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I INTRODUCTION bivalence or even hostility towards famih

: planning. most governments in the region
now tavor and support ambitious programs
to extend tamily planning services. Donors
and technical agencies have responded
with an infusion of financial and material
resources and technical assistance. As are-
sult, large numbers of personnel have been
trained, information campaigns have been
launched. contraceptive commaodities svs-
tems have been created. and service deliv-
ey networks and channels have been eaab-
lished.

Yet the retums on this investment have
been disappointing. Contraceptive preva-
lence has been increasing very slowlv in
countries like Nigeria, Tanzania, and
Uganda. Yet in these countries, as well as in
countries where prevalence has expanded
more rapidly, ike Kema and Zimbabwe, re-
sults from the Demographic and Health
Survevs suggest that there is nevertheless a
large gap between the need for tamily plan-
ning services and the numbers of cients
who use services (National Council for
Population and Development et al. 1994
Burcau of Statistics and Macro Intorma-
tion. 1993). Situation anabvaes conducted in
several African countries tell us that a smudl
proportion ot sites in cach of the countries
are semving the bulk of clients (Fisher 19935
So why are the remaining sites under-
utilized? What are the obstacles?

i Over the past five vears, quality has riehrtidly

emerged as a central concent for family plan-

ning programs. Much of the discussion has

foctsed on defining whar qualiny is in fasmily

planning programs and on how 1o measure

and evaluare it i(see, for example, Bruee, 1990:

 Bertrand et al., 1994; Jain et al.. 1992, This
paper is, however, concervied not so muich
with such marters as it is with the pragmatic
concenis abour qualiny imanagement in devel-
oping cowties by service providers who are
on the front lines and by other kev personnel,
especially supenvisors and trainers. These are
the personnel who need to widerstard qualiey
and translate ir into action. Yer the challenges
they tace are enormous, especiallv in Aprica
where resources and infrastructiire to support
service delivery are so poor.

- This paper describes some of the ap-

| proaches and tools that AVSC Tnternational

has been developing in Africa over the past

- decade to improve the gualiry of tamily plan-
ning service delivery. The paper includes ex-

. amples of progress in helping service pro-

L gramis improve management and some

s intermediare outcomes. The longer term out-

i come—increased vse of services—Is evident

' in the nongovermenial sector but is stll 1o

- come in the public sector:

OBSTACLES TO QUALITY SERVICES

" Governmental support for familv planning We now believe that a major reason tor
programs in Africa has changed dramati- underutilization of service capacits is the
cally in the past decade. After vears of am- lack of attention given to svstems operating
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The users of
family planning
senices hine
seldom been
asked for their
ideas on quality

at institutional and local service site levels.!
This belief is supported by what frontline
service providers and supervisors have told
us. In 1993, AVSC held workshops in Kenya
and Uganda during which, among other ac-
tivities, we asked supervisors and service
providers to give us their views of the obsta-
cles to quality services (AVSC International,
1993a, 1993b). In addition, in more than 10
African countries, we have helped to devel-
op, introduce, and lacilitate COPE exercises
in which local service providers assess
themselves and identify problems that have
an impact on quality (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.

e Quality remains an abstraction.
Everyone talks about quality these days and
agrees that it is important, but [ew really
understand what it truly means. Various
definitions of quality have appeared. Some
are simple and intuitive, and others are de-
tailed and complex. Donor agencies wanl to
measure quality, but there is no agreement
on how. Manv staff—not only service

providers but also staff upon whom
providers depend for support, like adminis-
trators, clinic atdes, and receptionists—are
not even aware of the discussion about
quality. The users of family planning ser-
vices, who have the biggest stake here, have
seldom been asked for their ideas on qual-
ity services,

o The client perspective is missing.
Many staff in family planning services in
Alrica have come through the ranks of
medical 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
example, that family planning services are
designed to fit hospital schedules or the
convenience of providers. They are not ac-
custormed to treating basically healthy fami-
Iv planning clients as “customers” whose
needs should be understood and catered to.
Thev do not know how to obtain custorner

I This paper focuses mainly on systems failures at
loca] service delivery sites and at the institutional level. In
addition, many fundamental obstacles to effective ser-
vice utilization also operate at the “macro” program
level; examples include uncommitted leadership, policy
andd eultaral barriers, insufficient resources, poor infra-
siructures and logistics svstems, and inadequate mass
cotmunications.

The purpose ol AVSC Working Papers is to capture on
paper AVSC's expericnce and to disseminate the results
of AVSC-supported research. We welcome vour com-
ments and suggestions.
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| input for designing services. Thev are often

surprised to learn—as thev do during
COPE self-assessment excrcises—how tar
clients have travelled, how long they have
| waited for services, or how late it will be

t when thev reach home that night.

e Services are isolated, fragmented,
and vertical. In many hospitals, temporary
familv planning methods are provided in a
small, out-of-the-wav or unmarked space.
Sterilization services are tucked awayv in an-
other corner or buried in the main surgical
complex. Community-based distribution of
contraceptives is often a separate program
with its own staff and training, and mav
not even be housed with or close to clinic-
based services.

Reproductive health services that are rel-
evant to family planning are also separated.
Gynecological care, including abortion or
treatment of incomplete abortions. is set
apart from maternity services. Obstetrics is
often separate from maternal and child
health clinics.

Given such fragmentation, it is hardlv
surprising that providers learn during
COPE self-assessment exercises that clients
often do not know that familv planning ser-
vices are available in these hospitals or if
thev do know, where to tind them.

There undoubtedly are many reasons for
the development of fragmented. vertical
services. But donor agencies and technical
cooperating agencies {including AVSC)
have been part of the problem. They have
focused on discrete pieces of a comprehen-
sive program, whether it be a particular
contraceptive method, an essential input
like training information and education, or
a supporting subsystem like management
- information svstems or logistics. Thev de-

. velop their narrow slices of the total picture
. at different times, in different wavs, with

- different local counterpaits, and often with-
out reference to what other agencies have
done or are planning to do. The result of
this uncoordinated program development
is a fragmented program at the top. and
isolated and fragmented family planning
services at the front lines.

¢ Services do not adapt to growth. In
~ Africa, new service sites begin by serving
very few clients, sometimes only 5 to 10 per
week. There is no pressing need to pay at-
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tention to the efficiency of such processes
as client flow. record-keeping. commuodities
management, and scheduling. Some clinics
in Africa, however, are now serving be-
tween 60 to 160 clients per dav: vet the sys-
tems established at the beginning persist
without review or revision. The results in-
evitably are frustrated clients, hassled pro-
viders, and breakdowns in service standards.

e Training is inappropriate, narrowly
focused, and unsupported. Training is all
too frequently carried out in central or re-
gional training centers that bear hiutle re-
semblance to the real-tife conditions that
trainees will face at their home insttutions.
Familv planning training is oiten geared
more to technical skills and not enough to
management and supenvisory skills. Kev
members of the local service delivery
teams. including the administrators and
matrons who have oversight and decision-
making responsibilities, are often left out of
family planning taining: consequently. thes
often do not adequately support those who
have been trained. Although trainee tollow-
up by trainers is often planned. it rarch
happens because of inadequate resources
and time.

* Supervision is superficial or non-
existent. We have concluded that one of the
biggest impediments to guality services is
the lack of attention to supervision.
Although monev is devoted tor start-up and
capital investment costs—such as for cen-
tralized training or equipment—little
money is set aside for supervision. Like
trainee tollow-up, it is given Bp service. at
best, in most programs in Africa.

Public sector supenvisors have told us that
they would like 1o visit service sites at least
three or four times per vear However. a

One of the biggest
impedimenis lo
quality senices

country like Tanzania has over 120 hospi- is the lack of
tals. 260 health centers, and over 2.000 dis-  allention to
pensaries. In this kind of siuation where re- supenision

sources for vehicles, fuel, and. most ot all,
time are scarce. the few supenasors are
lucky to be able to visit just the major sites
and a few of the smaller ones. And when su-
penvisors do travel. they tvpically spend only
an hour or two at cach site. talking manly
with top-level hospual staft and devoting
most of their time 1o collecting statisties.
Many supervisors do not have technical
expertise in the services that they are super-
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Getting providers

to develop more |

of an orientation
loward the needs
of cuslomers is
important

vising. Supervisors also say that they need
training in helping sites to assess their own
needs, in facilitating group discussions
among local providers, in stimulating team-
work at local sites, and in guiding service site
staff in solving some of their own problems.

DEVELOPMENT OF QUALITY
MANAGEMENT APPROACHES

The list of obstacles to quality services is
daunting, especially given the scarce re-
sources and weak infrastructures that char-
acterize health services throughout Africa.
But there has been progress. With our
country partners, AVSC is developing tools
and approaches that get service providers.
trainers, and supervisors to take the first
steps in the quality improvement journes.

Perhaps the most cffective approach is
the COPE self-assessment methodology
that AVSC and our partners in Kenya and
Nigeria have developed and refined over
the past six years (see Dwver et al., 1991,
and Lynam et al., 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 gives service providers some simple
techniques by which they can self-assess
their own services, identifv 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 Exercise

One of the most important first steps is to
get the staff themselves to define quality
services and the conditions that are neces-
sary for quality to exist, When staff are in-
volved in defining quality, thev are more
likely to get bevond 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
Jocal statl 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.

4  QUALITY MANAGEMENT

Only after statf have developed their per-
sonal vision of a good service do we help
themn to develop and gain a comprehensive
picture of quality. We do this by orienting
them to the Rights of Clients and Needs of
Providers, as developed by the Inter-
national Planned Parenthood Federation
(IPPF) and by giving them checklists of
questions that are organized according to
these rights and needs (Huezo and Briggs,
1992 Huezo and Diaz, 1993).7 These check-
lists are given as a guide to help staff look at ;
their services. Completing them is one of |
the primary components of COPE sclf- '
assessment exercises. We encourage clinic
stafl to add their own questions and to
make the guide their own.

Customer Interviews

Getting providers to develop more of an
orientation toward the needs of customers |
is important. Customers of providers in- |
ctude not only family planning clients but
also fellow providers, managers, and other
personnel who rely on the providers in
order to do their work well. The COPE
touls include a guide for conducting client
interviews to help providers “break the
ice” in getting client feedback. In many
sites, providers have found the clients’
views so interesting that they continue the
practice, adding their own questions each
time they conduct COPE. A second, very
important part of customer interviews is
setting a forum where supervisors ask the
staft what they need to provide quality
services. Supervisors say that thinking

of the statf they supervise as their cus-
tomers is a major breakthrough in seeing
their role as facilitators, rather than as
inspectors.

COPE Workplan Development

Once staff of a site have completed a COPE
sell-assessment, they take the findings and
develop a workplan. The simple format for
the workplan consists of four columns
under which staft list the problems, pro-

2. The 10 TPPF Rights of Clients are the rights to
irfermation, Lo access, of choice, 1o safetv, to privacy, (o
considentiality, to dignity, 1o comfort, of continuity, and
ol apinion. The 10 IPPF Needs of Providers are the needs
ter raining, information, infrastructure, supplics, guid-
arey, back-up, respect, encouragement, feedback, and
self-expression.

AVSC Working Paper No., 7 February 19935



posed solutions or recommendations, per-
| sons responsible, and target completion
dates. This workplan, including the identifi-
cation of problems and solutions, is devel-
oped by group discussion among team
members who participated in the selt-
assessment exercise. The facilitator guides
the discussions and helps staff agree on the
problems and practical solutions.

Some obstacles have been obvious to staff
for a Jong time, and some solutions require
* simple, clear-cut problem-solving and more

teamwork. Very often few additional re-
sources are needed to solve problems.
Some problems require additional re-
sources from the hospital or clinic adminis-
trator, and some need resources from head-
' quarters. Involving site administrators and
senior matrons in COPE helps in releasing
resources 1o solve problems. Likewise, in-
volving supervisors from headquarters when
introducing COPE helps pave the wayv for
more resources from the central level.

Some problems will keep recurring and
will seem intractable. This is because the
initial problem identified was a ssmptom ot
deeper problems. We believe this is natural
and that staff can learn to address deeper
problems as thev gain more experience
with COPE.

Although the management science of
Total Quality Management (TOM) has de-
veloped many powerful tools and methods
that can be useful for improving health care
svstems,” it is important to keep the COPE
tools simple in the initial stages so that staft
at all levels can identify more casily with
the process of self-assessment and with the
issues that thev themselves put in their fol-
low-up workplans. As facilitators and su-
pervisors gain more experience with COPE.
we help them learn more sophisticated
techniques to identify problems and solve
thelr root causes.

Facilitative Supervision: The Missing Link

We have found in observing COPE done in
manv different sites that the workplans
often produce similar lists of problems and
recommendations, COPE uncovers two
broad classes of needs: those that can be
addressed by the local staff themselves with
available resources and ingenuity, and
those that require help from headquarters
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or outside technical agencies. Included in
the latter group are the need for improving
the knowledge and skills of statf atall lev-
els: the need for more financial, logistical.
technical, and moral support from the ser-
vice sites and their headquaners institution
or government ageney: and the need for
more time and resources for suUpenasors s¢
that thev can give the necessarny guidance to
local sites and strengthen the finks between
senvice sites and central headquarters.

One of the most important contributions
that donors and technical assistance agen-
cies can now make is to help tamily plan-
ning institutions and governments to devote
MOTe resOUrees 1o IMproving supervision.
and to help supervisors learn the skills of
facilitation, mentoring. and on-site raining.

AVSC is working with its partners to im-
prove supervision in several wavs:

Ve often

few additional
resources ane
needed o sohe
probiems

e \We are encouraging and supporting pro-
ZraIms S0 that there are more supervisor.
fewer sites to cover per supervisor. ade-
quate transport, and the time to spend
two to five davs at a service site during
visits, rather than only a tew hours.

¢ \We are developing workshops where su-
pervisors and trainers can improve their
technical knowledge and skills and leam
to become facifitators and mentors.

e We are encouraging family planning in-
stitutions and gOoVeImments to select
trainees who have the interest and capa-
bility to share new skills with their col-
leagues at the local site.

® We are working with donors ana our
partners 10 reprogram or augment ~ome
of the funds now carmarked tor central-
ized training courses for trainee follow-
up so that all trainees can receive sup-
portive supervision at their service sites.

e We are working with our partners o de-
sign site training and to dex clop maternt-
als that support site training.

Site Training

COPE selt-assessmients have revealed sev-
eral needs that cannot be solved indepen-
dently by local providers and that must be

3. Berwick ot all i 1890 pronade wogeonad sumimiars o
the TOM technigues that can be used wmprone the
provesses that are ovpival in health care svetems

QUALITY MANAGEMENT
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6

Sile training
carries with it
the notion

of reinventing
the enlire
local semvice
delivery 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 service delivery site need to im-
prove their knowledge and skills to deliver or
support family planning services. COPE has
also uncovered the need to develop better
local teamwork and to initiate or strengthen
the linkages betwceen the separated, but re-
lated, services al a site. Tmproving the
knowledge and skills of all stalf is not some-
thing that most sites can manage on their
own. Yet it is not feasible to send everyone to
central training sites, which, in any case, are

I often not oriented (o 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 training. As the name implies, site
training carries with it the notion of reori-
enting the entire local service delivery site.

| Site training views the entire service deljv-

ery site as a system and treats staff as mem-
bers of a team that make the system func-
tion. Thus, site training is a comprehensive
intervention. Tt involves conducting at the
service site itself a series 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 consuitants working with
headquarters supervisors and trainers from
the umbrella institution and with the kev
providers and administrators of the local
service sites. Eventually we envision that
site training will become an essential func-
tion that supervisors and trainers will man-
age independently.

A site training may include a basic orien-
tation to the family planning services for all
staff at the site, contraceptive technology
updates for service providers, skills training
for counselors, and skills traini ng for clini-
ctans 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 Kenva, Uganda, and Tanzania, super-
visors are already linking trained colleagues
at the site level with untrained colleagues.
The supervisor plavs a key role in maintain-

QUALITY MANAGEMENT

mg standards by certitying surgical skills
before trainees practice solo. To ensure that
standards are maintained, the supervisors
and trainers who are conducting site train-
ing rely on technical guidelines and instruc-
tional curricula that are available for family
planning methods, surgery, counseling, in-
fection prevention, and other skills.

RESULTS TO DATE

The verdict is still out as to whether the
quality management approaches discussed
in this paper will translate into service de-
livery svstems that are reaching their full
potential in serving the unmet demand that
exists. As we have already suggested, in-
stalling quality management svstems and
tmproving quality is a long-haul process.
Nevertheless, there have been many en-
couraging results and small victories that
suggest we are probably on the right track.

¢ Stalf at different levels in the institutions
using COPE tell us that they now have a
clearer idea of what quality means, espe-
cially in relation to their own jobs. We
have witnessed frustrated service pro-
viders become excited and eager to do a
better job in serving their customers.

* Staff also report that the COPE tools are
useful, that they frequently use or refer
to them, and that they refer to and up-
date the workplans that they developed
from the self-assessment exercises.

* The COPE methodology is effective in
helping site providers to solve problems
they identify. In one follow-up study, sites
solved an average of 78% of identified |
problems. Client waiting times, a prob-
tem frequently identified by COPE, have
been reduced by an average of 50%
{Lynam et al., 1993). i

* Many providers have told us that they
like viewing 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
Lo customer needs.

* Likewise, some supervisors report that
thev like thinking about local service
providers as their customers. They report
that helping providers to solve problems
gives them satisfaction.

VWS¢ Working Paper Vo, 7 February 1993



® One of the most frequently reported ben-
efits of COPE is the team-building that it
generates within a service site, and the
development of “inreach” linkages be-
tween different services that have been
separated from one another—for in-
stance, between the clinic that provides
temporary methods and the sterilization
service, or between the family planning
clinics and postpartum or postabortion
services (Lyvnam et al., 1994),

* Two major family planning institutions
in Kenva——the Familv Planning
Association of Kenva and the Christian
Health Association of Kenva—have re-
structured their quality assurance svs-
tems and adopted facilitative supenvision
and COPE self-assessment as cormer-
stones of their new svstems.

¢ Finallv, missions of the U.S. Agency for
International Development in Kenva and
Tanzania have recently expressed an in-
terest in helping governments to improve
supervision bv providing support for
more supervision teams, decentralization
of supervisory teams, and a shift to on-
site training.

CONCLUDING REFLECTIONS

We conclude this paper with a few reflec-
tions and caveats. We are now convinced
that it is possible to install quality manage-

- ment practices that are based on simple
- technology and on practical approaches

that work, and that busy providers and su-
pervisors can master and will use. But the
steps described in this paper are merely the
first in a long journev.

When embarking on this journev, the
entire institution, from top to bottom. must

- be committed to quality. We have not vet

found easy wavs for stimulating this total
commitment by our partners. Technical
assistance organizations like AVSC can only
be a catalvst in helping interested agencies
1o tind their own wav. Certainly, AVSC can-
not do it alene. It will help to develop this
commitment if donors and technical agen-
cies work together.

It merits repeating, vet again. that more
supenviston—and supervision that is sup-
portive and facilitative rather than inspec-
tive—is critical. We emphasize this point in
the national quality improvement work-
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shops that we hold when discussing the
cost of poor quality. As participants begin
to realize the costs of dissatisfied clients,
wasted staff skills due 1o lack of problem
solving at the site level, errors in the man-
agemnent information reporting svstems
due to poor raining and no supenision,
and frequent stock-outs of commodities
and essential expendable supplies, they
agree that the cost of improving quality
will be less than the resources now being
wasted by poor qualitv and the absence of
a functional supervisory support svstem.

We also must be prepared for some very
hard work and investment in staff develop-
ment. The development of tacilitative su-
penvisory capacities will be verv hands-on.
staft-intensive work tor in-counturv institu-
tions and technical assistance agencies.
Likewise, doing etfective facilitative super-
vision will require supervisors who have
strong technical and interpersonal skills.
who have patience and perseverance. and
who are willing to spend time in the field.

A shift in the mindset of donors is also
needed. The hope that donors could fund
onlv up-front. short-term costs and avoid
recurrent costs is being dashed by the real-
itv that sustainable development will require
sustained support tor the critical elements
of supervision and management. Such sup-
port will, however, leverage better use of the
substantial local contributions and human
resources that are now poorly used.

A shift in training models is also required.
In the evolution of family planning pro-
grams in Africa, training has become di-
vorced from supervision. In many pro-
ograms, most training is done in central or
regional training courses that often are con-
ducted in wavs and in settings that have lit-
tle relevance to the local field conditions ot
service providers. We think that more, it not
most, orientation and skills training should
take place at the service delivery site, preter-
ablv tocusing on local service delivery
teams, rather than on individuals. In this
vision of the future, facilitative supervisors
and site staff with skills are the kev trainers.
Historically. much of medical training was
colleague to colleague. It is time to retum
to this mentoring base and to put supenvi-
sors back into the picture.

Finallv, we need to stop fragmented pro-
gram development and to start focusing on

QUALITY MANAGEMENT
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He need Lo
develop the
comprehensive
sysiems for
senvice delivery
that meel
client needs '

developing the comprehensive systerns

for service delivery that meet client needs.
This will not be accomplished quickly, but
the things we have talked about will foster
a more holistic “systems approach.” Tt will
include moving away from centralized
technical training for particular cadres of
personnel to facilitative supervision and
site training for the entire local service de-
livery team. It will also mean moving away
from a project-centered mentality that has
been driven by the separate and special-
ized agendas of donors and technical
agencies; instead country counterparts,
donors, and technical agencies will sit and
plan together for a single comprehensive
national program. Because the goal of all
this work remains guality 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 donc will make it possible for
front-line service delivery sites to do their
jobs better:

i Joseph Dwver is the director of AVSC's

Regional Office jor East and Southem Africa.
Terrence Jezowski is chief operating officer.
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