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INTRODUCTION

AVSC has long been commiited to finding in-

L rovarive ways 1o help improve the qualiny of

the clinical services clients receive. T Nirongh
the developiment of approaches like COPE.
inreach, and whole-site training, we are
working to help all levels of service providers
at clinics and hospirals become more respon-

- Sive 1o the needs of clients as well as staff.

These rools focuts on giving clients and pro-
viders an important role in discovering and
implementing wavs 1o inyrove service qualir.

Stnce traditional supenison svstems ray
not be conducive 1o “empowering” staff and
clients 1o panticipate i problem soh-ing, AVSC
Is now proposing a new approach, facilita-
tive supervision, whicl complerments our
qualuv-improvement tools by giving cliens
and site staff the support thev need 10 become
part of the quality-improvement process.

Our work on supervision has focused on
external supervisors—ihat is. persons who
are responsible for geographic areas and who
serve as mntennediaries berween a senice-

- delivery point and an institution such as a

Ministry of Health or NGO country head-
quarters. Hovwever, the principles of taciliia-
1ive supervision can also apply 10 supervision
within a given facilitv.

The first part of this paper defines tacilita-
tive supervision and explains ow it differs
from conventional supervision. The second
part presenis examples of the steps an insti-
tution can take to move tront a traditional
SUpPeNVISoN svstem 1o a factlitative svsten:,

Thereafier. examples of facilirative SHPENE-
ston i action ave given, followed by o dis-
cussion of wavs to evaluate the suceess of
this approach.

Tius paper ts intended 1o be a coMmpaion
piece to AVSC Working Paper No. 7. "Oreal-
i Mavagement for Familv Planninre Ser-
vices: Practical Experience from Aprica.™

DEFINITION AND BACKGROUND

AVSC delines facilitative supermvision as an
approach to supenvision that emphasizes
menioring, joint problem solving. and two-
way communication between the super-
visor and those being supervised. This
detinition recognizes that supervisors play
an essential role as intermediaries who can
faciitate the implementation of institution-
al goals and who can facilizare local-level
problem solving and qualitv improvement.
The use of the term facilitative superision
does not imply criticism of conventional
superviston svstems. Rather: the aim is 1o
focus attention on a key concept of supenvi-
sion—ijoint problem solving—and to re-
mind us that traditional “inspection” alone
13 not conducive to helping sites achieve
continuous quality improvement. idealls.,
management tacilitates quality improve-
ment by involving service providers in
identitving and resolving problems. This
mayv imvolve reorientation of svstems as
well as individuals.

When supenvisorny svstems change 1o be-
come more facilitative, it does not mean
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~The bad leader
is he whom the
people despise.
The good leader
is he whom the
people praise.
The greal lcader
is re of whom
the people say:
‘We did il
oursehves.” ™

— Lao-Tzu

that management no longer has a directive
role. Management remains responsible for
determining the goals of the organization,
planning the implementation of work, and
making available the tacilities, equipment,
training, and other resources needed to
achieve those goals.

Supervision and Continuous Quality
Improvement

To help promote continuous guality improve-
ment at all levels of clinic services, AVSC is
developing tools and approaches that in-
clude COPE.? inreach,® whole-site training,*
cost-analysis methodology for clinic-based
family planming methods,® and AVSC's ap-
proach to medical monitoving and supernvi-
sion, (See Figure 1.) The use of these tools
and approaches has repeatedly pointed 1o
(he need to focus special efforts on strength-
ening weak supervisory systems—the vital,
“missing” link in quality management.

In the field of reproductive health, it is
appropriate to focus on clients and how
their needs are being met by clinic siaff.
However, while striving to achieve the aim
of satisfving clients, it should be acknowl-
edged that service providers also have needs.
One basic need is Jor an appropriate and
{unctional supervisory system.

Many obstacles to providing consistently
high-quality services can be overcome by
local staff after they become aware of their
own ability to effect positive change. (This
“empowerment” is one reason for staffs’
~nthusiasm for COPE, which helps staff re-
solve many problems on their own.) How-
cver, some ilems surpass capacities for
action by local staff and instead are related
to linkages (or the lack thereof) between
service sites and higher levels of authority.
In many instances, problems identified by
siaff reflect the need for supervisors to de-
vole more time and provide more guidance
to sites.

Conventional Supervision: Constraints and
Missed Opportunities

Supervisors are essential to achieving an
organization’s mission. Not only do they
perform the important task of interpreting
the goals of the organization for staff, but
thev also coordinate the resources—people,
time, materials, and money—necessary 1o
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

2

The purpose of AVSC Working Papers is to caplure
on paper AVSC's experience and o dissemninate the
results of AVSC-supported operations research. We
welcome vour comments and suggestions.
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Figure 1  AVSC Quality-Improvement Approaches and Tools

Issues I Approaches

Tools

Problem identification and solution l

* COPE (including sclf-assessment.
- client interviews, client-flow
' anahsis. and action plan
development)
* Facilitative supervision
i * Medical monitoring

* COPE: Cliovii-Onienszed. Provcider
Ettcient Senvices

* Supervisor's program evaluation
tools (drafr)

® AVSC Medice! Moviizrn:
Handbook

Access to services; linkages between o Inreach tincluding orientations,
services ~ updates. and establishing referal
sVstems)

* COPE

* Orientation handbeok idratt

* COPE: Cliovi-Ovienzed. Pronifor
Ericiens Semvices

¢ [EC materials

Technical competence: quality * Whole-site training {including

* Orientation handbook cdratn

* Medical monitoring
Provider interviews
Whole-site training

-

1

assurance orientations, updates, and <kills * Guidelines tfemale sterilization
training) vasectomy, postpartum 1UD,
* Medical monitoring informed consent. ere
* Cumicula tor chnical skills
, training {minilaparotems .
' no-~calpel vasectom e
: o Fanmiih Playmiag Coorsefing: 4
Curriculion Protonpe
* On-the-job training centitication
guides (draft
Involvement of all levels of staff: * Facilitative supervision ¢ COPE: Clien-Onieniied. Proncider-
ownership; meeting provider .« COPE Erticient Services
needs ~ « Sile assessment and evaluation * Supervisor's program evaluation

tools (draft)

* Orientation handbook - draft

¢ Guidelines

* Curricula for clinical ~kills
training

¢ AVSC Medical Moszizor:
Handbook

* Cost-Analysis Merhodolog or
Chinic-Based Fanih Plisinisg
Methods

* MIS review (from Management
Sciences for Health's Favi
Plavning Manacoer
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“When you visil
and work wilh a
site on a regular

basis, the staff

come Lo know yoil.

4

They see thal
yvou're nol jusl
there to check up
on them and Lhen
forget aboul
them.”

— Regional Supervisor.
Uganda

secking opportunities that look to the tu-
ture. In other words, the emphasis is on
scrutinizing individual performances and
assessing end results instead of collaborat-
ing with staff 1o improve work processes
and to ensure that quality services are pyro-
vided to clients.

This model, focusing on individuals
rather than processes, does not take into
account other factors that atfect an individ-
ual’s ability to carrv out her or his job. In
addition, by focusing on the “subordinate
and not the goal . . . the supervisor [is] not
taking initiative Lo contribute to the aims of
the organization.”®

Supervisory systems miss opportuni-
ties for improvement when they focus
only on the things that go wrong. In addi-
tion, supervisors are often frustrated in
their work because they cannot meel the
need for support evidenced by those they
supervise. Budgetary constraints, geographic
constraints, and lack of supervisory train-
ing can result in missed opportunities for
quality improvement.

Budgetary constraints

As with other aspects of medical services,
supervision is often deficient due to bud-
getary constraints. Transportation and
cubsistence budgets for those required to
cover a geographic area are often insuffi-
c¢ient or unavailable, making it impossible
for them to actually carry out supervisory
duties. In order to conduct necessary vis-
its, supervisors in some AVSC-supported
programs in Alfrica reportedly have trav-
eled in taxis hired by the day—a practical
solution that’s not tenable for the long
term. Visits conducted in circumstances
such as these may be perfunctory and of
short duration, thus jeopardizing the
quality of the supervision provided.

Geographical constraints

Supervisors asked to cover many sites with-
in a large geographic area may only be able
to provide superficial supervision. In reality,
much of the supervisor’s time is spent on
the road, getting from place 1o place. When,
as often occurs, it takes a day to travel to

a site and a morning to complete protocol
visits with district or site officials, a
supervisor may only have a couple of hours

FACILITATIVE SUPERVISION

|0 spend actually observing services and
talking to stall at the site before she or he
must depart. On such a visit, the supervisor
may not have an opportunity to talk with
dillerent levels of staff or to spend time
lnoking into particular problems.

What a supervisor actually observes dur-
ing a tour may not be relevant, simply
because of the time of day when the “inspec-
tion” takes place. For example, if one of the
supervisor’s tasks is to monitor the quality
of clinical services, clients may be inconve-
nienced and services may be disrupted or
rescheduled in order for the supervisor to
ohserve interaction with clients, clinical
rechnigue, infection prevention procedures,
and postsurgery monitoring. The resulting
“snapshot” of services is distorted by the
limited amount of time, the wide range ol
issues to cover, the perceptions of the few
people with whom the supervisor interacts,
and the very nature of an “inspection” visit.
{Sec Figure 2.)

After such a visit, the supervisor may
jeave behind instructions for things to be
changed, followed up, or improved, but
since neither the supervisor nor the site
stafl knows when the next visit might ocecur,
little accountability or responsibility exists
{or ensuring thal these instructions are fol-
lowed. With brief supervisory visits spaced
far apart, there is little capacity in most sys-
tems for resolving problems, and opportu-
nitics for contlinuous quality improvement
are few.

Tn contrast, with the facilitative ap-
proach, supervisors ideally spend more
time actually working at each site-—perhaps
two days 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-
Jems. This may initially be more costly than
short visits; however, over time less of the
supervisor's time 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,

AVSC Working Paper Vo. 10 Augusl 1996
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Inspection: Process and
Results

Figure 2

SUPERVISION BY INSPECTION

The process

* Establish targets

* Wait to see whar happens
* Deal with what goes wrong

The results
* Stalf feel threatened
* Failures and problems reach clients

* Costs increase, other problems arise

often without adequate training or prepa-
ration, under the assumption that the
same qualities that enabled them 1o per-
form well in their previous jobs will applyv
to the new situation. In fact, theyv may

be supervising staff whose jobs bear no
relation to their own past expericnce,

. For example, some Supervisors are ex-
pected to conduct medical monitoring,
although they mav not have the technical
skills 1o do so and may receive no special
training in techniques and approaches
for medical monitoring.

In addition, few resources are devored
to training supervisors in the art of super-
vision. Thev receive little or no training to
develop the communication and decision-
making skills that would enable them to
support quality improvement at the site
level. When there is anv training, it is
often geared 1o the inspection model. in-
forming supervisors about what check-
lists and reports are required in order to
quantify results. Untortunately, data that
is collected to satisfv institutional require-
ments is rarelyv used by supervisors to
help staff at the site level to monitor and
evaluate their own activities.

Missed opportunities

Because of budgetar, geographic, and
Supervisory training constraints, many op-
portunities for improving the quality of ser-

- vices are lost. On the other hand, with
appropriate training and with more rational
use of time and resources, supenisors can
become catalvsts for establishing or improv-
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ing existing qualitv-assurance prucedures in
sites for which they are responsible.

In COPE exercises, staff trequently iden-
tify training needs as a problem 1o be ro-
solved at the site. Supervisors can play a

“I thought

role in planning for training, in gaining ac-  supenision
cess 1o the necessary resources tor training,  imohed onl
and. if thes have the requisite skills. in pro-  cheching on staff
viding some of the training themschen. and supplies,
‘ow I realize
. . ek I also need to
ér:geri\:;:g t:)uaht_\' through Facilitative train. advise.,
and work with
Ideally. facilitative supervisors plav the im- the stafl.”

portant role of intermedian: their continu- —Z ~o3 3ences
ous feedback to higher levels of manage- 3
Ment on successes, constraints, and failures
in the provision of services helps manage-
ment plan future improvements, Ar the
same time, their support to the sites and
stafl they supervise helps achieve the insti-
tution’s goals. It is important 10 remember,
however, that facilitative supervision is onlv
part of a process leading 1o the achieve-
ment of improved quality of services—it is
not a stand-alone internvention.

Site staff and service providers are ex-
perts on how services are provided: placing
problem-solving tools in the hands of staff
enables them to improve and maintain the
quality of the services they provide: encour-
aging managers and supervisors 1o support
this and to develop facilitative stvles of man-
agement are essential steps in overall qual-
ity improvement.

In industry, managers are acutelv aware
of the costs of poor quality (for example,
spending time to appraise what svent wrong
initially, then devoting the resources neces.
sary (o repeat work that is faulty). In every
field of endeavor. poor quality results not
only in time wasted to redo work. but ulti-
mately in the [oss of valuable customers.
Those who provide family planning services
are becoming more aware of the cost of
poor quality in similar terms: when thev
are not treated with respect, when thev
receive poor-quality services, or when they
do not receive the sermvice thev want. clients
“vote with their feet” and do not returmn 1o
a facility

Providing high-quality services means
meeting the needs of clients with a mini-
mum of effort, waste, and rework.” Prob-
lems can be anticipated and prevented by

FACILITATIVE SUPERVISION 5
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ensuring that staff members understand
what quality is and feel responsible for pro-
viding quality services. In industrial settings,
this is known as “moving quality assess-

supervisors can facilitate the process by in-
{erpreting institutional goals towards im-
proving quality for site staff. At the same
1ime, they can facilitate the process of qual-

“f wish I had | mcng upstream.” itv improvement at the site level by helping

known aboul In the past two decades, theories have site staff prioritize activities and gain access

COPE earlier. | heen advanced to challenge the tradi- tor resources and by providing appropriate
since I learned | tional concept that assuring and improyv- technical assistance and support.

to use COFE.

ing quality is the result of external review,
inspection of the end result, and a heavy
investment in supervisors whose major
function is to monitor staff.? In these the-
ories, the focus has shifted 1o anticipating
and preventing problems rather than cor-

my work as
a supervisor is
much easier.”

— Nursing Supervisor,
Kenya

A critical role in problem solving

With COPE, AVSC embarked on a prograin
of technical assistance io introduce specific
qualily-improvement ideas at the institu-

recting them. Instead of linding fault and
Jeveling blame at individuals, the em pha-
sis now is on determining whether or not
existing work processes arc planned, de-
signed, and implemented in such a way
as to achieve the desired end result-—a
high-quality service that meets clients’
needs. In this spirit, the facilitative ap-
proach suggests that improving quality
should be a facet of every action or pro-
cess that ultimately leads to delivery of a
service. (Sec Figure 3.)

A facilitative supervisor constantly asks
himself or herself the following questions:
Are the services provided meeting the needs
of clients? Are staff continuously assessing
the quality of their work and the processes
by which thev do their work?

Facilitative supervision seeks to foster
this kind of guality-improvement philoso-
phy within 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

e Heavy investment in monitoring

Facilitative approach
« Involves all staff at all stages

e Gives stalff tools for on-going
assessment

e Is an ongoing, continuous process

FACILITATIVE SUPERVISION

tional and clinic level. In the numerous
countries where COPE has been intro-
duced, we have found that clinic stafl usu-
ally identify problems that fall into two
hroad categories:

« Those that are within the power of site
management and staff Lo solve

¢ Those with solutions that require the in-
tervention of a higher level of manage-
ment—the regional or headquarters level

in both cases, supervisors 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. Supervisors may
also play important roles in helping to prior-
itize the actions that staff have identified so
that itemns 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
informational 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
(o conduct training or 1o identify someone
else capable of conducting that training.
Additionally, the supervisor may be able to
identify the resources needed for training 10
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

AVSC Working Paper NVo. 10 Augusl 1996



supervisors role is critical for staff to be able
to accomplish their goals. In these instances,
the supenvisor facilitates either stafl’s accesy
to resources or the articulation of a problem
to higher-level management. For problems
that cannot be addressed at the site level, the
supervisor is the conduit to higher levels of
management. By bringing such opportuni-
ties for improvement to the attention of
higher authorities, the supervisor can be a
catalvst for institution-wide improvements.

Key Concepts of Facilitative Supervision
The four kev concepts that contribute to
' AVSC's definition of facilitative supervision
are described below,

1. The supervisor is a catalyst for qualiry
improvement.

More power should be placed in the hands
of supervisors to make changes and improve
services. Supervisors become the catalvsts
for change bv creating an environment of
teamwork in which change and improve-
ments in the quality of services can Hourish.

2. Joint problem solving, with fid! staff par-
ticipation and using simple, practical tools,
will foster the quality-improvement process.

Supervisors must know standard problem-
solving steps: defining a problem, analyzing
possible causes, identifving possible solu-
tions, developing an action plan to imple-
ment solutions, and evaluating the results.
| Related to this philosophy is the notion that
the site should be the focus of quality-
improvement efforts. For example, if train-
ing is required, rather than sending some
individuals to a central training location,
training should, whenever possible, 1ake
place at the site and include as many indi-

and site staff should join forces to identifyv
+ the resources needed to improve the quality
of services provided.

3. Facilitative styles of communication and
support are essential,

A facilitative style of supenrvision empha-
sizes mentoring and coaching of individ-
| uals and groups. Good communication

. skills that facilitate dialogue with site
staff are essential.

AVSC Working Paper No. 10 \ugust 199¢

viduals as possible. Similarly, the supervisor

Supenisors must know how 10 facilinate
discussions during group meetings, must ac-
quire skills of giving and receiving feedback
Inan appropriate manner, and must learn
how to listen ctfectively in order 1o improve
communication. An undenstanding o adult
learning processes is also Kev 1o communi-
cating with site stafl. ™" Superisor mus
learn when and how 16 use different stvles of

“The facititative
approach helps
stafl adapt to

the staff are all

decision-making (that is. command. consl- participating in
tation, consensts, or delegation . the change.
4. Supervisors must have solid technical "7, 3

knovvledge for the duties thev are to perform
and nust know how and where to gam ac-
cess to additional support.

Supenvisors must know the broad array o
services that are available at a site. as well
as what the national standards and guide-
lines call for in terms of the qualitv of those
services. While they may not be technicalls
proficient enough to evaluate all aspects o
service deliveny, supervisors must knos
how and where 10 gain access 10 additional
support when needed.

Additional Factors

In addition 1o these four kev CONCepls.
a number of factors contribute 1o good
supervisory skills, including:

* The ability 1o delegate and complete
work through others

* The desire 10 achieve at high levels

* High expectations of achievermnent from
others

* Contidence in one’s own abilitv and the
ability of staff

* The ability 10 instill a sense of valye
about the oreanization goals in others

Identitving techniques for assessing the ex-
tent to which a specific supervisor meets
the above criteria for excellence is a topic
requiring attention in the future. as AVSC
strives to provide technical assistance in the
area of supervision.

The Supenvisor’s Role

As part of the ongoing process of develop-
INg SUPerisorny svstems, AVSC routinelv
holds brainstorming sessions with both ex.

FACILITATIVE SUPERVISION
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“The COPE
approach

dempystifies

quality.”

—- Provincial Nursing
Officer.
Zimbabwe

ternal and internal supervisors. 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, visiting
sites, motivating staff, problem solving, pro-
viding services, managing complications,
collaborating with other organizations, eval-
uating services, and managing data nceded
for reporting.

Based on experience in clinical settings
and on feedback {rom service providers,
AVSC has performed a task analysis to illus-
trate the “facilitative” approach to supervi-
sion and to clarify how various aspects of
supervisors duties fit into the framework.
(See Figure 4.) In this model, the basic role
of the supervisor is to address the necds of
family planning providers to enable them (o
manage the quality-improverment process.
Providers are at the center of the three prin-
cipal functions of supervisors in the AVSC
model. To be successful, supervisors must
work effectively with 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 3.)

Function: Address providers’ needs for good
management and supervision

Activitv: Help site staff understand and imple-
ment the quafil};—management Process

Staff may need orientation to better un-
derstand the quality of their own services
and may 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, the
supervisor introduces the COPE assess-
ment tool (or arranges for a facilitator to
do so) and supports site staff in resolving
problems identified and evaluating qual-
ity at the site. Sites in which COPE has
been previously introduced may benefit
from conducting a COPE update. By ar-
ranging for the training of COPE facilitiu-
tors on-site, the quality-improvement
process can continue, with COPE updates
carried out from time 10 time.

FACILITATIVE SUPERVISION

Specific tasks include:

e Orient site management and staff to the
principles of quality and the quality- |
improvement process

« Prepare [or and conduct the COPE intro-
duction meeting

o Train COPE facilitators and assist in
follow-up of the COPE action plan

Activiry: Help site staff plan objectives and

evaliation

The supervisor may need to orient staff and

management at sites to overall program

goals of the country and agency and help to

develop site-specific objectives and work

plans. Sites may need help with record-

keeping and guidance to understand how

10 evaluate their progress by analyzing sta-

tistical report data. The supervisor acts as

tiaison between headquarters and sites to

promotie COmImon awareness of needs and

resource utilization.
Specific tasks include:

e Orient site staff to national and agency
objectives and workplans

« Train staff o define, develop, and use ob-
jectives and workplans

e Train staff to use service statistics (in-
cluding how to prepare graphs that are
easv Lo read and interpret)

o Define, prepare, conduct, and report on
supervision activities

Function: Address providers’ needs for good
supplies and site infrastructure

Activity: 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 service
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

« Ensure constant and reliable contracep-
tive supplies at all Jevels

AVSC Working Paper No. 10 August 1996



Activitv: Help site staff improve the phvsical

baspects of their sites

A supenvisor may bring sood ideas about

- how to improve the physical lavout of ser-
. vices based on observation or experience

elsewhere. For example, some of the botile-
necks identified during the client-flow
analysis section of a COPE exercise mav be

alleviated bv making minor changes in how
- statf use their time or how clients move

. through the clinic. Sometimes it is neces-

sary to identifv and prepare areas that
allow for privacy during family planning
counseling and to designate areas in the
wards where information about contracep-
tion can be given.

* Clarify concepts contained in these
documents

* Provide these documents 1o site staff and
orient staff to their use

“Working with

* Update site staff on changes in ~standards the staff on site

and policies

Sarve me 9 good
Actrviev: Help site staff address clivical and forum to identify
nonclinical traiviing needs Kaps in training
. A . amd supenision.
Staff may need guidance 1o determine ”n;‘ﬁ?:
needs {or training and mav need su OT1 )
g M Dew pp framework

from supervisors to understand the bene-
fits to be gained from localized training.
Supervisors help site staff plan and im-
plement whole-site training fan inte-

for continual

Seems more
cost effecthe.”

supenision. which

grated approach 10 training that views a
service-delivery site as a svatem and
treats statf as members of the team that

N A &
= Ceae-A I ta

Suoensor

Specific tasks include:
* Organize internal emvironment to ensure

LY S
L=l W)

privacy. comtort, and confidentialitv
* Identifv ways 1o improve the physical as-
pects of the site

- Function: Address providers’ needs for

information, training, and development

Activiev: Help site siaff know and o oply sertvice
standards, novos, and policy

Staff need to be made aware of national
and agency clinical standards and policies.
Service providers feel vulnerable when thev
lack clear directives and guidelines from in-
country officials or when directives are out-

- dated or contradictory. Service provision is

- adversely affected, and may even be with-
~held, if official authorization or clarifica-

tion is not received.

For example, policies on spousal con-
sent are the subject of confusion in many
countries. Some individual providers in-
sist upon having the signed consent of a

* husband before providing a permanent

family planning method for a woman,
even though the policies of the country
do not require it. Access to services mayv

| be denied as a resuilt.

Supervisors can provide links with other
implementing agencies in their assigned

' geographical areas. By so doing, senvice
- providers can share information and mu-

tual reassurance regarding program imple-
mentation, especiallv in the absence of offi-
cial endorsement.
Specific tasks include:
* Identify national and agency service stan-
dards, norms, and policv documents
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makes the svstem work). This training
usually consists of orientations and up-
dates and makes the most of local re-
sources. It external expertise is needed.
the supervisor's role is 1o help staff gain
access to that expertise.

For skill training, supervisors mav also
help to organize on-the-job training.
Training mav sometimes be conducted at
a centralized training facility, but this
should be restricted to cases in which. for
example, the skill to be acquired is com-
pletely new 1o the institution or to the
site. The task of supervisors in assessing
the competency of trainces and monitor-
ing their use of newlv-acquired skills is
extremely important. Supervisors must
cither be able 1o certify clinical tainees
as competent. or have access to medical
staff who can do so. Supervisors also
serve as catalvsts for ensuring that the
medical qualitv of services is monitored
on a routine basis and provide support or
access 1o resources for medical moni-
toring, as needed.

Specific tasks include:

* Define training needs and formulate
training objectives and plans

Identify the needs to be addressed by

centralized training. regional training,

and on-the-job training

* Plan centralized training and on-the-
job training activities

* Prioritize on-the-job and centralized

training activities

FACILITATIVE SUPER\ISION



ACTIVITY
Help site imple-
ment the quality
management

process

# Introduce COPE

m Help ensure follow-
up and evaluation

FUNCTION

Address providers' necds
for good management
and supervision

Fi

Facilitative Supervisio

Address provide
to manage the g
process and mec

F’.
Address

for 200t
site infr.

( ACTIVITY ACTIVITY
Help plan Help ensure
objectives availability of

and evaluation

equipment and
supplies

m Help staff use a Trainto
objectives and use/manage
workplans equipment and

supplies

a Develop : uPP
geographical m Help apply
objectives and contraceptive lo
supervision gistic manage-
workplan ment system
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he Supervisor’s Role

0 enable them
Tovement
needs

N

" needs
and

FUNCTION
Address providens' needs
tor information, training,
and development

% ACTIVITY

. Help learn and

- apply service

¢ standards, norms,
" and policy

ACTIVITY
felp mmprove the
thysical aspects

+f the site

ACTIVITY
Help addrea
training needs

i Help apply 8 Inform site about ® Help assess site's
standards clinical standards training needs
for services and policies
infrastructure . ® Help plan and

8 Trin to apply implement

¢ Help ensure standards and training activities
site’s physical policy .
and functionat ) ® Help implement
integration = Help monitor on-the-job

implementation training

of clinical

standards ® Manage humnan
and quality fesources

S assurance
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Figure 5 Rights of the Client, Needs of
the Provider

QUALITY SERVICES

Clients Have the Right To:

¢ Information

e Access

* Choice

s Salety

e Privacy and confidentiality

+ Dignity, opinion, and comnfort

¢ Continuity

Providers Have a Need For:
e Good supplies and site infrastructure
s Good management and supervision

« Tnformation, training, and development

SoLkeE: This figure is adapted from the wall chart "The
Rights of the Client,” produced by the Internaticnal
Planned Parenthood Federation, and [rom Huezo C.
and Diaz, S., 1993, Quality of care in [amily planming:
Clients' rights and providers’ needs, Advarnces i Contra-
ception 9:129-139.

MAKING THE TRANSITION TO
FACILITATIVE SUPERVISION IN
FAMILY PLANNING PROGRAMS

The process used to introduce facilitative
supervision into a service-delivery system
depends on the level of development of the
family planning program, as well as the ex-
tent to which quality-improvement pro-
cesses have already 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 deserves
nvestment of time and material resources.
Creating an environment in which supervi-
sion can flourish is a prerequisite 10 mak-
ing the transition 1o 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 of
the benefits that accrue to an organization
that continuously seeks to improve qualitv.
1n addition to considering the costs of poor
quality (notably that clients {lee from poot-
guality services), policy makers and man-
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agers should understand the high cost of
yaor supervision. Resources are often used
o support a nonfunctional system, just
hecause “it has always been done that way.”

Policy makers and managers should also
consider the increased cost-effectiveness
likely to occur when:

» Local siaff try Lo resolve problems with
existing resources

All staff at a site are aware of the ser-
vices that are available to clients and
can effectively increase clients” aware-
ness of those services

o Costly centralized training for a few indi-
viduals is replaced by relevant training
(including orientations, updates, and
<kills training that will support and sus-
(ain services) for all site staff

» Medical quality is continuously moni-
tored by site staff themselves {with sup-
port from the institution ona periodic
basis)

An effective supervisory sysiem can help
bring about the henefits listed above, as
well as help interpret institutional goals,
standards, and guidelines for site staff.
Policy makers and managers need to be
convineed of the value of facilitative supet-
vision. Once the need for effective supervi-
<ion is acknowledged and its benefits antic-
ipated, adequate support must be provided
10 enable this former “missing link” to
become the foundation for achieving pro-
grammaltic and strategic objectives.

Introducing Facilitative Supervision in
Three Stages

The following is a description of the three-
stage process AVSC has used 1o introduce
facilitative supervision in Africa. This ap-
proach should be adapted or moditied 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.'? 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

AVSC Working Paper No. 10 August 1996



with support from AVSC staff, As soon as
| possible, the process is taken over by the
binstitution itself,
|

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

Stage I

* Assessing institutional and service site
interest in quality improvement

-

i
{ Introducing the concept of quality man-

. agement and helping staff think about

I‘ quality in relation to their johs

| ® Discussing the roles and needs of facilita.
| tive supervisors

Developing communication skills

Understanding links between supenision
and training {including an introduction
to adult learning theorv)

* Introducing COPE and inreach

i In the initial orientation workshop, empha-
sis Is placed on changing the supenisors
attitude from “policing” sites 1o facilitating
the qualitv-improvement process. Although
not listed as a topic on the program, the

workshop process allows participants 1o
identify the strengths and constraints of
their current supervison: svatem.

Simple tools and approaches 1o assist in
local problem solving (such as COPE and
inreacht are introduced. Workshop partici-
pants consider the wse of site-level famils
planning committees for discussion of ac-
tivities and results and also discuss the
wavs adult learning theorn might be ap-
plied in supervision. Discussion foctises 0m
the supervisor’s role in the context of tocal
problem solving and qualitv improvement
and on the materials and support the su-
pervisor will need in order 1o carm out this
role. Participants discuss the linkage be-
tween supenvision and training and the
technical skills required by SUpervisors,

Requirements will varny from region to
regton and from supenrvisor to SUPeIVisorn
depending on the supenisors backeround
and on the current needs of the institution.
These might include technical <kills in in-
tection prevention, technical compretence in
the provision of specific tamilv planning
methods or procedures, or the skills needed
to provide a general family planning orien-

Figure 6 Three-Stage Introduction of Facilitative Supervision

STAGE 1
Focus: Orientation

* Becoming aware of the importance of h

* Introducing the concept of facilitating continuous quality improvement
aving communications skills

* Understanding linkage between supervision and iraining

-

* Discussing the ioles and needs of supervisors
* Introducing the AVSC quality-improvement tools (such as COPE and inreach)

STAGE I
Focus: Assessing the Quality-Improvement Process
* Setting objectives using tools introduced in Stage [
* Developing and prioritizing training plans
* Understanding the mentoring process

STAGE 1

Focus: Developing Complex Supervisory Skills

* Designing long-term training plans for the site

* Using measurable indicators for evaluation

* Introducing kev concepts of training-of-trainers design
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“Supenision has
become easier
as we have
understood it
belter. The
lfacilitathe
supenision
approach also
mahkes us more
useful and
accepied by
our staft.”
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“As a suUpervisor,

I now feel happy
when I see

staff at all levels
so interested

in gaining new
knowledge. I also
see them using
the knowledge
among themselves
and with clients.”
— Workshnop Participant,
Tanzanid

tation, to give a contraceptive technology
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 1o assist the su-
pervisor in performing these roles. (See
Figure 1.)

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 COPEL exercises con-
ducted by a trained facilitator—or better
still, facilitate COPE themselves with sup-
port from someone who has experience
in conducting COPE. Participating in
COPE gives supervisors an opportunity o
Jearn more about the process and to begin
thinking about how they might support
their site in implementing an action plan
for solving problems identitied 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 I
Workshop topics in Stage 11 include:

e Managing the quality-improvement
process

o Setting objectives using the tools previ-
ously introduced

« Organizing whole-site training (skills
training, orientation, and updates for all
staff at the site)

e 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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ficd by COPE participants—how (o prior-
iize them, how to develop training plans,
and how to garner the necessary resources
(o achieve the desired result. Supervisors
have role-play sessions in which they can
(cst their knowledge of adult learning the-
ory in the process of mentoring. Through
4 mixture of support, coaching, mentor-
ing, and training, site supervisors arc 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-
port from their institutions. They may con-
duct follow-up COPE exercises, sharpen
their training and mentoring skills, or de-
velop coordinated training plans.

Stage I

The workshop in Stage III introduces more
complex supervisory skills, building on the
lessons learned in the two previous stages,
including:

+ Training of trainers

« Utilizing statistics and reports as a means

ol 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
use records and statistics to improve qual-
ity, and methods of designing and evaluat-
ing programs using measurable indicators.
To help participants increase their skill in
training design, the workshop trainers in-
roduce 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 supervisory 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
a5 indicators 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 service has dropped recently, su-
pervisors are encouraged to discuss this with
staff to determine the possible causes of the
drop and the corrective actions thev can
take. If the number of new clients has sud-
denlv increased, this again is cause for dis-
cussion, because the reasons for the increase
may be something that should be shared
more widelv in the institution.

AVSC is currently testing an evaluation
tool to help supervisors measure progress
in improving quality more objectivelv than
can be done using COPE action plans. '3
This 1ool, jointly designed by AVSC, the
Tanzanian Ministrv of Health, and UMATI
(Uzazi Na Malezi Bora Tanzania, the Fam-
ilv Planning Association of Tanzania), is
organized around the same principles as
COPE: clients’ rights and providers’ needs.
It is intended to complement the COPE
process and aid in local problem solving,

- while still allowing the supervisor to mea-
Sure progress over time, to aggregate infor-
mation for more than one site, and to be

. able to provide information to the instity-

- tion on the outcomes of their efforts to con-
tinuously improve the quality of services.

EXAMPLES OF FACILITATIVE
SUPERVISION IN ACTION

Tanzania

In Tanzania, the familv planning program
has expanded rapidly during the past five
vears. Although services are now available
in more than 3,000 service-delivery points
throughout the country, many of these are
small dispensaries and health centers that
- can onlv provide a limited number of fam-
ilv planning methods.

Until recently, permanent and long-
acting methods were available in onlv the
two largest urban areas. At present, in-
country institutions, with support from
AVSC International and other donors, are
expanding the number of sites that offer all
available modern contraceptive methods
(to a total of more than 100 by the vear
2000). Kev to this program expansion are
six zonal doctor-nurse teams whose role is
to facilitate the integration of permanent
- and long-acting methods into existing fam-
_ ilv planning service-delivery points.
 Working with supenisors from the Tan-

zanian Ministry of Health (MOH), the
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zonal teams ensure that service gquality is
strengthened. The MOH supervisors are
trained to assist sites in identifving whar
thev need to provide quality familv plan-

ning services (be it management support. "COPE. led to
training, or equipment) and in meeting changes in the
altitndes of staff.

those needs internallv or with external as-
sistance. Supervisors form teams with site
staff to try to eliminate problems before

He now have

thev occur, stafl began to
Serving as middle managers and train- participate in
ers, these teams help transform the MOH all acthvities as
goals of expanding the number of senice needed without
sites that provide permanent and long- saving. Thisis
acting methods into reality. Thev facili- not my job.

late communication between the sites and
their zonal or central headquarters and be-
tween public sector and private sector
service providers. Thev improve linkages
between the various sites in their area as
well as between each site and its respec-
tive headquarters. Thev work 10 introduce
and implement protocols for clinical meth-
ods and assist in resource management,
helping to leverage additional resources for
family planning services. Thev improve the
supervision of sites, and promote the con-
cept of whole-site training

~t

Bangladesh

In Bangladesh, the familv planning program
has been in place and an arrav of perma-
nent and long-acting methods have been
available for a much longer period of time
than in Tanzania.

The number, type, and scope of service-
delivery points are also much greater. In
collaboration with the Directorate of Fam-
ilv Planning and with support from the U.S.
Agency for Intermational Development,
AVSC is conducting a clientcentered, clinic-
based family planning services program in
six sub-districts (rhanas) in Bangladesh.
This program includes a focus on im-
proving local-level planning and superni-
sion svstems.

The supervisory svstem in Bangladesh is
well-established, and there are different Jev-
els of supenvision: from the central 1o the
district level, from the district to the thana
level, and from the thana level 1o local
health centers. AVSC works 10 improve
local planning in this system by establish-
ing or strengthening coordinating commit-

FACILITATIVE SUPERVISION
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“I now feel that 1
am participating
in implemenling
quality of care al
the Vational
Hospital. and am
nol a specitator.”
— Workshop Parficipant,
Kenya

tees and by introducing COPE. The facilita-
tive supervision process described in this
paper is being adapted to meet the needs of
the Bangladesh program. In addition, the
project emphasizes whole-sitc training and
improving the referral systems between the
different levels of services.

The Directorate of Family Planning also
manages Familv Planning Clinical Supervi-
sion Teams (FPCSTs). The role of these mo-
bile teamns is to work to assess the medical
quality of family 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 FPCSTy' ef-
fectiveness in medical supervision and on-
site guidance to service providers. AVSC
works with the FPCSTs to develop their su-
pervisory training and skills for medical site
visits, contraceptive technology updates,
and workshops; to develop a responsive
system for (racking medical complications;
to orient teams 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 o supervision should follow the
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 necessary.

Program Evaluation Tools

AVSC has developed a set of program evalu-
ation tools that can be used annually by
the supervisors and family planning tcams
at each site.”” The tools, which have been
developed and tested in Tanzania, are
meant to be 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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Sire stall are encouraged to evaluate their
ervices with the supervisor in a nonthreat-
cning, awareness-raising fashion. Although
<ame objectivity may be lost, the data col-
lected will be principally the property of the
site stafl, rather than of the headquarters.
A« such, the results stand a better chance of
leing used by the sites and their supervi-
sor's as impetus for discussion and as
measurements of progress.

Second, the tools are designed for site
stalf and supervisors Lo be able to look at
the progress of an individual site over time
and to evaluate the program as a whole
rather than o compare the progress of dif-
ferent sites.

Finally, the indicators of quality in the
(ools are closely linked to the COPE assess-
ment guides and are organized in a similar
way. As in COPE, the indicators correspond
toy the rights of the client and the needs of
providers. (See Figure 5.) The program
evaluation tool consists of ten checklists, as
[ollows:

Clients’ right to

» Information

* Access

¢ Choice

» Safety

¢ Privacy and confidentiality

« Dignity, opinion, and comfort
¢ Continuity

Providers' need for

* Good supplies and site infrastructure
e Good management and supervision
e Intormation, 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?
Are 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 available? Once
the evaluation is completed, the check-
lists are scored, using a simple scoring
system.

AVSC is now considering wavs 1o weight
the responses to each item so that items of
priority {such as indicators of good infection
prevention procedures or technical compe-
tency) are distinguished from other impor-
tant, but less critical items (such as signs for
clients indicating where to go for services).
Supenvisors are encouraged to discuss the
scores with staff and to reassure staff that
the scores are meant to help the site mea-
sure its 0Wn progress, not to compare the
site’s score with the scores of other sites.

Because these tools are a standardized
instrument, supervisors are able to aggre-
gate results from several sites 1o determine
which problems appear to be svstem-wide
(thus needing institutional attention}. and
which problems appear 10 be location spue-
cific. The results can be useful 1o headquar-
ters staff in determining where to focus
institutional energies in improving quality
- of services. They can also be used 1o pro-

- vide information to technical assistance
~agencies and donors on progress made in
improving qualit.

Challenges in Evaluating Quality-
Improvement Approaches

How one evaluates the contribution of
“quality” to the success of a reproductive
health program remains an area of debate
and discussion. Adding to the complexity is
the desire to evaluate the cost-effectiveness
of quality improvement approaches at the
same time that programs are being asked 1o
do more—to reorient familv planning pro-
- grams to incorporate screening and treat-
ment for reproductive tract infections, 1o
increase integration of services, to focus
on postabortion care, to serve men and
adolescents—while funding for reproduc-
tive health services seems ever more ten-
uous. Within this context, the seemingly
greater cost of this more intensive ap-
proach is worrisome to many, vet our belief
(shared bv many 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 providers’ rights and needs are
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satistied. if providers are trained and ori-
ented toward high-qualiny service provision.
and it functional superison SVSICMms are in
place that assist in local problem-solving.
then clients” knowledee and satisfaction will
be enhanced and their reproductive health
rights and needs will be met. The challenge
ot evaluation is uliimately to demonsirsre
the validity of this hvpothesis.

Evaluation strategies must be flexible. It -
Is important to pay attention to lessons
learned and adaptations needed when new
approaches are under development. Ident-
tving obiectives and indicators up front
may be difficult because ouicomes may not
have been anticipated.

Evaluation strategies will likely utilize
qualitative as well as gquantitative meth-
ods to document the process of the develop-
ment and introduciion of new strategies,
as well as 1o document both predicted
and unanticipated problems or outconses.
Intervening variables that mav oceur af-
ter a project has started (such as changes
in fees charged or the introduction of a
social marketing AULVIDY, as was experi-
enced in one project) may make it diffi-
cult to separate out the impact o quality-
improvement approaches,
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CONCLUSIONS

Introducing facilitative supervision re-
quires change. and change can be ditfi-
cult 1o manage.

Many institutions and organizations
around the world—particularly in the tield
of health care where medical hicrarchies
dictate a conventional supervisorv ap-
proach—may find thix change daunting.
Some may believe that what has become
the conventional approach to supervi-
sion—inspection or policing emplovees—
has been around a fong time and does not
need alteration. Others who have worked
long and hard o reach SUPeIVISOrY satus
may aspire 1o become “inspectors” in the
same mold as their predecessors. Still oth-
ers may believe that changing 1o the kind
of supervisory approach suggested here
will take more time, resources, thought.
and attention than is possible. given the
level of resources available.

We at AVSC hope that this paper sug-
gests that there is much to be gained. both
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“The program was
very far away, but
now we hune it in
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“Facilitative
supervision and
COPE let staff
take more
responsibilily.
This makes our
workload lighter
as all stafl help
with whal was
formerly scen as
only the job of
the supervisor.”
— Regiona! Supervisor.
Kenya

individually and institutionally, from a
transition to more facilitative styles of
supervision. 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

o Service providers and institutions that
continuously seek ways to improve the
quality of their services

e Service providers and institutions that
are responsive to client needs

¢ Service providers and supervisors who
are continuously improving their own

performance, who have opportunities for

increased job satisfaction, and who sec
their work as part of a larger picture

* Supervisors who provide encouragement
and support to providers in continuously
improving the quality of services

« Supervisors who are able to help sites
translate institutional goals into ser-
vices that clients want and need

e Supervisors who are able o provide
management with information about the
quality of services being provided, to
identify constraints to improving that
quality, and to assist in future planning

« A reduction in the costs of poor quality

Some jnstitutions may have already made
progress toward incorporating some facili-
tative supervision ideas into the system in
which they work. If changes throughout
the system 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 (notably in
Bangladesh, Kenya, Tanzania, Zimbabwe,
and Uganda).

Qver the past 50 vears, great strides
have been made toward increasing
clients’ access to reproductive health ser-
vices. These last few vears of the twenti-
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eth century present an opportunity 10
consolidate the gains made in access by
improving the quality of those services.

Gite staff and service providers are
the experts on how services are currently
provided: building on this expertise with
problem-solving tools that staff can use
is the kevstone to improving the qual-
ity of those services. Facilitative supervi-
sion is one approach which may con-
(ribute to improved and sustainable
guality services.

Beverly Ben Salem is assistant regional di-
rector for AVSC I nternational programs in
cast and southern Africa. Karen J. Beattie is
associate divector of AVSC’s Evaluation and
Research Departiment.
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