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FACILITATIVE SUPERVISION: A VITAL 
LINK IN QUALITY REPRODUCTIVE 
HEALTH SERVICE DELIVERY 
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INTRODUCTION 

AVSC lzas kmg been cmwniued to finding iii­
IWt'ath·e u·ays to lzelp imprm·e the qualiry o{ 
the clinical sen·ices clients recein•. Throu:.;lz 
the de,·elop>nelll u{approaclzes like COPE. 
hzreaclz, and uhole-site Training, n·e are 
1mrking to help al/lewls o(sen·ice prm·iders 
at clinic·; and hospitals hecume more respmz­
si1'e to the needs a( clients as 1\·ell as staff 
flzese fool'> focus Oil gil'ing clients and pro­
t•iders an hnpo11ant role in discon!,lng and 
implementing n·ayslO imprm·e sen·ice qualiry. 

Since traditional supen·ism~• systt!1lls may 
not be conducit·e to "empmrering" staf{and 
cliellls to participate in pmble111 soh·ing, .~I SC 
is nmr propo5ing a nnr approach. facilita­
tiYe surer.ision, n1zic/z C011Zp/enzents Ollr 
quality-intprm ·eme1u tools by git ·i1lg clients 
and site staf(the support they need to hecomt: 
part of the qzwlity-i111prot ·e11101t proct!ss. 

Our tt'ork 011 supen·ision has focused 011 
externalsupen·isors-that is, persons n.Jw 
are responsible (or geographic areas and H ho 
se11"e as intennedian·es betH -et!n a .~~en ·ice­
de!it·ery point and m1 institution such as a 
,\1inistiY of Health or .\'GO COIIIltiY head­
'fllal1ers. Hom:.-er, the plillciples offacilila­
th ·e superdsion can aL'I"O apply ro supen ·isio11 
H'ithin a git'eH (acility. 

n1e ji1st pa11 o(this paper dejtllt?S (aci/ita­
til•e supen·ision and explains hm\· it dit{ers 
franz conn:ntional supert'ision. The second 
part presents exanzples a( the steps an iusti­
tu.tion can take to nwt·e finm a traditional 
supen•isory system to a (acilitatit·e system. 

Thereaf(t'r exa n zp!t'.' ( Jffaciliratit ·e 'il/)t'n ·f­
sion in action an· ~itnz.f(;lfon·ed hY a di-.­
cu.,sion o(H"UL\ to enduatt' tlze .~uct't'."·' (If 
this approach. 

This JlUJJt.'r is i11tt'1U.!ed ro ht a cnmpunimz 
piece 10 .-\\'SC \\.orking Paper '\o. 7. "Qual~ 
ity .\lwzagt'1HOl! f(n· FamifY Plawzi11~ .~:r-
t ·ices: Practical Expen"enct' from .-lf;?·cti. · · 

DEFL"'iillON ~'\iD BACKGROt:~'D 

A\'SC define ..... (acihtath·c Sllfh't1'isioll a:-. an 
approach to supcrYi ..... ion that cmpha .... ite:-. 
rnentoring. joint problem sohing. and t\\O­

wa:· communication bet\l.~t.'n the :-.u[X'r­
\·isor and lllOSL' being superYi:-.L'd. This 
definition recognizes that sllpetYisors pia\ 
an essential role as intenl1Cdia.Jie.., \\·ho .:an 
(acilita!t' the implementation of in...ritution­
al goals and 1\ ho can /<ici!itare locai-k'\ d 
problem soldng and qual it:· impn>\·ement. 
The usc of thL~ tcrrn /~Kiliratit·t' .'upcn·i.-.imz 
does not imp!:· ctiticism of con\"L'ntional 
superyision ..,:·slL~ms. Rather. tht: aim i:-. ro 
focus atkntion nn a key concept of sUf>t'IYi­
sion-joint problem soh·ing-and to I"L'­

nlind us that traditional '"inspt..·L·tion'" alone 
is not conduci\·e tn helping sites ad1ieh· 
continuous qualir:· impron:.-nwnt. Ideal h. 
management facilitatL'S qu.JiitY impro\e­
nwnt b:· inn)h'ing ser\"ice pro\·idcr" in 
identifYing ~1nd rcsoking problem~. Thi:-. 
rna:-· in\·oh-L' reorientation of '\"stem:-. a:-. 
''ell as indi,·iduals. 

\\'hen supe-rYbory system~ change to be­
come more facilitath·L\ it dot?' not n1~an 
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''The h<Jd leader 
is hf' tthom the 
JH'Ople despise. 
1'11f' good leader 
is h•• whom Lhe 
fH'OPil' praise. 

Jbe great ll~ader 
i.'i he of nhom 

thl' JH'Ople sa,r: 
·ne dtd ir 

ourseltes.' " 
-Lao-Tzu 

that nmnagerncnt no longer has a directive 

role. Management remains responsible for 

deterrni ning the goals of the organization, 

planning the implementation of work, and 

making available the facilities, equipment, 

training, and other resources needed to 

achieve those goals. 

Supervision and Continuous Quality 

Improvement 

To help promote continuous quality improve­

ment at all levels of clinic services, AVSC is 

developing tools and approaches that in­

clude COPE 2 inreach,3 whole-site training." 

cost-analysis methodology for clinic-based 

familv planning methods,' and AVSC's ap­

proach to rnedical monitming and supervi­

sion. (See Figure 1.) The use of these tools 

and approaches has repeatedlv pointed to 

the need to f{Jcus special efforts on strength­

ening weak supcn·isorv svstems-thc vital, 

"missing" link in quality management. 

In the field of reproductive health, it is 

appropriate to focus on clients and flow 

their needs are being met bv clinic staff. 

However, while stri\ing to achieve the aim 

of satisfving clients, it should be acknowl­

edged that service providers also have needs. 

One basic need is for an appropriate and 

functional supen•isorv system. 

The purposv (Jf AVSC VVm·king Papers is to capture 

on paper AVSC's experience and to disseminate- the 

results of AVSC-'iupponcd operations research. \'1/c 

welcome vour l·omments and suggestions. 
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FACILITATIVE SUPERVISION 

'v!anv obstacles to providing consistently 

high-qualitv services can be overcome by 

local staff after they become aware of their 

own ability to effect positive change. (This 

"e·mpO\\rennent'' is one reason for staffs' 

.;,nthusiasm for COPE, which helps staff re­

solve many problems on their own.) How­

~~vlT, some items surpass capacities for 

action by local staff and instead are related 

to linkages (or the lack thereof) between 

sen ice sites and higher levels of authority. 

In many instances, problems identified by 

staH· reflect the need for supenisors to de­

vole more time and prO\ide more guidance 

to sites. 

Conventional Supervision: Constraints and 

Missed Opportunities 

Supervisors are essential to achieving an 

organization's mission. Not only do they 

perl'orrn the important task of interpreting 

the goals of the organization for staff, but 

t hcv also coordinate the resources-people, 

ti1ne, materials, and money-necessary to 

achieve those goals. 

A conventional model of supervision is 

often found in the health care systems in 

which family planning programs are situ­

ated. This conventional model emphasizes 

assessing actions in the past rather than 
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Figure l AVSC Quality-Improvement Approaches and Tools 

Issues Approaches Tools 
Problem identification and solution l • COPE (including sdf-as~essment. • COPE: Clit-,::-O•:t· 1;,"t-J P.·,·r. :.~,··-

i client inteniews. client-flo\\ Etficienr .'ic.-r1 il·t-, 
anal~·sis. and action plan 
denelopment I 

• Facilitati,·e supeiYision 
• ;\1edical monitOJing 

Access to sen·ices; linkages between :, • Im·each ( induding orientations. sen·ices 

Technical competence; quality 
assurance 

lnm!Yement of all iel·els of staff; 
ownership; meeting pro\ider 
needs 

update~. and establishing rdcn-al 
s\·stt'ms) 

• COPE 

I • \\'hole-site training (including 
mientations. update:-,, and ..,kills 
training) 

• :\ledical monitoring 

• FacilitatiYe supen.-ision 
• COPE 
• Site assessment and c\aluation 
• \ledical monitoring 
• Pro\·ider interYiew.., 
• Whole-site training 

• SUpt'IYi~nr·., progr-~un n~tluatir)n 
tools ! draft J 

• .-\\ SC _\ft'tlit'd \fn•:::--,•·:-•:::.: 
1/a 11tll>t )(d.: 

• 01ientation hand!'x)(,k jdraft • 
• COPE:: C!it·w-Onc·,::t·,:·. P,·t•~ :.it-.-_ 

Fttil-it·,zr 5~_,,~,-:'-·t--' 

• IEC matcJiaL .... 

• Orientation hand~)( 1l... ! draft i 
• Guideline ... flt'nuk ... r,·rilii' .. Hinn 

,-ascdom\. po:-tpanurn IL"D. 
infrllllll'd ... ·on ... cnt.ct .. :. 

• Cuni ... ·tda for .._·Jmi ... _-a] "kd]... 
training I mimbparot( 1nl\. 

no- .... cal~x:l \"~bc.:-tom\ cr._-. 
• Famif, Plmnli'l•.: c~u·;-;,_·!:•::..:--\ 

('wn·culunl Pnlfrlt\Pt. 
• On-the-job training ._·cniti ... ·arion 

g11idc .... (draft 1 

• COPE: Cht'lli-On.t'':it.·~i Pro·.·:._it·,-­
E.rf/nent 5~:n ·f( ,_·, 

• Supt:rYi~·,OJ-'" program L'\aluation 
toob I draft) 

• Orientation hand~)nl... · ... lr:tft; 
• Guideline.: .... 
• Cunin1la for ._·Jini ... -~tl ... kiJl_, 

training 
• -\\ ·sc \lt'dit"t<l _\lo>:i,·( 1ri':"· 

H a 11 ,] hoof..: 
• (()_,t-Anah 'I' \ft·;l;(-.io!u:..,__"\ ·(w 

C/i,ric-&bt'd F,;,nff, Pho>:•:i,::.: 
\lt'rhod, 

• \tiS rc\iL'\\ !fn1m \la.na~L'IllL'nt 
&:iefl(L'" fnr Ht·alth·, [,;n1:l\ 
Pla,mhll.!. _\Ja,w.;a\ 

.'\on:·\\ nh the except ton of the \tiS re\·te\~ and nat1nnal ,Jandard.., .tnJ gtudclnw ..... all hJnJr..., ,!,_, 4"~' .. ' •:,: ... ,_:c-. ... :.:-~ ....... , als listed here' w~·re de\ t'lo[X"d h\ .-\.\"SC ln!t.'rn<Hiona!. _\latt'tiah J~ .. .., ... .-n~·d a-. '"Jr.:tll .. nld\ not b~._. ;n ~t:.__~\--lk· 1• •: c::< :-:t~-,. · 

\\SC \\ork1114 PaJWr \o. 10 \u4Usl 1996 FACILfH m "E Sl1'ER\ lSJOS 3 

jmenustik
Rectangle



"fthen ,mil tisil 
and norh nilh a 
site on a re~PIIar 

basis, the §tatr 

come to ltnow yo11. 
The,t' ."iee that 

yo11 're nol jll§l 

there to chech 11p 
on them and then 

for~l abtl11l 
them." 

-Regional Supervisor, 
Uganda 

seeking opportunities that look to the fu­

ture. In other words, the emphasis is on 

scrutinizing individual perfonnances and 

assessing end results instead of collaborat­

ing with staff \0 improve work processes 

and to ensure that quality services are pro­

vided to clients, 
This model, focusing on individuals 

rather than processes, does not take into 

account other factors that affect an individ­

ual's ability to can-v out bcr or his job, In 

addition, by focusing on tbe "subordinate 

and not the goal , . , the supervisor [is lnot 

taking initiatiYe to contJibute to the aims of 

the organization,"6 

Supen'iS00' systcn1s n1iss opportuni­

ties for imprm•ement when thev focus 

only on the things that go wrong. In addi­

tion, supervisors arc often frustrated in 

their work because thcv cannot meet the 

need for support evidenced by those thev 

superdse. Budgetary constraints, geograpl1ic 

constraints, and lack of supervisorv train· 

ing can result in 1nissed upportunitie..., fur 

quality improYement. 

Budgetary constraints 

As with other aspects of medical services, 

supervision is often detlcient due to bud­

getary constraints. Transportation and 

subsistence budgets for those required to 

cover a geographic area are often insuffi­

cient or unavailable, making it impossible 

for them to actually can)' out supervison' 

duties. In order to conduct necessaq .. - vis­

its, supervisors in some AVSC-supported 

programs in Africa reportedly have trav­

eled in taxis hired by the day-a practical 

solution that's not tenable for the long 

tenn. Visits conducted in circumstances 

such as these mav be perfunctorv and of 

short duration, thus jeopardizing the 

quality of the supervision provided. 

Geographical constraints 

Supervisors asked to cover many sites witll 

in a large geographic area may only be able 

to provide superficial supervision. In real it~·, 

much of the supcnisor's time is spent on 

the road, getting from place to place, When, 

as often occurs, it takes a day Lo travel to 

a site and a morning to complete protocol 

visits with district or site officials, a 

supervisor lnay onl:v have a couple or houro.-

4 FACILITATIVE SUPERVISION 

to spend actually observing services and 

talking Lo staff al the site before she or he 

must depart. On such a visit, the supervisor 

mav not have an opportunity to talk with 

d illcrentlevels of staff or Lo spend Lime 

1, >oking into particular problems. 

What a supenisor actuallv obsen·es dur­

ing a tour tnay not be relevant, sin1ply 

because of the time of dav when the "inspec­

tion" lakes place. For example, if one of the 

:-;upervisor's tasks is to monitor the quality 

of clinical services, clients n1ay be inconve­

llicnced and services mav be disrupted or 

rescheduled in order for the supen,isor to 

observe interaction with clients, clinical 

rechniquc, infection prevention procedures, 

and poslsurgery monitoring, The resulting 

'snapshot" of services is distorted by the 

lilllited amount of time, the wide range o[ 

issues to cover, the perceptions of the few 

people with whom the supervisor interacts, 

and the very nature of an "inspection" visit. 

':See Figure 2.) 
After such a visit, the supervisor may 

leave behind instructions for things to be 

changed, followed up, or improved, but 

since neither the supenisor nor the site 

stall knows when the next visit might occur, 

little accountability or responsibility exists 

for ensuring that these instniCtions are fol­

lowed, With brief supervisory visits spaced 

far apart, there is little capacity in most sys­

tems for resolving problems, and opportu­

nities for continuous quality improvement 

are few. 
Tn contrast, with the facilitative ap­

proach, supenisors ideallv spend more 

Lime actually working at each site-perhaps 

two davs instead of two hours. Devoting 

this much time to a site allows the supervi­

sor to better understand and work with site 

staff to identify and begin to resolve prob­

lems. This may initiallv be more costly than 

short visits; however, over time less of the 

supervisor's Lime will be required as the 

capacity of site staff to monitor and rely 

upon themselves to solve problems grows. 

Lack of supervisory training 

In many instances, staff are promoted to 

the supervisory level because of their relia­

bility and good work, technical expertise, or 

their tenure with an organization. These 

staff are then expected Lo supervise others, 

\\S(; Working Paper \o. 10 \ngnst 1996 
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Figure 2 Inspection: Process and 
Results 

SUPERVISION BY INSPECTION 
The process 

• E,tablish targets 
• Wait to see ,,·hat happens 
• Deal ,,-ith \\·hat goes \\Tong 

The results 

• Staff feel threatened 
• Failures and problems reach clients 
• Costs increase, other problen1s arise 

often ,,-ithout adequate training or prepa­
ration, under the assumption that the 
same qualities that enabled them to per­
form \\·ell in their pre\ ious jobs will apph 
to the new situation. In fact, theY rna\ 

1 be super\'ising staff whose jobs bear no 
relation to their o\\·n past experience. 
For example, some superYisors arc ex­
pected to conduct medical monitoring. 
although theY rna\ not haw the technical 
skills ro do so and may recci\·e no special 
training in techniques and approaches 
for medical monitoring. 

In addition, fe\\· resources are de\oted 
to training superYisors in the art of super­
dsion. TheY recei\·e little or no training to 
de\elop the communication and decision­
making skills that \muld enable them to 
support qualit\ impro,·ement at the site 
JeycJ. \\'hen there is any training, it is 
often geared to the inspection model, in­
forming superTisors about what check­
lists and reports are required in order to 
quantif\ results. Cnfortunateh·. data that 
is collected to satisfy institutional require­
ments is rarely used by superYisors to 
help staff at the site Je,·el to monitor and 
CYaluatc their own actiYities. 

Missed opportunities 

Because of budgetar:•. geographic. and 
supenisory training constraints, man~· op­
portunities for imprming the qual it\· of ser­
\·ices arc lost. On the other hand, \lith 
appropriate training and with more rational 
use of time and resources, supen isors can 
become catalYsts for establishing or improv-

\\SC Uork1114 PaJN'r \o. 10 w,;usr 1996 

ing e\isting qualit:v-a~urancc pn>Ct.""durt.>-s in 
site:-. for which the~- arc 1\_'sJX>Ibihle. 

In COPE exercises, staff fn:quenth iden­
tify training needs as a problem to ben_·­
soh-cd at the site. Suf'X?'IYism:-. can pia.\ J. 
role in planning for training. in gaining ac­
cess to the necc..·ssarv re:-.ourccs for training. 
and. if the_\- han:- the requisite skills. in pro­
\iding some of the training them-..eh e:-.. 

Imprming Quality through Facilitath·e 
Supenision 

ldealk facilitati\ e supenisors pia\ the im­
po11ant role of intcnncdiarv: their continu­
ous fec..~dhack to higher k·n?ls of managL~­
nlcnt on ~UCCL'Sscs. constraints. and failun:-~ 
in the pro\-ision of serYi~o.:cs helps manage­
ment plan future impro\·emcnts. At the 
:-,amc time. their suppon to the sites and 
stall the~- supt.~rYi."L' helps achk\-c the in:-.ti­
tution's goals. It is impor1ant to remember. 
howcn~r. that f~ll'ilitati\·e supt..·n·ision i.., onh 
par1 of a process leading to the achie\·c­
mcnt of impro\·cd qualit\· of scn·iccs-it is 
not a stand-alone intcrYcntion. 

Site staff and serYicc pro\·idcrs arc ex­
pens on ho\\- scrYiccs arc prodded: placing 
prohlem-sol\"ing tooL .... in the hand:-. of statf 
enables then1 to in1pnJ\"e and maintain the 
qualit~· of the serYiccs the\ pru\·ide: encour­
aging manager~ and superYisor~ to ..... upJXH1 
this and lO de\-elop facilitatin." st~-k·s of man­
agement arc csscntial steps in o\·crall qual­
it~· impron~ment. 

In industrY. managers arc acutch- aware 
of the costs of pc-:xH- qual it\ (for e:\anlple. 
spending time to apprai~ what wcm wrong 
initiallY. then deYoting the rL'sourccs ncct:s­
sary to repeat work that is fault~-). In e\-er~ 
field of endeamr. JX><>r qualitY re,ults not 
only in time wasted to redo work. hut ulti­
rnatc:h- in tht.> loss of \·aluahlc customer-..... 
Those who pnl\·idt.• family planning ~cn·icc~ 
are becoming more a\1.·arc of the cost of 
poor quality in similar terms: \\hen the\· 
arc not treated with rc~pt'i...·t. when the~ 
recci\·e poor-qual it~- serYices. or when the\ 
do not rccci\·t.' the SL~nicc the\ \\·ant. clicnr~ 
'\ute with their feet" and do not return to 
a facilit\. 

Pro\·iding high-qualit~· scn·icc~ means 
meeting the needs of clients \dth a mini­
mum of cllon. wa,te. and rework. Prob­
lems can be anticipated and prc,·ented b' 

"I IIKHJ4III 
.'HIPf"' INion 
lmohf"d -~ 
chN'IJ~ tHJ !tlaff 
and .'Hippl". 
\ott I rt'aii7R 
I aiNO IH"ftl lo 
lrJin. adll.w. 
and norl. nllh 
I llf' .'olaff. " 

S.·.::z._-e-'"'c 
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"I »ish I had 
hno»n about 
COPt: eal'lier. 

Since I le4Jmed 
ro 11se COPE. 

m,t »orh as 
a supenisor is 
m11ch easier. ·· 

-Nursing Supervisor, 
Kenya 

ensuring that staff members understand 

what qualitv is and feel responsible for pro­

viding qual it':-·' sen.cices. In industrial settings, 

this is known as "moving quality assess­

ment upstream."8 

In the past two decades, theories have 

been advanced to challenge the tradi­

tional concept that assuring and impmv­

ing qualitv is the result of external revic\\, 

inspection of the end result, and a heavv 

investment in supervisors vvhose major 

function is to monitor staff9 In these the­

ories, the focus has shifted to anticipating 

and preventing problems rather than cor­

recting them. Instead of finding fault and 

leveling blame at individuals, the empha­

sis 110\V is on detern1ining vvhether or nol 

existing work processes arc planned, de­

signed, and implemented in such a wav 

as to achieve the desired end result---a 

high-qualitv service that meets clients' 

needs. In this spirit, the facilitative ap­

proach suggests that improving qualit0 

should be a facet of every action or pro­

cess that ultimatelv leads to dcliverv of a 

service. (Sec Figure 3.) 

A facilitatiYe supervisor constantly asks 

himself or herself the following questions: 

Arc the services provided meeting the necd.s 

of clients? Are staR· continuously assessing 

the qualitv of their work and the processes 

by which thev do their work' 

Facilitative supervision seck_.;; to foster 

this kind of qualitv-improvement philoso­

phy \Vi thin an organization. As institutions 

begin to assess, define, and evaluate the 

kind of quality service they wish to provide, 

Figure 3 Conventional versus Facilitative 

Approach to Management 

MANAGING QUALITY SERVICES 

Conventional approach 

• External review 

• Inspection of end result 

• Heavy investment in monitming 

Facilitative approach 

• Involves all staff at all stages 

• Gives staff tools for on-going 

assessment 

• Is an ongoing, continuous process 

6 FACILITATIVE SUPER\'1SION 

,;upcrvisors can facilitate the process by in­

terpreting institutional goals towards im­

proving qualitv for site staff. At the same 

time, they can facilitate the process of qual­

itv improvement at the site level by helping 

site staff prioritize activities and gain access 

to t·esources and by providing appropriate 

lcL·hnical assistance and support. 

A critical role in problem solving 

With COPE, AVSC embarked on a program 

of technical assistance to introduce specific 

quality-improvement ideas at the institu­

ticmal and clinic leveL In the numerous 

countries where COPE has been intro­

duced, we have found that clinic staff usu­

allv identifY problems that fall into two 

hmad categories: 

• Those that are within the power of site 

management and staff to solve 

• Those with solutions that require the in­

tervention of a higher level of manage­

ment-the regional or headquarters level 

In both cases, superv~sors play critical roles 

in supporting the implementation of action 

plans developed locally to improve the 

quality of services. 

For problems that can be addressed by 

local staff, the supervisor facilitates local 

problem solving by being supportive of staff 

action and by being available for discussion 

with staff if obstacles arise. Superv-isors may 

also play important roles in helping to prior­

itize the actions that staff have identified so 

that items that may be critical in terms of 

health care safety (such as infection preven­

tion or technical competency) are addressed 

immediately, before staff begin to tackle less 

urgent problems (such as the availability of 

infom1ational materials or the lack of signs 

to direct clients to services). 

There are a number of ways supervisors 

facilitate problem solving at the site level. 

For instance, if staff identify a variety of 

training needs, the supervisor may be able 

to conduct training or to identify someone 

else capable of conducting that training. 

Additionally, the supervisor may be able to 

identify the resources needed for training to 

take place at the site, thus increasing the 

impact of training at that facility. 

When dealing with solutions for which 

staff need additional assistance, the 
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supet<·isor's role is critical for staff to be abk 
to accomplish their goals. In these instances. 
the supen.isor facilitates either staffs access 
to resources or the al1iculation of a problem 
to higher-Ie,·el management. For probkms 
that cannot be addressed at the site le\d, the 
supeiYisor is the conduit to higher ]e,·els of 
management. B~· bringing such oppor1tmi­
ties for inlpro\·ement to the attention of 
higher authOiities, the supenisor can be a 
catalYst for institution-\\ ide impro,·ements. 

Key Concepts of Facilitative Supenision 
The four ke\· concepts that cont1ibute to 
AVSC's definition of facilitati\e supeiYision 
are desc1ibed belo\\·. 

J. The supenisor is a catalyst for qua/it\' 
inzpro\ 'entent. 

More power should be placed in the hands 
of supen:isors to make changes and impron~ 
serdces. SupenisOI"'S lxcome the catalysts 
for change b~- creating an en\ ironment of 

1 

team\\ork in "·hich change and imprO\e­
ments in the qualitY of sen ices can Oowish. 

2. Joint problem soll'ing, u'ith frdl staff par­
ticipation and using simple, practical tools, 
will foster the quality·impronmrent process. 
SupeiYisors must know standard problem­
sohing steps: defining a problem, analYzing 
possible causes, identifYing possible solu­
tions, de, eloping an action plan to imple­
ment solutions, and e\·aluating the results. 
Related to this philosoph\· is the notion that 
the site should be the focus of qualitY­
improwment effo11s. For example, if train­
ing is required, rather than sending some 
indhiduals to a central training location. 
training should, whene,·er possible. take 
place at the site and include as mam indi­
\iduals as possible. Similarh·, the supeiYisor 
and site staff should join forces to identifY 
the resources needed to impro\·e the qualitY 
of set< ices prodded. 

3. Facilitath·e styles of comnuuzication and 
support are essential. 
A facilitati\·e stYle of supet<ision empha­
sizes mentoring and coaching of indi\id­
uals and groups. Good communication 
skills that facilitate dialogue with site 
staff are essential. 

\\ SC \\orldRfC Papt'r \o. I 0 \llfCUst 1996 

Supcni~OJ~ mu~t kno\\. ho\\ to facilitate 
di:-.cu~sion:-. during group Il1CL'tin~ .... mu_ .... , a\._,_ 
quire skills of gi,·ing and n·cci\-ing kedh~h.'k 
in an appropriate manner. and must kan1 
ho\\- to listen dfecti\·eh- in order to impro\ c 
communicati(m .. -\n undcr~tanding ()j adult 
learning prcx:e ... :-..es is al:-.o ke~ to L'ornmuni­
cating with site staff. 1" Surx·n iso1:-. mtbt 
learn ,,-hen and ho\\- to Ust_' dilfen:nt :-.t\ les ot 
decision-m;:1king ([h;:u is. L·ommand. con .... ul­
tation. consensus. or delegation 1. 

4. Superdsors 111lLStlun·e solid techrrica/ 
knoll'ledge {or the duties the\' are to pe7jom1 
and t1llLSI know lzou· aud where to gaitz ac­
cess to additioual suppo11. 

Supt_'TYisors must know the broad ~l!T~l\ of 
serYices that art_' aYailahlc at a ..... itc. a~ \\ell 
as what the national _ ... tandanJ, and ~'l.Jide­
lincs call for in k'llll~ of the qual it\ of tho'L' 
serYiL·es. \\'hilc the' rna~- not be technicalh 
proficient L'nough to t_'\'aluak' all ~bfl't-'d.., 1,: 
serYicc ckli\-L'r:--·. supcryi..;or:-. mu"t kno\\ 
how and wherL' to gain J.LTL'"" t() additional 
suppor1 \\·hen needed. 

Additioual Factors 

In addition to the~c four kL'\' concl'pt ..... 
a nun1bcr of factors contrihutL' to good 
supetTisory skills, including::' 

• The ability to dck•gatL' and complctL' 
\\-orl through other" 

• The desire to achil'\-t_' at hi!_:!h lc\d.., 
• High L'\pt..'Ctations of ~K·hit_'\-l'IllL'nt from 

other-s 

• Confidence in onL··~ O\\ n ahilit\ and tlk· 
ahilit,· of staff 

• The abilit\ to in:-.till a .... en..;e of \alue 
about dll' organization·~ goab in odlL'r' 

Idt_•ntifying lt.•chniqul' ... for a ... _ ... e ...... ing dlL' ex­
tent to ,~,·hich a specific ... upc-rYisor TllL'L'h 
the abo\-c oitt:'tia for e\cdlence is ~l topic 
requiring: attention in the future. a··, :\.\'SC 
stli\·es to pro\·ide tL•chnical a..,..,i-:.tancc in the 
area of supcrYision. 

The Supenisor's Role 

As par1 of the ongoing prcx..·c ....... of de\ dop­
ing supenisory S\stcms. A.\'SC rout incl.' 
holds brainstmming se~siun:-. \\ith both t_'.\-

··JJHo f<KIIItaliH" 
aPfii'OCH'h IH"IP"' 
.o;taff adapt to 
chan,..~ IH"c<JUI'>f' 
IIH" .o;taff aw all 
partie/pall~ In 
tiH" chan,..Of". •· 

FACILITATI\'E SlPER\ lSIO'\ 7 



8 

''The COPI; 
approach 

dcm.vslilies 
qualll,v." 

- Provincial Nursing 
Officer, 

Z1mbabwe 

temal and internal supen'isors. When asked 

to identify their main responsibilities, par­

ticipants cite a plethora of activities that fall 

into a few general categories: planning, 

training, monitoring, coordinating, vis]ting 

sites, motivating staff, problem solving, pro­

viding sen'ices, rr1anaging complications, 

collaborating with other organizations, eval­

uating services_. and managing data needed 

for reporting. 

Based on experience in clinical settings 

and on feedback from sen ice pmviders, 

AVSC has perfonned a task analysis to illus­

trate the "facilitative" approach to supervi­

sion and to cla~ify how various aspects of 

supenisors' duties fit into the framework. 

(See Figure 4.) In this model, the basic role 

of the supervisor is to address the needs of 

family planning providers to enable them to 

manage the qualitv-improvement process. 

Providers are at the center of the three prin­

cipal functions of supen·isors in the AVSC 

model. To be successful, supen-isors must 

work effectively \\ .. ith those they supervise. 

The COPE process often points out the link 

between meeting providers' needs and en­

suring clients' rights to quality services. 

These rights and needs serve as assessment 

tools and indicators. (Sec Figure 5.) 

Function: Address providers' needs for goocl 

rnanagernent and supenision 

Activitv: Help site staf/'wzderstand and imple­

ment the quality-1na1zagement process 

Staff may need orientation to better un­

derstand the quality of their own service,, 

and mav need guidance as they embark 

upon the quality-improvement process. 

The supervisor provides leadership and 

support for this process and for develop­

ing the team approach to quality manage­

ment on site that will lead to increased 

quality and client satisfaction. If COPE 

has not alreadv been done at the site, tlw 

supen'isor introduces the COPE assess­

ment tool (or arranges for a facilitator tn 

do so) and supports site staff in resolving 

problems identified and evaluating qual~ 

ity at the site. Sites in which COPE has 

been previouslv introduced mav benefit 

from conducting a COPE update. By ar~ 

ranging for the training of COPE facilitcc­

tors on-site, the quality-improvement 

process can continue, with COPE updates 

carried out from time to time. 

FACILITATIVE SUPERVISION 

Specific tasks include: 

o 01ient site management and staff to the 

p1inciples of quality and the quality­

iinprovement process 

0 Prepare for and conduct the COPE intm­

duction meeting 

o Train COPE facilitators and assist in 

follow-up of the COPE action plan 

4ciiritv: Help site statfplan objectives and 

l?l'aluation 

The supen'isor may need to orient staff and 

rnanagement at sites to overaH program 

goals of the country and agencv and help to 

develop site-specific objectives and work 

plans. Sites may need help with record­

keeping and guidance to understand how 

to evaluate their progress by analvzing sta­

t is tical report data. The supen'isor acts as 

liaison between headquarters and sites to 

pmmote common awareness of needs and 

resource utilization. 

Specific tasks include: 

o Orient site staff to national and agency 

objectives and \.Vorkplans 

o Train staff to define, develop, and use ob­

jectives and workplans 

o Train staff to use service statistics (in­

cluding how to prepare graphs that are 

easv to read and interpret) 

o Define, prepare, conduct, and report on 

supervision activities 

Function: Address providers' needs for good 

supplies and site infrastructure 

Aclit•itv: Help site staff ensure availability of 

equipment and supplies 

Staff may need training to correctly assess 

their needs for equipment or expendable 

supplies, as well as to establish systems for 

maintaining inventory records to ensure 

adequate stock levels. When stock-outs 

occur, the consequences can be devastating 

for clients and family planning programs 

alike: for the client, the result may be unin­

tended pregnancy; for the program, confi­

dence lost in the continuity of semce 

provision may be impossible to restore. 

Specific tasks include: 

o Train staff to assess equipment and 

supply needs, apply reporting and or­

dering procedures, and keep an up-to­

date inventory 

o Ensure constant and reliable contracep­

tive supplies at all levels 
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A.crin·n·: Help siEc sla{(i11!J1101·e !lzc phy.;iud 
aspec!s o(Eireir siles 
A supcnisor maY b1ing good ideas about 
how to imprm·e .the ph~Y~icallawlltt of ser­
\ices based on obserYation or e:xpeiience 
else\\ here. For example, some of the bottle­
necks identified during the client-llo\\ 
analYsis section of a COPE e.xercise maY be 
allc\·iated bY making minor cham:!es in .how 

! staff use their time or how clients~ mc)\·L~ 
through the clinic. Son1etimes it is ncces­
san· to identify and prepare areas that 
allm1 for p1i1 ac\ dllling famih· planning 
counseling and to designate areas in the 
\\ ards where information about contracep­
tion can be gi,·en. 

Specific tasks include: 
• Organize inten1al en\ironmc•nt to ensure 

pl'i1ac\·, comfort, and cont1dentialit\ 
• Identif:Y wa.'·s to impron~ the ph~·sical as­

pects of the site 

Function: Address pml'iders' needs for 
infornzation, training, and det·elopment 
Ac£ii·it\': Help sile swjj"k.nmt· and npfJl\· scn·icc 
standmds. norms, awl polic\· 
Staff need to be made a\\are of national 
and agenc\ clinical standards and policies. 
Sen·ice pro1·iders feel ll.Iinerable \\·hen the, 
lack clear directin~s and guidelines from i,;. 
cotmtr~· officials or when directin~s arc out­
dated or contradictor~: Sen. ice prodsion is 
ad1·erse!Y affected, and ma\ L'len be \\ith· 
held, if official authmization or cla1ifica· 
tion is not recei\·ed. 

For example, policies on spousal con· 
sent are the subject of confusion in man~· 
countries. Some indi\·idual pro\"iders in­
sist upon ha1 ing the signed consent of a 
hu:-.band before prodding a pern1anent 
familY planning method for a 11oman. 

1 
e\en though the policies of the countn 
do not require it. Access to ser-dces mav 
be denied as a result. . 

Supenisors can pro\ ide links \dth other 
implementing agencies in their assigned 
geographical areas. BY so doing, sen ice 
pro\·idcrs can share infmmation and mu­
tual rcassumnce regarding program imple­
mentation, especialh· in the absence of offi­
cial endorsement. 

Specific tasks include: 
• Identi~· national and agenc~· sen ice stan­

dards, norms, and policY documents 
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• Cbrif\ concept.... contained in the .... e 
d<JCUT1lt'I1(S 

• Pn)\·ide the .... e ck>eunwnr;.. to "itc ... rail and 
mient staff to their u~e 

• l"pdatc ...,itt:' staff on change ... in 'tandarJ .... 
and polick:-. 

..\crh·if_L Help .;,ift.' \la/(addrt'.\' c!i11ical w1d 
1101tdi,ucal rrailliut:, 1u'cd, 

Staff ma~· need guidance to dctt:'nnine 
need .... for training and rna~ need :-.upporr 
from supe1Yisor:-. to under...,tand thL· bene­
fits to he ?ainL·d from localized training. 
Supcnisors help site stall plan ;md im­
pkment \\·hok·- .... itc trainin!! I an inte­
grated approach to training that \·icw~ a 
~erYice-ddi,·cn: site as a s\·:--tt'Tll and 
lrL·ats staff as members of tlw team that 
makes the :-.Y:-.tem \\·orkL This trainin£ 
usually consists of orientation ... and uP­
dates and makes the mo ..... I of loL·al re­
source ..... If external e.xpenist' is rll'eded. 
the supeniv>r's roiL· is to help :-.taff gain 
access to that C\peni ..... e. 

For skill training. supt'IYisors ma\ abo 
help to orgJ.nilt' on-the-joh training·. 
Training may :-.ometimc:-. he conductL~d at 
a centralized training facilit\, hut thi .... 
should be rcsu-icted to cases in \\ hich. for 
nample, the skill to be acqui1wl i' com­
pletelY new to the institution or to the 
site. The task of supt.>n·i"nr .... in asse ........ ing 
the competencY of trainees and rnonitn;._ 
ing their use of ne\\ ]_,·-acquired skill" j.., 
extremd~· in1portant. Supen·isor:-. must 
either be able to ct-rtih clinical trainees 
as competent. or haYe acn·:-.s to medical 
staff \\·ho can do so. SuperYisor .... abn 
:'!l'IYL' as e<J.ta]~·sts lor L'n .... uring that the 
medical qualil\. of serTices j..., monitored 
on a routine ba .... is and pnn·idc suppor1 or 
access to resource .... for Il1L'dical moni­
toring:.. as nL·eded. 

Specific tasks include: 
• Define training needs and fOJ-mulatc 

training objedi\·cs and plan .... 
• Identify the ncL·d ... to he addrc:--:-.cd h\ 

centralized training. regional training. 
and on-the-job training 

• Plan centralized training and on-the­
job training acti\·ities 

• Prioritit.t' on-the-job and centrali;cd 
training actiYities 

••JiorlJO,:: H#lh 
llw !lilaff on !lilt~ 
,r;:a1 ~ _. a ll(HHI 
ffHUIII to ldNrll~ 
(ifiJP!Ii In 1 minto,:: 
and !liUPf'nl!liiGn. 
II ~f'!li a 
frJRtMtori 
for conllnual 
!lillpt'n/.o;Jon, Hhkh 
~.!lillltH'r 

cm;l rlfN'Ih~." 
- '. _. -:...::;.- \ t ,_:; .• ~ :-'.:;:> 

s.__c-en.·:s.::· 
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10 FACILITATIVE SUPERVISION 

Facilitative Supervisio 

FUNCTION 

Address provider~· nee-ds 

for good managemcnl 

and supervision 

ACTIVITY 

Help site imple­

ment the quality 

management 

process 

• Introduce COPE 

• Help ensure follow-
up and evaluation 

• Help evaluate ac-
complislnneots at 
the regional and 
site levels 

• Develup 
teamworl< between 
headquarters and 
sites 

[~~CTIVITY 
Help plan 
()bjectives 
and evaluation 

• Help staff use 
objectives and 
workplans 

• Develup 
geograpbical 
objectives and 
supervision 
workplan 
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Address provide 

to manage the q 

process and met 

F 

Addres~ 

ACTIVITY 

Help ensure 

availability of 
equipment and 
supplies 

• Train to 
use/manage 
equipment and 
supplies 

• Help apply 
contraceptive lo 
gistic manage-
mentsystem 

1 
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rhe Supervisor's Role 

::J enable them 
Jrm·ement 
needs 

ACTIVITY 
lelp improw the 
1hy~ical aspect<­
d' the site 

t Help apply 
standards 
fur services 
iDfraslruclure 

I Help ensure 
site's physical 
and functional 
integration 

s 

.-\ddre"' pnn iJer, · nee:: d-. 
for information. training. 
cmd deYdopment 

ACTIVITY 
Help learn anJ 
appl~ .... er. il,.-e 
-.tamlard-.. nonn,, 
and polic! 

• lnfunn site about 
clinical standards 
and policies 

• Train to apply 
standards and 
policy 

• Help monitor 
implemeotalion 
of clinical 
slaodaids 
and quality 
8SSIJillDCC 

ACTI\ITY 
Help aJJn.- ... , 
trainin~ need" 

• Help assess site's 
trailling-m 

• Help plan and 
~ 
traiDing activilies 

• Help implone•ll 
oo-tbe-job 
traiDing 

• Manage human 
resoun:es 
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Figure 5 Rights of the Client, Needs of 

the Provider 

QUALITY SERVICES 

Clients Have the Right To: 

• Infmmation 

• Access 

• Choice 

• Safety 

• Privacv and confidentialitv 

• Dignity, opinion, and comfort 

• Continuit:v 

Providers Have a Need For: 

• Good supplies and site infrastructure 

• Good n1anagement and supervision 

• Information, training, and development 

SoL"RC'E: This figure i<; adapted fron1 the \Vall chart "The 

Rights of the Client." produced bY the International 

Planned Parenthood Federation, and from HuetJJ C. 

and Dia:r., S .. 19'J3, Oua\itv of can· in rami!:--· planning: 

Client~' rights and provider::-.' needs, Advm1ces i11 Cofl/ri/­

ccption 9:129-UY. 

MAKING THE TRANSITION TO 

FACILITATIVE SUPERVISION IN 

FAMILY PLANNING PROGRAMS 

The process used to introduce facilitative 

supervision into a service-delivery s_vsten1 

depends on the level of development of the 

family planning program, as well as the ex­

tent to which qualitv-improvement pro­

cesses have alreadv been instituted. In 

general, however, before introducing the 

concept of facilitative supervision, decision· 

makers within an institution must recog­

nize supervision as a vital area that deserYe~ 

investment of time and material resources. 

Creating an environment in which supervi­

sion can flourish is a prerequisite to mak­

ing the transition to more facilitative stvles 

of management. 

So that they will understand that super .. 

vision is a key element in the process, pol­

icy makers and managers must be aware ( )f 

the benefits that accrue to an organization 

that continuously seeks to improve qualitv 

In addition to considering the cosb of poor 

quality (notably that clients Oce fmm po01c 

quality services), policy makers and man-

12 FACILITATIVE SUPERVISION 

a"crs should understand the high cost of 

puor supervision. Resources are often used 

to support a nonfunctional svstem, just 

because "it has alwavs been done that way." 

Policy makers and managers should also 

consider the increased cost-effectiveness 

likdv to occur when: 

• Local staff try to resolve problems with 

existing resources 

• All staff at a site are aware of the ser­

\'ices that are available to clients and 

can effectively increase clients' aware­

ness of those services 

• Costlv centralized training for a few indi­

viduals is replaced by relevant training 

(including orientations, updates, and 

skills training that will support and sus­

tain services) for all site staff 

• Medical quality is continuously moni­

tored by site staff themselves (with sup­

pOJi from the institution on a periodic 

basis) 

An effective supervisory' s~"stem can help 

bring about the benefits listed above, as 

well as help interpret institutional goals, 

standards, and guidelines for site staff. 

Policy makers and managers need to be 

convinced of the value of facilitative super­

vision. Once the need for effective superv·i­

sion is acknowledged and its benefits antic­

ipated, adequate support must be provided 

to enable this former "missing link" to 

become the foundation for achieving pro­

grammatic and strategic objectives. 

Introducing Facilitative Supervision in 

Three Stages 

The following is a description of the three­

stage process AVSC has used to introduce 

facilitative supervision in Africa. This ap­

proach should be adapted or modified as 

appropriate for different settings. 

The three-stage introduction of facilita­

tive supervision as used in Africa takes ap­

proximately two years, although the time 

may vary within each institution. 12 Each 

stage in the process begins with a work­

shop that is followed by on-the-job training 

in order to model and practice supervision 

techniques and to provide "coaching" to the 

team of supervisors. (See Figure 6.) 

Initially, the supervision workshops are 

facilitated by the institution's supervisors 
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with support from A\'SC staff. As soon as 
possible, the process is taken mer b' tlw 
institution itself. 

Stage I 

In Stage I, a workshop is organized to 
focus on: 

• Assessing institutional and serYice site 
interest in quality in1proyement 

• Introducing the concept of qual it\ man­
agement and helping staff think about 
qual it\ in relation to their jobs 

• Discussing the roles and needs of facilita­
ti\·e supenisors 

• De\·eloping communication skills 
• Lnderstanding links between supenision 

and training (including an introduction 
to adult leaming theor\) 

• Introducing COPE and inreach 

In the initial orientation \\orkshop. empha­
sis is placed on changing the supenisor's 
attitude from "policing" sites to facilitating 
the qualit\-improwment process. Although 
not listed as a topic on the program, the 

workshop prcx .. ·ess aiiO\\..., pai1iL·ipanh to 
identi(Y the strength:-. and con-.traint~ ot 
their ClliTL'nt -"llPL'IYbOIY S_\-;-.IL'Ill. 

Simple tnob and approachc .... to a:-- .... i .... r in 
local rrohkm "'hing huch as COPE and 
inreach) are intn)(luL·cd. \\.ork,hop pani ... :i­
pants consider the u..;e of ~itt·-k·\·el famih 
planning commincc ..... for di~nL...,~ion ot ~h--­
ti\·irics and rL'sults and also discu~..., tht' 
\\·a~;..., adult lcan1ing theory might b'l_' ap­
plied in surx~ryi...,ion. Discu:-.~ion f(Kll .... L'" nn 
the SllfX'IYisor·~ rok· in the context ( '' lfK~tl 
problem · .. oh-ing and qualitY impn)\ cnh'nt 
and on the material .... and sUpfX)J1 the ~u­
perYisor \\·ill need in onkr to t.·an\ out thi~ 
role. PanicipanL' discuss the linkage lx.·­
twecn ~upt_·ryision and training and tht.• 
technical skills required by suJX.'JYi ... or ..... 

Rcquin:>mt.•nts \\·ill \~H-:"o from rq!ion to 
region and from "UfX'IYi~~ )r to :-.urx·rYi-"or. 
depending on the -..upen j,or·-. backf!round 
and on the cuJTent Ilt.'t.'d-" (JI dw in~titution. 
These might indutk ttxhnical ~kill ... in in­
fection pren.>ntion. tcchniL·al compt•fL'ncc in 
thL' pnn-ision of specific famil_\ planning 
methods or pn11..:edun.> ..... or tht.• skiJJ, Ilt'L'Lkd 
to pro\·ide a general famil\' pbnninf: ()Jien-

Figure 6 Three-Stage Introduction of Facilitatiw Supenision 

STAGE I 
Focus:Chientation 

• Introducing the concept of facilitating continuous qual it\- impn>\"t.'mcnt 
• Becoming a\,·are of the impor1ancc of ha\·ing conlnltmications skill~ 
• Cnderstanding linkage between supcrYi~ion and training 
• Discussing the roles and needs of superdsors 
• Introducing the A\'SC qu;:ditY-imrrmement tools I such as COPE and in reach I 

STAGED 
Focus: Assessing the Qualit}·-lmprovement Process 
• Setting object ires using tools introduced in Stage l 
• DeYeloping and p!imitizing training rlans 
• Understanding the mentoring process 

STAGE ill 
Focus: Developing Complex Supenisory Skills 
• Designing long-tenn training plans for the site 
• Using measurable indicators for e\·aluation 
• lntroducing key concepts of training-of-trainers design 

··sufH!'n I !~don Ira~ 
IH-c_. easkr 
a~ ttf' hate 
U~lfHHI#l 
fH>IIN'. TJw 
facllllall• f' 
""IN'" I !~don 
appl"OCK'h ai.'W 
mat.Nt u~ RKH'f' 
W>t'fuland 
iH'Ct'plf'd bJ 
our ~tan: " 
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""1s a supenisor, 
I now leel happ"r 

Hhenlscc 
slaff ar all lemls 

so Interested 
In gaining neJt' 

knoJtlcdgc. I also 
sec them nsln~ 
the knoJtlcdgc 

amon~ themselves 
and with clients."' 

-Workshop Participant, 
Tanzania 

tation, to give a contraceptive technologv 

update, to read and use site and other data 

to improve the quality of services, or to give 

an update on counseling skills, During the 

workshop, participants review the materi­

als and guidelines available to assist the su­

pervisor in performing these roles, (See 

Figure L) 
After the workshop, supervisors can 

begin to put these principles into practice 

in performing their routine work with 

support from their institutions (and from 

AVSC, if required), They can immediately 

begin to put into practice the communica­

tion skills thev have acquired, If possible, 

they should observe COPE exercises con­

ducted by a trained facilitator-or better 

still, facilitate COPE themselves with sup­

port from smneone who has experience 

in conducting COPE, Participating in 

COPE gives supervisors an opportunitv to 

learn more about the process and to begin 

thinking about how thev might support 

their site in in1plementing an action plan 

for solving problems identihed through 

COPE, Planning for training activities can 

also be practiced because the identifica­

tion of training needs is always an impor­

tant outcome of COPE exercises, 

Stage II 

Workshop topics in Stage II include: 

• Managing the quality-improvement 

process 

• Setting objectives using the tools previ­

ously introduced 

• Organizing whole-site training (skills 

training, orientation, and updates for all 

staff at the site) 

• Performing on-the-job training and 

mentoring 

• Coordinating between sites and head­

quarters 

• Collaborating with other agencies 

During the second workshop, lessons 

learned in Stage I are reinforced, Super­

visors begin to address the ways to help site 

staff set their own objectives by facilitating 

a COPE exercise and by assisting staff in 

prioritizing the actions they have identified 

for themselves, Participants begin to focus 

in more depth on the training needs identi' 
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lied by COPE participants-how to prior­

ltize them, how to develop training plans, 

and hc)\v to garner the necessary resources 

to achieve the desired result Supervisors 

have role-play sessions in which they can 

test their knowledge of adult learning the­

urv in the process of mentoring, Through 

"' mixture of support, coaching, mentor­

ing, and training, site supel\lisors are ori­

ented to consider the needs of individual 

staff and to determine how to prioritize 

those needs, 
When they return to their posts, supervi­

sors again incorporate what they have 

learned into their routine work, with sup­

poti from their institutions, They may con­

duct follow-up COPE exercises, sharpen 

their training and mentoring skills, or de­

velop coordinated training plans, 

Stage Ill 

The workshop in Stage III introduces more 

complex supervisory skills, building on the 

lessons learned in the two previous stages, 

i.ncluding: 

• Training of trainers 

• Utilizing statistics and reports as a means 

of evaluating the quality of services 

• Using additional evaluation tools 

• Networking 

Topics covered in the workshop include the 

design of long-term training plans, ways to 

usc records and statistics to improve qual-

i tv, and methods of designing and evaluat­

ing programs using measurable indicators, 

To help participants increase their skill in 

training design, the workshop trainers in­

troduce key concepts of training that might 

be used to conduct a training-of-trainers 

workshop and discuss the use of on-the-job 

training guides for obtaining standardized 

outcomes, This enables supervisors to pro­

vide training during supervisorv visits and 

to design site training programs, 

Workshop trainers explain that client re­

ports and statistics can be more than items 

that must be prepared in order to meet the 

needs of the bureaucracy, Participants are 

encouraged to discuss the content of reports 

with site staff, so that staff will view them 

as inclicators of client satisfaction and of 

strengths and weaknesses in service delivery 

For example, if the number of new clients 
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coming to a ser. ice has dropped recentlY, su­
penisors are encouraged to discuss this \\ith 
staff to detennine the possible causes of the 
drop and the correcti\·e actions theY can 
take. If the number of ne\\ clients has sud­
denlY increased, this again is cause for dis­
cussion, because the reasons for the increase 
maY be something that should be shared 
n1ore \\ideh· in the institution. 

A\'SC is currenth testing an e\·aluation 
tool to help super.isor-s measure progress 
in impro,·ing qualitY more objecti\·eJ,· than 
can be done using COPE action plans. 1

·
1 

This tool. jointlY designed b' A\'SC. the 
Tanzanian MinistrY of Health, and t.:MATl 
(Czazi ;-..;a Malezi Bora Tanz.ania, the Fam­
ilY Planning Association of Tanzania), is 
organized around the same principles as 
COPE: clients' rights and prm·ider-s' needs. 

! It is intended to complement the COPE 
process and aid in local problem sohing, 
\\ hile still allo\\ing the superYisor to mea­
sure progress oYer time. to aggregate infor­
mation for more than one site, and to be 
able to prm·ide information to the institu­
tion on the outcomes of their effons to con­
tinuouslY impro,·e the qualitY of ser.ices. 

EXAMPLES OF FACILITATIVE 
SUPERVISION IN ACTION 

Tanzania 

In Tanzania, the famih- planning program 
has expanded rapidlY during the past fh·e 
years. Although ser.ices are nm\ a\·ailable 
in more than 3,000 ser.ice-deli,·erv points 
throughout the countr•. manY of these are 
small dispensaries and health centers that 
can onlY prmide a limited number of fam­
ilY planning methods. 

Until recenth·, permanent and long­
acting methods were a\ailable in onh- the 
two largest urban areas. At present, in­
countrc institutions. \\'ith suppon from 
AVSC International and other donor-s, are 
expanding the number of sites that offer all 
aYailable modern contracepti\·e methods 
(to a total of more than 100 bY the \ear 
2000). KeY to this pmgram expansion are 
six zonal doctor-nurse teams whose role is 
to facilitate the integration of permanent 
and long-acting methods into existing fam­
ilY planning ser.ice-deli\·erc points. 

Working with super.isors from the Tan­
zanian Ministrv of Health (MOH). the 
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zonal teams ensure that sen ice qualir~- i~ 
strengthened. The 1\lOH superYiVH'S are 
trained to assist ~ires in identifving what 
theY need to prmide qualitY famih plan­
ning serYices (be it management ~uppon. 
training, or equipmcnr J and in meeting 
those needs internally or with exter11al as­
sistance. Superd~or-s form team~ with ~ite 
staff to trY to eliminate problem' before 
the\ occur. 

Ser.-ing a' middle managers and train­
ers, these team' help transfom1 the :\IOH 
goals of expanding the number of sen ice 
sites that pro,·ide permanent and long­
acting methods into real it\. The\ facili­
tate communication between the sites and 
their zonal or central hcadquaner> and bc­
t\l.:een public sector and private sector 
sen·ice prmider-s. The' imprm c linkages 
bet\\·een the \·ar;ous sites in their area as 
well as bet\\:een each site and its rcspec­
ti\·e headquaners. The,· work to introduce 
and implement protocols for clinical meth­
ods and assist in resource management. 
helping to ]e,·crage additional resources for 
famil~· planning scrYices. The:\" improw~ the 
supenision of sites. and promote the con­
cept of whole-site training." 

Bangladesh 

In Bangladesh, the famih· planning program 
has been in place and an ana\ of pemla­
ncnt and long-acting methods hm·e been 
mailable for a much longer period of time 
than in Tanzania. 

The number, type, and ~ope of senice­
delh·ery points arc also much greater. In 
collaboration with the Directorate of Fam­
i], Planning and with suppon fmm the L'.S. 
Agenc\ for International Dc,elopment. 
A\'SC is conducting a clicnt-<:entered, clinic­
based family planning serYicc~ program in 
six sub-districts (1/rmras I in Bangladesh. 
This program include:-. a focus on im­
prming ]ocal-le\el planning and super\i­
sion s~·stems. 

The supenisot~· s_vstem in Bangladeshi~ 
well-established, and there are different le\­
els of superYision: from the central to the 
district Je,·el, from the district w the thana 
]e,·el, and from the thana ]e,·el to local 
health centers. A\'SC works to imprmc 
local planning in this s\stcm b' establish­
ing or strengthening ccx)I-dinating commit-

"COI"f.' W to 
~lntiH" 
allll~ or Nla/1. 
lie noH hate 
~~e-orla­
§laff J/Ho~ IO 
partklpale In 
all acthllif>N aN 
IH'ftlftl Hll/wul 
.<>a_t#n,t:. •1Jrl.o; 1 . .; 
not-.• Job.' .. 

- <e;; .:-rc, ~.1ea•CG! 
2"""';ce 
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"I now feel Lhal I 
am pal'liclpating 
in implementing 

qualil.r ot· care al 
lhf• ,\Tational 

Hospilal. and am 
nol a speclalor. '' 

-Workshop Participant. 

Kenya 

tees and by introducing COPE. The facilita­

tive supen'ision process desc1ibed in thi:-; 

paper is being adapted to meet the needs of 

the Bangladesh program. In addition, the 

project emphasizes whole-site training and 

improving the referral svstems between the 

different levels of services. 

The Directorate of Familv Planning abo 

manages Familv Planning Clinical Supervi­

sion Teams (FPCSTs). The role of these mo­

bile teams is to \Vork to assess the ITledical 

quality of familv planning and maternal 

and child health services in specific geo­

graphic areas. These teams are responsible 

for the supervision of clinical family plan­

ning services in all governmental facilities, 

as well as those administered by NGOs. 

In 1993, the Directorate requested AVSC's 

assistance to help increase the FPCSTs' ef­

fectiveness in tnedical supervision and on­

site guidance to sen ice providers. AVSC 

works with the FPCSTs to develop their su­

pen1sory training and skills for medical site 

dsits, contraceptive technology updates. 

and workshops; to develop a responsive 

system for tracking medical complications; 

to orient tean1s on infection prevention 

procedures; and to help teams introduce 

COPE. AVSC also works with the Direc­

torate to monitor and evaluate this intro­

duction process. 

EVALUATION 

AVSC believes that the evaluation of this 

approach to supenision should follow 1 he 

same principle as the approach itself---it 

should be conducted by the supervisors and 

site staff themselves, with assistance from 

outsiders such as AVSC, as necessarv. 

Program Evaluation Tools 

AVSC has developed a set of program evalu­

ation tools that can be used annually hy 

the supenisors and family planning teams 

at each site. 1
' The tools, which have been 

developed and tested in Tanzania, arc 

meant to he adapted for use in other coun­

tries as well. 
The tools differ from traditional supervi­

sors' checklists in three ways. 

First, the tools relate to COPE and there­

fore should be introduced to the sites as 

such and should be used in a similar way. 
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Si•ic staff are encouraged to evaluate their 

:~et-.. .. iccs with the supervisor in a nonthrcat­

l.'lling:, awareness-raising fashion. Although 

-;ome objectivity may be lost, the data col­

lected will be p1incipally the property of the 

site staff, rather than of the headquarters. 

\,, such, the results stand a better chance of 

[,_•ing used bv the sites and their supervi­

·~ors as impetus for discussion and as 

measurements of progress. 

Second, the tools are designed for site 

;~all and supervisors to be able to look at 

the progress of an individual site over time 

and to evaluate the prograrn as a whole 

,.,, t her than to compare the progress of dif­

krent sites. 
Finally, the indicators of quality in the 

tools are closely linked to the COPE assess­

ment guides and are organized in a similar 

\1.8\". As in COPE, the indicators correspond 

to the rights of the client and the needs of 

providers. (See Figure 5.) The program 

evaluation tool consists of ten checklists, as 

lollows: 

Clients' 1ight to 

• lnf onnation 

• Access 

• Choice 

• Safety 

• Privacy and confidentiality 

• Dignitv, opinion, and comfort 

• Continuity 

Providers' need for 

• Good supplies and site infrastructure 

• Good management and supervision 

• Information, training, and development 

Each checklist requires the supervisor 

to observe and talk with staff about spe­

cific topics. For example, under clients' 

right to access, supervisors are asked to 

raise questions with staff, such as: Is the 

clinic open at least five days per week? 

Are MCH/FP services housed in the same 

building' What methods are available? 

At·e there signs that indicate the location 

of the family planning clinic' Can single 

women or adolescents receive services? 

Can men pick up condoms without going 

into the MCH, family planning, or outpa­

tient departments? Can pill clients rou­

tinelv obtain more than six packs of pills? 
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Are pregnancY tests a1 ailable J Once 
the c\aluation is con1pleted, the cht.~ck­
lists are scored, using a simple scoring 
s~·stcm. 

A\'SC is no\\- considering \\ays to \\·eight 
the re~ponses to each iten1 so that items of 
prioritY (such as indicators of good infL'Ction 
prc\rntion procedures or technical compe­
tenC\) are distinguished from other impor­
tant, but less critical iten1s (such as signs for 
clients indicating ,,-here to go for serdce~). 
Supenisors are encouraged to discuss the 
scores with staff and to reassure staff that 
the scores are meant to help the site mea­
sure its O\\TI progress, not to con1parc the 
site's score \dth the scores of other sites. 

Because these tools are a standardized 
instnJnlent, superdsors are able to aggre­
gate results from seYcral sites to dcten11int' 
which problems appear to be S\Stem-w ide 
(thus needing institutional attention). and 
which problems appear to be location spe­
cific. The results can be useful to headquar­
ters staff in deter111ining \\·here to focus 
institutional energies in impro\ing qual it~ 
of sci\ ices. They can also be used to pro-
\ ide information to technical assistance 
agencies and donors on progress n1ade in 
impro\ing quality. 

Challenges in Evaluating Quality­
Improvement Approaches 

Ho\\. one e\·aluatcs the contribution of 
"qualitY" to the success of a reproducti1e 
health program remains an area of debate 
and discussion. Adding to the complexitY is 
the desire to eYaluatc the cost-effectin.'ncss 
of qualitY impr01ement approaches at the 
san1e time that programs are being asked to 
do more-to reorient famil~- planning pro­
grams to incorporate screening 3nd treat­
ment for reproductiYe tract infections, to 
increase integration of ser.·ices, to focus 
on posrabortion care. to sern: men and 
adolescents-while funding for reproduc-

1 tiYe health sen·iccs seems en:r more ten­
uous. Within this context. the seeminglY 
greater cost of this more in tensile ap­
proach is wonisome to many, yet our belief 
(shared bY mam others) is that the addi­
tional costs can be offset bY reducing the 
costs of poor qualitY. 

Another challenge is that we are hvpothe­
sizing that if pr01iders' rights and needs are 
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satisfied. if pru\·ider.-.. arc trained and tJri­
entcd toward hig:h-qu.::ditY .-..cJYiL'"-' pnJ\·i...,i( )n 
and if functional "lif>l.-'1\i~or: :-.\-...,tcm ... ar~..· in 
plact• that a.-.. .... i:-.t in loL·t.d prohk·m- ... oh in g. 
then client< knov .. -JeJg~..' and • .. .ari .... ta'-·tinn \\·ill 
he enhanced and their rL'pnxluL'li\L' fk\.ilth 
rights and llet'd~ \\·illl)(' 111t't. The challcng.L' 
of c\-aluation i:-. ultimateh tu demon .... rrate 
the \-alidit\' of thi..., lnpothc:-.i.-... 

E\·aluation .... tratcgit'-" I11Lht he tlt•'\ihle. It 
is important to pa~ attention to k:-.~on ... 
lea111ed and adaptation.-.. I1L'eded \\hen l1L'\\ 
approache~ arL' under de\·elopmL•nt. Identi­
fying: obiccti\·e" ;:md indicator ... up front 
rna\' he difficult k .. ·cau:-.L' oufL'(Ifl1t'"' ma\ not 
ha\·e beL'n anticipatL'd. 

E\·aluation stratt·gic..., \\·illlikL·h utiliiL' 
qualitati\.L' a" v..-cil a:-. quantitati\-L' meth­
cxls to dcx.:ument the pnx:L''-" ol the d~,.·\dop­
mcnt and introduction of ne\\ ... tratt'§!iL'"'· 
as \\·ell as to document both prL'dicted 
and unantiL'ipatcd problem .... or oukonlL'"­
InterYening \·ariabk..., that ma\ ()'-'dir af­
ter a prokct has .-..tartt•d (such ~l', d1ang.c" 
in kes charged or the introdth.:tion ot a 
social markt'ting acti\-it\·, a .... \\~b c_\.peri­
L'nccd in one prokd l rna\ makt.• it diffi­
cult to St.'paratL' out the impact nt qual it\­
impro\·cmt.'nt appn>aches. 

CONCLUSIO:\'S 

Introducing faciliL:tti\.L' superYi:-.ion rt.•­
quires change. and change can hL· diffi­
cult to n1anag:~..·. 

\lan\" institution~ and organi;ation..., 
around the world-particubrl~- in tht.• field 
of health Gll"t' wht.·rc medical hkrard1ie .... 
dictatL' a cun\·cntional .-..uperYi .... or~ ap­
proZtch-ma~- find thi..., d1ange daunting. 
Some mav helie\·c that \\hat has ht.·comt' 
the- con\·entional approach to superYi­
sion-in...,pection or p-olicing L'mplovet.''-­
ha..., been ar01md a long time and doe ... not 
nt.•cd alteration. Other~ \\hn h3h' workt:'d 
long and hard to reach .-..upetYborY 'tatLb 
rna~- aspire to hecome "in .... pector---...." in the 
same mold a.-.. tht.~ir predeL·e...,...,or:-.. Still oth­
er.-.. rna\- bdie\-L' that changing. !o the kind 
of supt.'IYisor:v approad1 ... ugge:-.k'd here 
\\-ill take mqrt' time. re.-..ourL·c .... thought. 
and attL'ntion than is po:-. .... ih!t'. gi\·en tilt' 
le\·el of resources m·ailahlc. 

\\·eat A\'SC hope that thi, rarer ,ug­
ge...,ts that there is much to h(' gaint.·d. both 

"llw /H'OtflJ"dRI naN 
u•~:t far ana,t. but 
IHJtt ne h<ne It In 
our haiHIN. " 
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"E'acllitathe 
supenision and 

COPE lel slaff 
take more 

responslbilil,r. 
This makes our 

workload lighter 
as all staff help 

ttith what ttas 
formerly seen as 

only' the job of 
the supenlsor. •• 

-Regional Supervisor, 
Kenya 

individuallv and institutionally, from a 

transition to more facilitative styles of 

supet;~sion. We believe that efforts ex­

pended in this labor-intensive approach 

will reap significant rewards in terms of 

improved services, especially when con­

trasted with the cost and consequences of 

poor quality. 
We hope that the following expected 

outcomes will help managers determine 

that changing to a more facilitative 

approach is worthwhile: 

• Service delivery sites that provide 

access to quality services that clients 

want or need 

• Service providers and institutions that 

continuously seek ways to improve the 

quality of their services 

• Service providers and institutions that 

are responsive to client needs 

• Service providers and supervisors \vho 

are continuously improving their own 

performance, \vho have opportunities for 

increased job satisfaction, and who see 

their work as part of a larger picture 

• Supervisors who provide encouragement 

and support to providers in continuouslv 

imprm~ng the quality of services 

• Supervisors who are able to help sites 

translate institutional goals into ser­

vices that clients want and need 

• Supervisors who are able to provide 

management with information about the 

qualitv of services being provided, to 

identifv constraints to improving that 

qualitv, and to assist in future planning 

• A reduction in the costs of poor quali t\ 

Some institutions may have already made 

progress toward incorporating some facili­

tative super.~sion ideas into the system in 

which thev work. If changes throughout 

the s-ystem are required, these can be un­

dertaken gradually. Effecting change in 

systems requires time, but the process is 

already well underway in a number of 

countries in which AVSC works (notablv in 

Bangladesh, Kenya, Tanzania, Zimbabwe, 

and Uganda). 
Over the past 50 years, great strides 

have been made toward increasing 

clients' access to reproductive health ser­

vices. These last few years of the twenti· 
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eth century present an opportunity to 

consolidate the gains made in access by 

imrroving the quality of those services. 

Site staff and service providers are 

the experts on how ser.·ices are currently 

provided: building on this expertise with 

pmblem-solving tools that staff can use 

is the keystone to improving the qual-

ttv of those services. Facilitative supervi­

sion is one approach which may con­

tribute to improved and sustainable 

quality services. 

Beverlv Ben Salem is assistant regional di­

rector for AVSC International programs in 

east and southern Africa. Knre11 J. Beattie is 

associate director o{AVSCs Evaluatio11 and 

Research Department. 
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a service-delive:r:.r site as a system and 

treats staff as members of the team that 
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on working with external or "zonal" su­
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\\'ould apph-. 
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