation svstems or logistics. The~- de­

Yclop their natTnw slices of the total pidurc 
at different times, in different waYs. "·ith 

different local counterpat1s. and often \\ith­
out reference to what other agencit..'s han_~ 
done or are planning to do. The result of 
this uncoordinated program de\·dopment 

is a fragmented progran1 at the top. and 
isolated and fragmented famil,· planning 

sen ices at the front lines. 

• Sen-ices do not adapt to gmwtlr. In 

Africa. new sen-ice sites begin b~· sening: 

Yen· fe\\· clients, sometimes onh 5 to I 0 per 

week. There is no pressing need to pa~· at-
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tent ion to the dficicnc~· of such pro~..·esse~ 
as client tlow. rc~..·<lnl-kt.·eping. conlnHxlitic~ 

n1anagen1cnt. and ~chcduling. Sonw clinic:' 
in Africa. howt.'\-l'l'. arc now sctYing llc'­
t\\·cen 60 to 160 clients per dav: vet the :-._v ... -

tems established at thL' lx·ginning: per:-;ist 
\\·ithout n.·\·iew or r~._·yision. The r~._·sults in-

C\itably arc frustrated dicnh. ha .... ,k·d pn )-

\iders. and breakdo\\TIS in st.·ni~..·~._· .... tandJ.rds. 

• Tl'aiuiug i_t;; iuappr·op,-iate, rwn·owly 
focused, and 11nsupp011ed. Traimng j, all 
too frequent!~- canied out in ~..·cntral or re­

gional training center~ that ht..·ar little rt:­

sen1hlance to the real-life condition~ that 
ti~tinccs ,,-ill hll'L' at their hon1e institution .... 
Fan1il~· planning training is ohen geared 

n1ore to techni~..-.. d skills and not enough to 

n1anag:L~n1cnt and supetYisory skills. KL'\ 
01en1bers of thL• kKa} SL'!Yil'L' ddi\ L'I:O 

tcan1s. including th~..· admini ... trator..., and 

matrons who hJ.\"L' o\"er:-.i~ht and dccisitm­
making rL"sponsibilities. arc often kft out of 
fan1il~· planning training: con:-.cqucnrh-. the' 
often do not adequatd\ suppo11 thnst.' \\-ho 

hm·e been trained. Although trait1L'L' folio\\­
up b~· trainers is often planned. it r-ard\ 
happens bccaus~._· of inadL"quatc rL'..,our~..·c.., 

and tinlL'. 

• Supen·isiou is superficial or· non­

existent. \\·e ha\"e concluded that nne ot tht.' 

biggeSt illl(X.'dilllL'IllS tO qualitY '-L'IYiL-L''- i-.. 
the lack of attL'ntion to 'llfl'L'IYisit 111. 

Although n1one~- is deYoted for stat1-up J.nd 
capital inn:stn1ent costs-sud1 Zb lor ~..·cn­

tralizcd training or cquipnlL·nt-littlt.• 
n1onc~· is set asiJe for SUJX..'IYi ... ion. Lik~..· 

trainee follow-up. it i:-. gi\L'Il lip ...,~._·ni~..-~._·. at 

ix?st. in n1o:-.t program ... in :\l!ic.1. 
Public sector supt_'tYisor~ ha\·e told tb that 

thc_v \\-ould like" to Yisit .... ciYicL' .'-itt.'" at lca..;.t 

three or four times JX.'I' \t.'ar. Howc\·cr. a 
u>tmtry lik~..· Tar11ania has o\·cr I ~0 ht ~ ... ri­

tals. 260 hr.?alth center:-.. and o\ LT 2.(}()() ~._l! ... -
pens~uics. In thi:-. kind of situation'~ here r~..·­

sources lor \·chidL·s. fud. ~mJ. rno"t (If all. 

time are sc.:lrce. the k·w .-.UJX'IYi .... or-.... arc 
luck~- to be abk· to \-i .... it just thL' mai1 ,r ... ire' 
and a few of the sn1alkr orw .... And when 'u­

pcnisor~ do tr:nd. tlk'.' tYpiLallv _,rx-~nd onh 

an hour or t\\·o at t.'ach ... itL'. t.1lkin,? mainh 

\\·ith top-leYd hospital ~tatt and (k\-otin~ 
1110St Of their timL' tO l'Ollt'L'ting Stati;-;tiL'_..;_ 

\lan~- supt?rYisors do not ha\·c lt'~..·hniL·~d 

t'xpet1ise in thL' SL'rYice .... that th~..·~- arc ~upcr-

OrH" of IIH' b~l 
l•IH"ffl_.,l.'t lo 

qualll.' ~Wn i<"NO 
I" IIH' lacJ. of 
all Nil loll I o 
.o;upt"nl"lofl 
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Gelling pi'Ot iders 
lo dt't Plop mow 

of an orientation 
lonard lht' nf't'ds 

of customers is 
important 

vising. Supervisors also say that thev need 
training in helping sites to assess their 0\.\11 

needs, in facilitating group discussions 
among local prov·iders, in stimulating team­
work at local sites, and in guiding sen icc site 
staff in solving some of their own problerns. 

DEVEI"OPMENT OF QUALITY 
MANAGEMENT APPROACHES 

The list of obstacles to quality sen ices is 
daunting, especially' given the scarce re­
sources and weak infrastructures that char­
acterize health services throughout Ali·ic3. 
But there has been progress. With our 
country partners, AVSC is developing tools 
and approaches that get setYice providers. 
trainers, and supervisors to take the first 
steps in the quality iinprovcinent jom11cy. 

Perhaps the most effective approach is 
the COPE self-assessment methodologv 
that AVSC and our pattners in Kenya and 
Nigeria have developed and relined over 
the past six years (see Dwyer et a!., 1991. 
and Lvnam eta!., 1993, for a more detailed 
discussion). COPE is an acronym that stands 
for client-oriented and provider-efficient. 
The essence of COPE is a facilitated process 
that gin" service providers some simple 
techniques bv which they can self-assess 
their own serv·ices, identih• problems, and 
devise solutions to the problems. The meth­
ods described below have grown out of our 
initial work developing COPE; either thev 
are incorporated into the COPE self-assess­
ment package, or they are used in addition 
to, or as next steps after using, COPE. 

The Quality Definition Exercisoc 

One of the most impot1ant first steps is to 
get the staff themselves to define qualitv 
serv~ces and the conditions that arc neces­
sary for qualitv to exist. When staff arc in­
volved in defining qualitv; thcv arc more 
likely to get beyond the abstractions and 
jargon, to know what quality means, and to 
be able to measure their progress. 

We now include a quality definition exer­
cise at the beginning of a COPE self-assess­
ment. It begins with the facilitator asking 
local stat1 what thev see as a quality service. 
The staff envision themselves, or their fami­
ly members, coming to the site for service 
and describe the kind of service that thev 
would like to receive. 

QUALITY MANAGEMENT 

Onlv afier staff have developed their per­
sonal vision of a good service do we help 
1 h'"n to develop and gain a comprehensive 
picture of qualitv. We do this by orienting 
tlwrn to the Rights of Clients and Needs of 
Providers, as developed bY the Inter­
JJational Planned Parenthood Federation 
IIPPF) and by giving them checklists of 
questions that are organized according to 
I hese tights and needs (Huezo and Briggs, 
1992: Huezo and Diaz, 1993 )2 These check­
lis Is are given as a guide to help staff look at 
t h,_•i t· sen·iccs. Completing them is one of 
t ih: ptimarv components of COPE self­
assessrnent exercises. VVe encourage clinic 
staff to add their own questions and to 
rni.tkc the guide their o\vn. 

Customer Interviews 

Getting providers to develop more of an 
orientation toward the needs of customers 
is in1portant. Customers of pro\·iders in­
dude not only famil.v planning clients but 
;::dso fellow providers, managers, and other 
personnel who rely on the providers in 
order to do their work well. The COPE 
tools include a guide for conducting client 
interviews to help providers "break the 
kc" in ge-tting client feedback. In many 
Sites, providers have found the clients' 
\ it·ws so interesting that thev continue the 
practice, adding their own questions each 
time thev conduct COPE. A second, very 
in1pmiant pati of customer interviews is 
sdting a forum where supcn'isors ask the 
staff what thev need to provide quality 
sen·ices. Supervisors sav that thinking 
of the staff they supervise as their cus­
tnmers is a major breakthrough in seeing 
their role as facilitators, rather than as 
in~pectors. 

COPE Workplan Development 

Once staff of a site have completed a COPE 
s,·ll-assessment, they take the findings and 
ci,C\·elop a workplan. The simple format for 
t ht· workplan consists of four columns 
under which staff list the problems, pro-

The I 0 IPPF Rights of Clients arc the 1ights to 
ir !i•1mation, to access, of choice, to safetv, to p1ivacv. to 
<:(•Iritkntiality, to dignity, to comfort. of continuity, and 
•ll opini(Jtl. The 10 IPPF Needs ofPnl\iders arc the needs 
!(·I· 1·:.1ining. information, infrastnKture, supplies, guid­
ar-(·, ·. lxtL·k-up. re:,pect, encouragement, feedback, and 
.sci f. ' .. '\pression. 

nsc: Uorking l'aper ~o. 7 Febrnacy 1995 



posed solutions or recommendations. P<'r­

sons responsible. and target completion 

dates. This \\·orkplan, including the identifi­

cation of problems and solutions, is dew l­

oped bY group discussion among team 

members who pat1icipated in the self­

assessment exercise. The facilitator guides 

the discussions and helps staff agree on the 

problems and practical solutions. 

Some obstacles hane been ob\ious to staff 

for a long time, and some solutions require 

simple, cleat'cut problem-sohing and more 

teamwork. \'ery often few additional re­

sources are needed to soh·e problems. 

Some problems require additional re­

sources from the hospital or clinic adminis­

trator, and son1e need resources from head­

quat1ers. lnYoking site administrators and 

senior matrons in COPE helps in releasing 

r~sources to soh·e problems. Likewise. in­

\'Ohing supenisors from headquat1ers v.-hen 

introducing COPE helps paYe the \\·ay for 

more resources from the centralle' el. 

Some problems \\'ill keep recuning and 

will seem intractable. This is because the 

initial problem identified was a S\mptom of 

deeper problems. We beliew this is natural 

and that staff can learn to address deeper 

problen1s as they gain more expet;ence 

\\ith COPE. 
Although the management science of 

Total QualitY Management (TQM) has de­

Ydopcd manY po\\·etful tools and methods 

that can be useful for imprO\ing health care 

S\·stems.' it is impot1ant to keep the COPE 

tools simple in the initial stages so that stati 

at allleYels can identit\ n1ore ca.sil:· \\ith 

the proce~s of sdf-assessn1cnt and ,,-ith the 

issues that theY themsekes put in their fol­

low-up workplans. As facilitators and su­

perYisors gain n1ore expetience with COPE. 

we help them learn more sophisticated 

techniques to identify problems and sohe 

their root causes. 

Facilitative Supervision: The Missing Link 

We hm e found in obserYing COPE done in 

manY different sites that the workplans 

often produce similar lists of problems and 

recommendations. COPE uncm ers two 

broad classes of needs: those that can be 

addressed bY the local staff themseh·es \\ith 

m·ailable resources and ingenuitY, and 

those that require help from headquat1ers 
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or outside technical agencies. Included in 

the latter group are the need for impro\ing 

the knowledge and skills of staff at ulllcY­

ds: the need for n1on..' financial. lo~i~ti~..--al 

technical. and tnoral suppo11 fron1 tlw SL'I-­

\ice sites and thr..>ir headquai1L'rs instituti1m 

or go\·et11n1cnt agt.>nc~·: and the need for 

more tin1e and rcsoUtTc' . ..; for "'UJK:nisors ..;o 

that the~- can giYL' the ncce...,san· guidan~..-·L· t() 

local sites and strt.'ngthcn the link:-. lx.?t\\ t'c:n 

sen ice sites and central headquar1er,. 

One of the n1ost in1por1ant conuibutions 

that donors and technical a ... sistancc a~en­

cics can now n1akL· is to help lamih- plan­

ning institutions and goYctnn1L'nh to c.kYntc 

n1ort.' n.•sourccs to impn)\ing supt:tYisinn. 

and to help supetYisor> lc·am the skills ol 

facilitation. n1cntming. and on-silL' training. 

.-\.\'SC is working with ib p~u1ncr:-. to itn­

proYL' supctYision in "'L'\·eral \\·a~-s: 

• \\'e arc encouraging and supponing pin­

gran1S so that there arL' n1ot't.' sup·ctYisor:-.. 

fe\\-L'r sites to COYL'r per sufX.'IYi~or. aLk·­

quak~ transpo11. and the tin1t.' tn spend 

two to fiYL' daYs at a sen-i~..-·c silL' durin~ 

Yisits. rather than onl~- at'~..-·\\ h( )uJ:-.. 

• \\'c arc den.·lnping workshops\\ here -..u­

pcnisor~ and trainer~ can impro\·c thL·ir 

technical kno\\ ledge and skills and IL·an1 

to hccon1c facilitators and mentcll:-.. 

• \\'c arc encouraging bn1il~- planning in­

stitutions and gon?tnmcnts to ~L·k-ct 

trainees who haYL" the interest and capa­

bilitY to sharL· nc\\. skills \\·ith their col­

leagues at the local silL'. 

• \\·care wnrking: \dth donors and our 

pan ncr-:-. to rt.>prog:ram or augn1cnt -..()me 

of thL· fund..- now L'a1111arkL·d h )r CL'I1tral~ 

ized training cow~c~ for trainee folln\\­

up so that all traincL':-.. ~..-·an rL·~..--L·i\ L' -..up­

pm1i\·L· :-..UJ"X.'tYision at their ... L'tYi..::c -..iks 

• \\'carL· \\-orking: v.-ith nur pan ncr-.; to de­

sign silL' training and to de\d( 1p rnalL'ri­

als that supp<H1 site training. 

Site Training 

COPE sdt-asscssnk'I1b haYc t-e\·cak·d ~L'\·­

cral needs that L'<J.nnot he soh·cJ indqx~n­

ckntl~- b~- kx:al pn)\·iders and that must b.· 

; &·no,J~-k L"! ,d il44fl! pr•)\JJt· .1 ,.::•""i ~:11~1:~· .. <1-. · 

tht· TQ.\Itt....-hntLJUt"~ th.tt ._~m 1-x· u,t·,l t•' J'11rl, •\ L' :b~­

pnx:t·-.-,t'' that .trt· t\-pt..:alln hL·..;.hh ,-.~~~· ~\•ll·~·r~ 

lt>t:' oltftl 
fnt additional 
~rrr.;an­

~losohr 

~ ... 
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Site training 
carries nilh it 

lhenolion 
of l'f'imenling 

the entiw 
local sen ice 
deliJery· site 

addressed with the assistance of the head­
quarters of the national family planning in­
stitutions. COPE has shown that most staff 
at a local sen ice delivery site need to im­
prove their knowledge and skills to deliver or 
suppori familv planning senices. COPE has 
also uncovered the need to develop better 
local teamwork and to initiate or strengthen 
the linkages between the separated, but re­
lated, se1vices at a site. Imprming the 
knowledge and skills of all staff is not some­
thing that most sites can manage on their 
own. Yet it is not feasible to send everyone to 
central training sites, vvhich, in any case, are 
often not oriented to field realities. 

Thus, with our partners in several coun­
tries, we have begun to evolve the framework 
and methodologies for conducting what we 
call site trai11ing. As the name implies, site 
training carries with it the notion of remi­
enting the entire local setvice delivery site. 
Site training views the entire semce deliv­
ery site as a system and treats staff as mein­
bers of a team that make the system func­
tion. Thus, site training is a comprehensive 
inten·ention. It involves conducting at the 
service site itself a se1ies of staff develop­
ment activities for all or different categories 
of staff according to their needs. (These 
needs are usually identified during the 
COPE self-assessments or by supervisors.) 

In the early stages, site trainings have 
been organized with the facilitation of 
AVSC staff and consultants working with 
headquarters supervisors and trainers from 
the umbrella institution and with the kev 
providers and administrators of the local 
service sites. Eventually \Ve cn\-ision that 
site training will become an essential hmc­
tion that supervisors and trainers will man­
age independentlv. 

A site training may include a basic orien­
tation to the family planning services for all 
staff at the site, contraceptive technologv 
updates for service providers, skills training 
for counselors, and skills training for clini­
cians in IUDs, Norplant implants, and surgi­
cal sterilization skills. Supervisors who pos­
sess facilitative and training skills play a cat­
alyst role in the training, using the talents 
and interests of site staff as much as possi­
ble. In Kenya, Uganda, and Tanzania, super­
visors are alreadv linking trained colleagues 
at the site level vvith untrained colleagues. 
The supenisor plavs a key role in maintain-

6 QUALITY MANAGEMENT 

ing standards by certifying surgical skills 
before trainees practice solo. To ensure that 
standards are maintained, the supervisors 
and trainers who are conducting site train­
in~ relv on technical guidelines and instruc­
tional curricula that are available for family 
planning methods, surgery, counseling, in­
ft·ction prevention, and other skills. 

RESULTS TO DATE 

The verdict is still out as to whether the 
qualitv management approaches discussed 
in this paper will translate into service de­
liven· svstems that are reaching their full 
potential in semng the unmet demand that 
nists. As we have already suggested, in­
stalling quality management systems and 
improving quality is a long-haul process. 
N•evei1heless, there have been many en­
cnuraging results and small victories that 
suggest we are probably on the right track. 

• Staff at different levels in the institutions 
using COPE tell us that they now have a 
clearer idea of what quality means, espe­
ciallv in relation to their own jobs. We 
have witnessed frustrated senrice pro­
v·iders become excited and eager to do a 
belter job in sening their customers. 

• Staff also repori that the COPE tools are 
useful, that they frequently use or refer 
to them, and that they refer to and up­
cbte the workplans that they developed 
fmrn the self-assessment exercises. 

• The COPE methodology is effective in 
helping site providers to solve problems 
they identify. In one follow-up study, sites 
"'1'-·ed an average of 78% of identified 
pr·oblems. Client waiting times, a prob­
lem frequently identified by COPE, have 
been reduced by an average of 50% 
(Lynam eta!., 1993). 

• 'v!any providers have told us that they 
like vievving their family planning pa­
tients as customers. They have found 
their talks with customers rewarding and 
in some cases, these talks have led to 
quick and inexpensive actions to respond 
to customer needs. 

• Likewise, some supemsors report that 
1 hev like thinking about local service 
providers as their customers. They report 
1 hat helping providers to solve problems 
gives them satisfaction. 
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• One of the most frequentlY reported ben­
efits of COPE is the team-building that it 
generates \\·ithin a sen ice site, and the 
de\-elopment of "inreach" linkages be­
tween different sen ices that han: been 
separated from one another -for in­
stance, bel\,·een the clinic that prmides 
temporarY methods and the sterilization 
sen ice, or bem·een the familY planning 
clinics and postpartum or postabortion 
sen ices (Lmam et al.. !99.J). 

• Two n1ajor family planning institutions 
in KenYa-the FamilY Planning 
Association of Kema and the Christian 
Health Association of Kema-hm·e re­
structured their quality assurance sys­
tems and adopted facilitati\·e supenision 
and COPE self-assessment as comer­
stones of their new S\'Stems. 

• FinallY, missions of the C.S. AgencY for 
Intemational Development in Kenva and 
Tanzania han~ recentl~- expressed an in­
terest in helping gm·emments to impro\·e 
supenision b\· prmiding support for 
more supenision teams, decentralization 
of supervison· teams, and a shift to on­
site training. 

CONCLUDING REFLECTIONS 

We conclude this paper \\ith a few reflec­
tions and cayeats. \\'e are now con\inced 
that it is possible to install qualitY manage­
ment practices that are based on simple 
technologY and on practical approaches 
that \mrk, and that busv prmiders and su­
penisors can master and \\ill use. But the 
steps described in this paper are merclv the 
first in a long joumev. 

When embarking on this joume\, the 
entire institution, from top to bottom. must 
he committed to qualitY. We haw not vet 
found easy \\·ays for stimulating this total 
commitment bv our partners. Technical 
assistance organizations like AYSC can onlv 
be a catalyst in helping interested agencies 
to find their mm wav. Certainh, AVSC can­
not do it alone. It \\ill help to develop this 
commitment if donors and technical agen­
cies work together. 

It merits repeating, yet again. that more 
supenision-and supenision that is sup­
porti\·e and facilitative rather than inspec­
ti,·e-is criticaL We emphasize this point in 
the national qualitY imprm·ement \mrk-
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shops that \\ e hold \\·hen discussing the 
cost of poor qualitY . .-\s par1icipants begin 
to realize the costs of dissatisfied client~. 
\\·as ted staff skills due to lack of pmhlem 
sohing at the site len·!. etTors in the man~ 
agen1ent infmn1ation n.'JXH1ing s~·;-.tcn1s 
due to poor training and no supt_·r\ision. 
and frequent stock~outs of cmnmodities 
and essential expendable supplies. the' 
agree that the cost of in1pro\·ing qualit: 
\\·ill be less than the n.·sour-ces no\\. being 
wasted bv poor qualitY and the abS<?nce of 
a functional supetYison· supJX)J1 s~·sten1. 

\\'e also n1ust he prepared for some n·r: 
hard work and investment in staff den·lop­
n1ent. The de\·dopn1ent of facilitati\'e su~ 
pen ism:· capacities will he \'et:· hands-on. 
staff~intensin.> work for in~countl".' institu~ 
tions and technical assistance agencies. 
Like\\ ise, doing effectin~ facilitati\·c super~ 
\ision \\ill require supt_·nisors who ha\·e 
strong technical and interpersonal skills. 
who han.> patience and pt..'I"Sc\·crance. and 
\\·ho are willing to spend time in the fit.·ld. 

A shift in the mindset of donors is also 
needed. The hope that donor' could fund 
only up-front. shm1-term cosh and aYoid 
recurTent costs is being dashed hY the real­
ity that sustainable dc\dopn1cnt \\ill n.•quirc 
sustained suppot1 for the ciitical dement~ 
of supenision and management. Such '-ttp­
pot1 \\ill. howe\·cr. k\'cr-agt• ht.·ttcr usc of th~..· 
substantial local contributions and human 
resources that are no\\' poor!:· used. 

.-\shift in 11-aining models is also n."'quircd. 
In the emlution of familv planning pro­
grams in Ahica. training has 1k""con1c di­
Yorced from supt.·nision. In man\ pro­
gr-ams, n1ost training b. dnnt• in centi-al or 
regional training cow"~..·s that often arc con­
ducted in \\·a~·s and in settings that ha\·e lit­
tle rele\ance to the local field conditions of 
sen:ict::- prn\iders. \\'e think that n1cn-c. if not 
most, otit.'ntation and skills training should 
take place at the sen icc <.klinT\ site. prder­
abl~· focusing: on local scrYicc ddi\·~..·n 
teams. rather than on indi\iduals. In this 
\is ion of tht.' future. facilitatin: supenisor" 
and site staff \\·ith skills are the keY trainers. 
Histmically·. much of medical tr-aining wa~ 
colleague to collt:aguc. It is time to n.·tUill 
to this mt::-ntoring base and to put supeni­
sors back into the picture. 

Finallv. we need to stop fragmented pro­
gran1 den~lopment and to star1 focu:-:.ing on 

Ort:alll7AIIIon~ 

llltf" U st: can on~ 
bf" a cata~Slln 
lwlplfll: lnlf"I'Ntlf"d 
a,.."NK"~ lind 
llwlr onn na.• 
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Jte need lo 
deJelop the 

comprehenslte 
SJ'Slems for 

senice delitery 
thatmeel 

client needs 

developing the comprehensive systems 
for sen1ce delivery that meet client needs. 
This will not he accomplished quickly, but 
the things we have talked about vvill foster 
a more holistic "svstems approach." It will 
include moving away from centralized 
technical training for particular cadres of 
personnel to facilitative supervision and 
site training for the entire local sen ice de­
livery team. It will also mean moving awav 
from a project-centered mentalitv that has 
been driven by the separate and special­
ized agendas of donors and technical 
agencies; instead countty counterparts, 
donors, and technical agencies will sit and 
plan together for a single comprehensive 
national program. Because the goal of all 
this work remains quality services that 
meet the needs of clients and that are used 
by them, the guiding principle for compre­
hensive national programs should be that 
whatever is done \\ill make it possible for 
front-line service delivery sites to do their 
jobs better. 

Joseph Dwyer is the director o(AVSC's 
Regional Office for East and Sou them Aji·ica. 

Ten·ence Jezmt·ski is chief operating of/leer. 
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