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FOREWORD

Strong national health systems form the heart of global health system and have been necessary in 
achievement of the Millennium Development Goals (MDGs)-2015, and are also critical in achieving 
the success of MDGs, i.e. the Sustainable Development Goals (SDGs)-2016-2030. It is mandatory to 
ensure that there is an effective system for management of human resources for proper functioning of 
a national health system and subsystems. Supportive supervision is central to this in that it helps to 
ensure that health service providers (HSPs) have the necessary resources and they receive feedback on 
their performance. As a tool, supportive supervision provides a link between service delivery in health 
facilities and management teams at all levels of services management through actions to ensure that HSP 
carry out their work effectively and supporting them to improve their competencies.

The previous National Supportive Supervision Guidelines (NSSG-2010) emphasized on a process of 
problem solving, two way communication, and teamwork and quality improvement. This indicated our 
attention to the importance of supportive supervision as a tool for advancing achievement of health sector 
objectives. This national commitment, coupled with the clear health management structures at all levels 
through the decentralized health system, has made implementation of supportive supervision possible.
 
In our country’s decentralized health system, management of health services at regional level is under 
the Regional Health Management Team (RHMT). The RHMTs are charged with ten (10) functions, 
among which include: “conducting supportive supervision to Council Health Management Teams 
(CHMTs); coordination of Health, Community Development, Gender, Elderly and Children services in 
the region; and ensuring provision of quality health services in all Councils”. The management of health 
services at the council level is under the Council Health Management Team (CHMT). The CHMTs are 
charged with fourteen (14) functions, among which include: implementation and evaluation of health 
services in the Council; supportive supervision of health services including outreach and mobile clinics 
services; ensuring that health facilities provide services according to national guidelines and standard 
operating procedures; ensuring that HSPs provide services according to professional standards and 
code of conduct; and that all health facilities in the Council implement their activities according to 
annual health facility plans. At health facility level, there is a Health Facility Management Team that is 
responsible for planning, monitoring and reporting of implementation of facility annual health plan as 
well as conducting supportive supervision on both technical and managerial aspects in the whole facility 
and in the community. Members of CHMTs use a number of tools to monitor implementation of health 
programmes and provision of health services. 
 
Despite the successes seen so far in the implementation of supportive supervision at all levels, there 
are still challenges and shortcomings, particularly related to effective integration and implementation. 
This has been the basis for review of the NSSG-2010 to address the challenges experienced as well as 
accommodating new developments in the health sector.

Supportive supervision emphasizes a paradigm shift from a culture of “inspection and blame” to one of 
“support, shared responsibility and problem solving”, which when properly institutionalized, supportive 
supervision engenders a mind-set where teams of HSPs identify their own challenges and achieve results 
with support from their supervisors. 

I am pleased to learn from supportive supervision reports and published studies that “CHMTs’ attitudes 
on supportive supervision clearly suggest a paradigm of teaching (the HRH paper on perception of 
supervisors), problem solving and quality improvement of health services”. Also, literature on supportive 
supervision has shown that its implementation has beneficial effects in several aspects of health services 
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delivery including improved medicines availability; improved indicators on immunization programme; 
improved practice and knowledge of HSPs; rapid expansion of family planning services; improved 
outputs of the health system through motivation and job satisfaction of primary health facility, HSPs; 
and ensuring that quality assurance processes are sustainable. 

The NSSG (2017) is organized into three parts. Part one contains six sections as follows: section-1 is 
on introduction highlighting on quality improvement approaches currently being implemented in the 
country and objectives of the guidelines; section-2 contains definitions of terms; section-3 describes how 
to set up a supportive supervision system; section-4 elaborates on how to supervise; section-5 details 
on supportive supervision report; and section-6 provide guides to generic checklists. Part two describes 
the establishment and operationalization of Mentoring System at all levels of service delivery. Part three 
contains the nitty-gritty of supportive supervision checklist. Areas covered are: infrastructure; Infection 
Prevention and Control; management; resources (human, financial and materials); Health Management 
Information System; Social Welfare; Casualty and Out-Patient Department; Wards; Theatre and; 
Reproductive, Maternal, Neonatal, and Child Health; Pharmaceutical Services; Medical Laboratory 
Services; Medical Radiology and Imaging Services; Support Services (laundry, kitchen, mortuary, 
treatment and final disposal of waste); Communicable Diseases; Non-Communicable Diseases; Super-
specialized services, Emergency and Critical Care services; Rehabilitation Medicine; Service Agreement 
Supervision; and Task Sharing. The NSSG-2017 provides a generic checklist and a narrative of how-to 
supervise. It is important for all Management Teams at all levels including Zonal and National Level 
Hospital Management Teams to adapt the generic checklist to suit their situation and use it consistently 
to strengthen the quality of supportive supervision both internal and external at all levels. It also contains 
list of appendices that are important for references during Supportive Supervision.

The Ministry will continue to explore and strengthen innovative ways of improving supportive supervision 
through use of electronic devices. I urge all stakeholders, members of Management Teams, and HSPs at 
all levels to use these National Guidelines consistently in order to improve and sustain implementation 
of Supportive Supervision.

 

Dr. Mpoki M. Ulisubisya 
PERMANENT SECRETARY
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USERS OF THESE NATIONAL GUIDELINES

These national guidelines are intended to be used by health facilities, health services management teams 
at all levels of the health service delivery, HSPs, social workers, and tutors in health and social welfare 
training institutions. 

THE NATIONAL GUIDELINES STRUCTURE

Part I contains information for assisting health facility, HSPs and supervisors in the implementation of 
supportive supervision activities.  Issues concerning clients rights and staff needs, levels of supervision, 
duration and frequency, setting up supportive supervision, how to supervise and report writing are 
discussed.  Management Teams are urged to comprehend the details of this section in order to acquire 
the necessary competencies before conducting any supportive supervision activity.

Part II describes the establishment and operationalization of Mentoring System at all levels of service 
delivery.

Part III consists of Generic Tools to guide the Supportive Supervision Teams during preparation for 
supportive supervision.  Supportive Supervision Teams are expected to go through the information 
thoroughly and use the Generic Tools as a guide to develop their own Supportive Supervision Checklists 
or Self-Assessment Tools. 

It is important to note that every supportive supervision visit is different in terms of objectives and 
expected outputs.  The Generic Tool Guide in this document is purposely included to bring consistency 
and to ensure wide coverage of areas to be supervised.  The Generic Tool also provides an opportunity 
for standardization, quality improvement and comparison among health facilities.

NEW ISSUES IN THESE NATIONAL GUIDELINES 
•	 	Elaboration	has	been	made	on	the	relationship	between	supportive	supervision	and	other	related	

functions such as assessment, inspection, auditing and mentoring. 
•	 Establishment	and	implementation	of	mentoring	system	at	all	levels	of	service	delivery.
•	 	Widening	 the	 scope	 of	 SS	 to	 incorporate	 other	 components	 of	 the	 health	 sector	 such	 as	 social	

welfare issues, private sector (including service agreement), super-specialties and task sharing 
among healthcare workers.

•	 	Widening	 areas	 for	 supportive	 supervision	 to	 include	 supportive	 supervision	 of	 health	 training	
institutions, social welfare centres, communities and Civil Society Organizations (CSOs).

•	 	Capacity	building	 for	 supportive	 supervision:	need	 for	 training	supervisors	on	 the	various	 skills	
(competencies) required for effective supportive supervision. 

•	 Use	of	electronic	devices	for	data	collection	and	transfer.
•	 Elaboration	made	on	the	relationship	between	Joint	SS	and	Technical	SS
•	 	The	need	to	incorporate	best	practice	from	the	field,	e.g.,	medicines	and	finance	audit;	documenting	

critical incidences; etc. 
•	 	Emphasis	on	assessing	and	ensuring	clients	and	providers’	rights.	Also	included	are	templates	for	

interviewing patients and providers so as to elicit level of satisfaction. 
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PART I

SECTION 1: INTRODUCTION

1.1  Background
During the period from 2010 to 2015 a number of initiatives took place in the country that have warranted 
a review of the supportive supervision guidelines in order to accommodate the changes. Implementation 
of supportive supervision in health sector has been inadequate due to barriers such as funding to support 
implementation, multiple or narrow focused supervision visits, ineffective supervision by RHMT/
CHMTs, multiple tools and inadequate follow up measures on the gaps identified. Also, mentoring and 
coaching were mostly implemented in HIV/AIDS services leaving other services without a systematic 
mentoring system1. Also, the need to review the 2010 Supportive Supervision Guidelines was found 
necessary so as to accommodate new quality improvement issues and initiatives.

This review was also instigated by the need to incorporate into these national guidelines the experiences 
accrued by supervisors in the course of implementing the 2010 guidelines. In addition to several noted 
achievements, the following challenges were observed in the course of implementing the guidelines:

•	 	Funding	for	QI – To date many quality improvement initiatives are still implemented as projects, 
through donor funding. This has implications on the sustainability of the initiatives. The MoHCDGEC 
has directed the RHMTs, CHMTs and HFs to incorporate QI in their annual plans in order to ensure 
uninterrupted funding.

•	 	Coordination	– There is lack of coordination in the implementation of most QI initiatives, partly 
due to donor dependency. As a consequence of piecemeal implementation there is duplication of 
supervision efforts in some geographical areas and severe gaps in others. In the efforts to address 
this challenge, the MoHCDGEC introduced a TWG for Quality Management to assist in the 
coordination and harmonization of QI activities including supervision.

•	 	Inadequate	functionality	of	QITs	and	WITs	in	health	facilities	– Many health facilities have 
introduced QITs and WITs. However, many of these teams are non-functional. Consequently, most 
QI activities, including internal and peer supportive supervision are not conducted. In order to 
address this challenge the PO-RALG in collaboration with MoHCDGEC has introduced QI Focal 
Persons at Council and Regional levels to plan and coordinate the implementation of QI activities 
in their respective areas; support QITs/WITs and HSPs practices through Supportive Supervision 
and On-Job-Training.

•	 	QI	reporting	not	yet	systematized	– QI reports do not flow in a timely manner hence a supervisor 
at higher level misses the opportunity to respond to observations made during the supportive 
supervision visits. The Health Services Inspectorate and Quality Assurance section (HSIQAS) in 
collaboration with the HMIS plans to introduce QI indicators in the routine data collection systems 
and also ensure access to HMIS data during supportive supervision.

•	 	Adherence	to	guidelines,	protocols,	standard	operating	procedures,	etc.,	is	lacking	among	some	of	
HSPs. 

1Bradley, S., Kamwendo, F., Masanja, H., et al. (2013). District health managers’ perceptions of supervision in Malawi and Tanzania. 
Human Resources for Health; 11:43. Available from  http://www.human-resources-health.com/content/11/1/43 accessed on 19th 
September 2016; and Frumence, G., Nyamhanga, TM. and  Mwangu, M. (2013).  The Role of Council Health Management Team in 
the Improvement of Health Services Quality: The Case of Kinondoni and Ilala Municipalities in Dar es Salaam, Tanzania. Tanzania 
Journal of Development Studies; 13(1&2): 83-95
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1.2	 	Quality	Improvement	Approaches

1.2.1	 Improvement	Collaborative

An Improvement Collaborative is an organized effort of shared learning by a network of sites (or teams) 
to close the gap between desired and actual performance by testing and implementing changes within 
their local situations so as to develop a best practice model of health service delivery for a specific 
priority challenge. An Improvement Collaborative brings together groups of practitioners from different 
Health Facilities organizations to work in a structured way to improve one aspect of the quality of 
services. It involves a series of sessions to learn about best practice in the chosen areas, about quality 
improvement methods and change ideas, and to share their experiences of making changes in their own 
local settings. In Tanzania, the Improvement Collaborative approach has been applied in the areas of 
family planning since 2004 and HIV and AIDS services since 2008. The Improvement Collaborative 
uses a Quality Improvement Model that is composed of four steps namely; (i) Identification of the 
challenge (ii) Analysis of the challenge (iii) Development of the hypothesis; and (iv) Implementation. 
The first three steps are each supported by the following questions: (i) what are we trying to accomplish? 
(ii) How will we know that a change is an improvement? (iii) What changes can we make that will result 
in improvement? The fourth step is constituted by four sub steps that form the Plan, Do, Study and Act 
(PDSA) cycle.

1.2.2	 	Standard	Based	Management	and	Recognition	 (SBM-R)	–	applied	 in	RMNCH	Services	
and	IPC

SBM-R is a methodology designed to assist HSPs to improve their performance and thus strengthen 
the overall quality of health services. The purpose of SBM-R is to provide a step-by-step process, with 
practical tools and ways to identify resources, for improving HSPs performance and the quality of health 
services while promoting compliance to evidence-based best practices through the nationally set HF 
service standards. The approach involves the following steps:
•	 	Setting	 performance	 standards	 that	 are	 constructed	 around	 clearly	 defined	 service	 delivery	

processes or a specific content area;
•	 Implementing	the	standards	in	a	streamlined	and	systematic	way;
•	 Measuring	progress	to	guide	the	improvement	process	toward	these	standards;	and
•	 Rewarding	achievement	of	standards	through	recognition	mechanisms.

Data on SBM-R implementation in Reproductive, Maternal, Neonatal and Child Health Services as of 
June 2010, SBM-R had been applied in about 3,000 health facilities in all Tanzania districts. Sixty two 
percent (62%) of these HFs trained Focused Ante-Natal Care (FANC) providers. A number of Health 
Facilities have been recognized for achieving high standards in antenatal care provision. In addition, 12 
regional hospitals have also started the Comprehensive Emergency Obstetric Neonatal Care (CEmONC) 
SBM-R process, and 55 health facilities (tertiary, secondary and some primary level) are implementing 
Infection Prevention and Control (IPC) SBM-R process. All 55-HFs are encouraged to conduct internal 
self-assessment and when their average score is above 70% they request for external verification and 
recognition. If the external verification results average is 80% and above the facility is recognized by 
awarding a trophy during National Quality Improvement Forum (NQIF). 
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1.2.3	 5S-KAIZEN-TQM	

5S-KAIZEN-TQM approach is problem-solving process to ensure productivity and improve quality of 
services. This approach was introduced in Tanzania in 2008 and Mbeya Consultant Referral Hospital was 
identified as a Center for Excellency. 5S- KAIZEN-TQM approach is taken to meet clients’ satisfaction. 
After the achievement of creating well-organized workplace using 5S principles (namely sort, set, shine, 
standardize and sustain) as well as 5S tools, problems that affect clients’ satisfaction and management of 
routine work are looked at with a view to find root cause solution that requires minimum resource input 
and improvement from systems perspective.2  The 5S-KAIZEN-TQM monitoring and evaluation tools 
have been applied in 67 hospitals at tertiary, secondary and primary level in the country since 2007 with 
the support of Japan International Cooperation Agency (JICA); and its accompanying standards were 
finalized in November 2014. In 2007, the MoHCDGEC adopted 5S-KAIZEN-TQM concepts.

In 2009, the MoHSW developed guidelines “Implementation Guideline for 5S- KAIZEN-TQM 
Approaches in Tanzania”. Advocacy posters of 5S activity were developed in both Kiswahili and English, 
and distributed to HFs. As of November 2014, a total of 67 hospitals were practicing the 5S-KAIZEN-
TQM approaches in Tanzania including all National, Referral, Regional referral and several district 
hospitals. Factors for its successful implementation have been documented which include involvement 
and commitment of sections in-charges as well as availability and use of 5S guidelines.3  Also, as part 
of BRN initiative, 5S-KAIZEN-TQM is being implemented in primary healthcare facilities to ensure 
quality management of health commodities at facility level. Also, 5S-KAIZEN-TQM has been used 
to strengthen management and leadership capacity skills of CHMTs in coordinating, managing and 
implementing different initiatives in health care services. 

1.2.4	 Indicator	Based	Quality	Management

Indicator Based Quality Management and Improvement (IBQMI) approach has been implemented in 
Lindi, Mbeya, Mtwara and Tanga regions since 2014 with support of GIZ through its Tanzania German 
Programme to Support Health (TGPSH). The approach has four components: Assessment of health 
facilities using a set of predetermined QI indicators; Coaching sessions in health facilities using coaches 
selected from regional and council level coupled with supportive supervision of coaches and peer to peer 
exchange between coaches; On-Job- Training (OJT) using existing knowledge and skills of hospital 
staff; and peer to peer learning between health facilities. These include- identification of best practices, 
guidance on documentation of best practices, encouraging hospitals to organize peer visits, provide 
guiding questions for the visits and organizing experience sharing meeting for facilitators/assessors.

2URT MoHSW. (2013). Implementation guidelines for 5S-KAIZEN-TQM. Approaches in Tanzania: A foundation of all Quality 
Improvement  Programmes. Available from http://www.tzdpg.or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_
clusters/cluster_2/health/Sub_Sector_Group/Quality_Assurance/09_Implementation_Guidelines_for_5S-KAIZEN-TQM_
Approaches_in.pdf  Accessed on 7th August 2015. 
3Ishijima, H., Eliakimu, E., Takahashi, S. and Miyamoto, N. (2014). Factors influencing national rollout of quality improvement 
approaches to public hospitals in Tanzania. Clinical Governance: An International Journal; 19( 2):137-152http://www.emeraldinsight.
com/doi/abs/10.1108/CGIJ-09-2013-0033 Access on 7th August 2015. 
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1.2.5	 EQUIP	approach	

Expanded Quality Management Using Information Power (EQUIP) has been implemented in Mtwara 
region in the districts of Tandahimba as intervention district and Newala as comparison district. In 
Tandahimba, the following interventions were implemented: continuous household surveys, health 
facility censuses and Quality Management (QM) intervention supported by report cards using data 
generated by the continuous surveys; while Newala district received continuous household surveys and 
HF censuses only. The EQUIP approach has brought into Tanzanian health sector an innovation on QM 
which expanded to involve three levels namely, CHMT, Health Facility Management Team and users of 
services provided by the HF.  The report of its implementation after two and a half years of intervention 
has shown the potential to improve the quality of RMNCH services and involvement of the community 
in managing quality of health services.  

1.2.6	 Incentive	Based	Approaches	–	P4P	and	Results	Based	Financing.

Pay for Performance (P4P) is an intervention that is used to increase productivity of HSPs and influence 
positively the utilization of health service6. The MoHSW through Division of Policy and Planning (DPP), 
Clinton Health Access Initiatives Inc. (CHAI) and Ifakara Health Institute (IHI) implemented P4P in 
Pwani region from January 2011 to March 20137 . Its effectiveness was evaluated in terms of “quality, 
coverage, and cost of targeted maternal and new-born health facility services and selected non-targeted 
services at HFs” in order to inform possibility of rolling it Nationwide8.  Report of evaluation indicated 
improvement in the indicators of RMNCH Services. Based on those lessons, an expanded scope of P4P 
called Results Based Financing (RBF) was designed.  RBF refers to “an incentive approach to health 
systems strengthening that provides financial and non-financial rewards to HSPs, users, or administrators 
of services upon achieving a set of verified results.”10  Pre-pilot implementation by MoHCDGEC-DPP 
through RBF Unit with funding support from SDC, GIZ, USG and World Bank started in Shinyanga 
Region in April 2015. Implementation of RBF is planned to complement Big Result Now – Star Rating 
Assessment (BRN SRA) whereby readiness of health facilities to implement the approach will use Big 
Result Now – Star Rating Tool (BRN – SRT). The expected challenge is that RBF focuses in public 
health facilities hence leaving out the Private for Profit (PFP) sector. 

4Hanson,C., Waiswa,P., Marchant,T., et al.( 2014). Expanded Quality Management Using Information Power (EQUIP): protocol for 
a quasi-experimental study to improve maternal and newborn health in Tanzania and Uganda 
Implementation Science, 9:41 http://www.implementationscience.com/content/9/1/41 Accessed on 7thAugust 2015
5Marchant, T., Schellenberg, J., Peterson, S., et al. (2014). The use of continuous surveys to generate and continuously report high 
quality timely maternal and newborn health data at the district level in Tanzania and Uganda, Implementation Science, 9:112 doi: 
10.1186/s13012-014-0112-1
6Ireland,M., Paulb, E., DujardinaB. Can performance-based financing be used to reform health
systems in developing countries? Bull World Health Organ. 2011 Sep 1; 89(9): 695–698.doi: 10.2471/BLT.11.087379
7MoU between MoHSW, CHAI and IHI concerning collaboration on the implementation of P4P in Pwani Region of the United 
Republic of Tanzania. Available from http://www.norway.go.tz/pagefiles/253880/mou%20p4p.pdf Accessed on 7th August 2015.
8Borghi, J., Mayumana, I., Mashasi, I., et al. (2013). Protocol for the evaluation of a pay for performance programme in Pwani 
region in Tanzania: A controlled before and after study. Implementation Science 8:80 http://www.implementationscience.com/
content/8/1/80 
Accessed on 7th August 2015.
9MoHCDGEC (2014). Results-based Financing for Health in Tanzania, Joint Health Sector Review (6th November 2014). 
Available from http://www.tzdpg.or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/JAHSR/
JAHSR_2014/204_RBF_JHSR_November_2014_Kunduchi.ppt Accessed on 7th August 2015.
10World Bank. (May 2015). Cost-Effectiveness Analysis of Results-Based Financing Programs:  A Toolkit. On RBF Health Website 
http://www.rbfhealth.org/resource/cost-effectiveness-analysis-results-based-financing-programs-toolkit. Accessed on 7th August 
2015.
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1.2.7	 Graded	Improvements	Towards	Accreditation

1.2.7.1	Strengthen	Laboratory	Management	Towards	Accreditation	(SLMTA)

Laboratory accreditation represents an effective strategy to ensure the improvement of the quality of 
laboratory services in order to fulfill the clients’ needs and improve the health services. In this context, 
the MoHCDGEC introduced in 2010 a gradual graded programme referred to as Strengthen Laboratory 
Management Towards Accreditation (SLMTA) as the initiative to reach laboratory accreditation on 
international standards.11  The programme uses the International Standardization Organization (ISO) 
Standards 15189. The MoHCDGEC Division of Curative Services through the Diagnostic and Technical 
Services Section and National Health Laboratory Quality Assurance and Training Centre (NHLQATC) 
implements it with funding support from World Bank. Enrolment into SLMTA follows a yearlong 
cohort cycle. The results of its implementation for four (4) years have shown a remarkable improvement 
in scores for the participating laboratories.12 

1.2.7.2	Step	Wise	Certification	towards	Accreditation	-	Using	SafeCare	Standards

Since 2011, MoHCDGEC in collaboration with PharmAccess International (PAI) started implementation 
of accreditation process for HFs, which covers the whole facility referred to as “Step Wise Certification 
towards Accreditation (SWCA)”. The process uses International SafeCare Standards13 for primary 
health facility, HFs, which are accredited by the International Society for Quality in Healthcare – ISQua.  
Several organizations are participating in implementation of SWCA through PAI, namely Association 
of Private Health Facilities in Tanzania (APHFTA), Tanzania Peoples’ Defense Force (TPDF), National 
Social Security Fund – Social Health Insurance Benefits (NSSF-SHIB), Christian Social Services 
Commission (CSSC), Kilimanjaro Native Cooperative Union (KNCU) and National Health Insurance 
Fund (NHIF) through agreement with Local Government Authorities (LGAs) to improve enrolment in 
Community Health Fund (CHF) through improvement of quality of services provided in HFs. The major 
challenges of SWCA are donor dependency as most of the funding comes from donors through PAI and 
that the database (AfriDB 2.0) ownership is by PAI based in Amsterdam-Netherlands.

1.2.7.3	BRN-Star	Rating	Assessment	(using	Star	Rating	Tool).

The Health sector was entered into the BRN programme in the financial year 2014/15. As part of the 
preparatory phase for entering into BRN, Senior Management of the Ministry convened for BRN mini 
Lab in August 2014 to deliberate on priorities of BRN health. Out of the mini lab, the following were 
identified as priorities for the health sector: 
•	 Human	resource	for	health	distribution/redistribution;	
•	 Health	commodities;	and
•	 Performance	management	of	HFs	and	Individual	HSPs.	

11 MoHSW SLMTA Task Force. (2014) Call for application for the enrollment of laboratory to the cohort 4 SLMTA program 
http://moh.go.tz/index.php/newsroom/272-call-for-apllication-for-the-enrollment-of-laboratory-to-the-cohort-4-slmta-
programAccessed on 7th August 2015.
12 Andiric, L.R. and. Massambu C.G., (2015) Laboratory Quality Improvement in Tanzania. Am J Clin Pathol; 143:566-572 DOI: 
10.1309/AJCPAB4A6WWPYIEN
13 Guideline on how to use SafeCare standards in Tanzania context has been developed and it is accessible from http://www.tzdpg.
or.tz/fileadmin/documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/Sub_Sector_Group/Quality_Assurance/13_
SafeCare-Guideline-Signed-PDF.pdfAccessed on 4th August 2015
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This was followed by BRN health main lab from September 22nd to October 31st 2014 at Kunduchi 
Beach Hotel. The main lab involved all stakeholders in the health sector with the aim of discussing in 
details the prioritized issues so as to come up with an implementation plan.  In the course of the lab 
another priority for the sector was added namely the RMNCH. Each priority area was given its target 
(referred to as True North in the lab) for the entire three years BRN implementation. For the performance 
management the “True North” was 80% of primary HFs which scored 0, 1 or 2 stars during baseline 
assessment to be rated 3 Stars and above by June 2018.14  A new tool called SRT was developed taking 
into account; country ownership of the tool and its database; situation in our HFs; incorporation of 
information from various guidelines and tools currently in use in the country. The SRT was field tested 
in Kisarawe and Mkuranga District Councils.  The tool will be used to assess all primary HFs in the 
country. The big challenge with the BRN-SRA is donor dependency.

1.3	 	Approach	to	Guidelines	Revision

Revision of these national guidelines involved stakeholders from the MoHCDGEC Departments, 
Sections and Units; Regional Secretariat and Local Government Authorities (LGAs); Non-Government 
Organizations (NGOs); Faith Based Organizations (FBOs) and PFP Sector. Stakeholders were called 
to two workshops. During the first workshop, participants deliberated on identification of areas that 
requires changes. Supportive Supervision guidelines and tools from various programs were used to 
inform the revision of these guidelines especially with regards to crosscutting areas such as management, 
infrastructure, commodities and IPC, etc. In the second workshop the participants compiled the comments 
and came up with the final document.  Then, the final draft was shared with TWG-QM members and 
participants of workshops of HIV/AIDS Implementing Partners for comments. All their views were 
taken into account by the HSIQAS staff in the finalization process.

1.4	 	Objectives	of	the	National	Supportive	Supervision	Guidelines

1.4.1		Main	objective

To guide an integrated supportive supervision for provision of quality HF services in the country that is 
responsive to the Health Sector Strategic Plan IV – 2015/2020.

1.4.2		Specific	objectives

The specific objectives are to:
1. Facilitate supervisors, HF and HSPs in identifying and addressing performance gaps; 
2.  Ensure uniformity in performance standards and reporting through the use of generic tool as a 

guide;
3. Guide development or adaptation of specific essential health intervention tool;
4.  Promote and sustain supportive supervision for quality health facility service that responds to HSPs 

expectations and clients’ satisfaction; and
5. Ensure compliance to norms, standards and procedures for quality health service at all levels.

 

14 URT-MoHSW/PDB. (2014). BRN Healthcare NKRA Lab: Lab Report – Part I. Available from http://www.tzdpg.or.tz/fileadmin/
documents/dpg_internal/dpg_working_groups_clusters/cluster_2/health/Sub_Sector_Group/BRN_documents/Tanz_Healthcare_

Lab_Report_Part_1_0212_RH_-_v21__Final_Lab_Report_.pdf Accessed on 7th August 2015.
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SECTION 2: DEFINITION OF TERMS

2.1	 Supportive	supervision

Generally, supportive supervision is a management function planned and carried out in order to guide, 
support and assist HSPs in carrying out their assigned tasks.  It involves on-job transfer of knowledge 
and skills between the supervisor and the supervisee through opening of administrative and technical 
communication channel. The aim of supportive supervision is to determine staff performance in relation 
to quality and standards so as to identify gaps and address them. 

Also, Supportive supervision can be defined as a process, which promotes quality outcomes by 
strengthening communication, identifying and solving problems, facilitating teamwork, and providing 
leadership and support to empower HSPs to monitor and improve their own performance.  It expands 
the scope of supportive supervision method by incorporating self-assessment, peer assessment as well 
as community input.

Unlike traditional supportive supervision (See Appendix II), supportive supervision has the following 
characteristics:
• Problem identification and solving, to improve quality and meet client needs
• Quality improvement and the attention shifts from individuals to teams and processes
• Empowering health providers to monitor and improve their own performance  
• External supervisor acting as a facilitator, trainer and coach
• Participation of health providers in supervising themselves and one another
• Participatory decision making involving the whole team 
• Peer assessment, self-assessment and community input consideration.

2.2	 Joint	Supportive	Supervision

Joint Supportive Supervision is a process, which involves health managers as supervisors of the 
HSPs at various levels. The Managers are empowered with managerial skills and responsibilities for 
strengthening the health systems. The main objective during Joint SS visit is to facilitate improvement 
of health services in areas that are likely to impact on the health system in general. Such areas include 
management of HFs; management of resources; and health services delivery in general.

2.3	 Technical	Supportive	Supervision

Technical SS is mainly focused in particular service areas e.g., Care and Treatment for HIV and AIDS 
services, diagnosis and treatment of tuberculosis, malaria etc. and involves professionals with technical 
expertise in that area whose objective is to improve provision of the services.

2.4	 Supportive	Supervision	in	relation	to	other	forms	of	support

In the process of conducting supportive supervision, assessment of quality is done to determine the 
level of performance so as to guide efforts to attain the quality improvement during the respective visit 
and subsequent visits. Thus, quality assessment is a means rather than an end in itself. The challenge 
however, is when quality assessment becomes the primary objective of a supportive supervision visit 
with supervisors spending most of the time filling in the checklist and less time to discuss them and 
get a consensus on the way forward. This part defines two approaches that are related to supportive 
supervision namely mentoring and coaching. 
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2.4.1			Mentoring

Mentoring is a process of practical training and consultation that fosters on-going professional 
development to yield sustainable high-quality clinical services’ outcomes.
It is conducted by a person (mentor) or team (mentors) for another person (mentee) or group (mentees) 
in order to help that other person or group do a job more effectively. Mentoring can be done for all 
professions but when applied in the clinical setting to improve delivery of health care it is referred to 
as “clinical” mentoring in which the mentors need to be experienced, practicing clinicians in their own 
right, with strong teaching skills.

2.4.2	Coaching

This is a training approach that seeks to achieve continuous improvement in performance through 
motivation, modeling, practice, constructive feedback, and gradual transfer of skills. It allows staff to 
learn on the job and immediately apply what they are learning and see how well it works.

Coaching should be:
• Balanced (give-and-take, mutual questioning, sharing of ideas and information, not one-sided)
• Concrete (focused on objective aspects of performance)
•  Respectful (using behaviors that convey that the other person is a valued and fully accepted 

counterpart)

Coaching involves the following five steps:
Step 1:   Motivation - gaining the staff’s commitment to acquiring the new behavior
Step 2:   Modeling - competently demonstrating and explaining the new behavior, with the   

opportunity for the trainee to ask questions
Step 3:   Practice -giving trainees the opportunity to apply and to demonstrate their ability to perform 

the new behavior, under the supportive supervision of the trainer
Step 4:   Constructive feedback - having the trainer share his or her evaluation of the trainee in a 

concrete, respectful, two-way interchange of ideas
Step 5:   Skills transfer -transferring skills gradually as the trainer allows the trainee the opportunity 

to undertake and demonstrate an increasing number of the sub skills involved in the new 
behavior, after which the trainee becomes competent to carry out the new behavior without  
supportive supervision.

2.4.2.1		Advantages	of	coaching

• It allows staff to learn while on the job.
• It allows staff to immediately apply what they are learning and see how well it works.
•  It promotes a positive working relationship with staff, who previously may have considered the 

supervisor a critic.
• It makes staff feel supported and important.

2.4.2.2		Coaching	in	relation	to	supportive	supervision	and	mentoring

Coaching is a catalytic and supportive style of supervision and mentoring. Coaching aims to challenge 
the trainee or encourage the trainee to stretch his or her thinking about the practice. Both supervisors and 
mentors should have coaching skills. 
 



9NATIONAL SUPPORTIVE SUPERVISION GUIDELINES FOR QUALITY HEALTH SERVICES 

SECTION 3: CLIENT RIGHTS AND STAFF NEEDS

The supportive supervisor focuses on the needs and rights of both the internal and external clients.  
Therefore:
• External Clients have the rights to:
 - Information
 - Timely access to services
 - Informed choice to services
 - Safe services
 - Privacy and confidentiality
 - Dignity, comfort, and expression of opinion
 - Continuity of care

• HF Internal clients have the following needs:
 -  Supportive working environment (e.g. adequate supplies, equipment, infrastructure and support 

from supervisors, management and clients)
 - Information, training, and career development
 - Domestically competitive salaries
 - Motivation through involvement in decision making and recognition of performance

  The supportive supervisor should keep in mind these rights and needs when assessing quality, 
identifying gaps/constraints and finding solution jointly with the supervisee. See template for 
conducting patients’/clients’ and providers interviews (Appendix IV and V).

Exit interviews are conducted among patients / clients as they are coming out from the facility. Interviews 
are aimed at establishing the level of satisfaction with the services provided. 

During supportive supervision, supervisors should also take time to establish whether client feedback help 
desks have been established in the facility and are functional. The desks should serve as service points 
where patients / clients can go and give immediate feedback about the services they received, register 
complaints and also obtain information on interesting matters. Supervisors should make efforts to meet 
with leadership of the respective areas and community representatives such as members of the Council 
Health Service Board (CHSB) and Health Facility Governing Committee (HFGC).  Supervisors should 
establish whether the management of the respective area conducts meeting with health related Civil 
Society Organizations (CSOs), Community Based Organizations (CBOs) and NGOs to discuss quality 
of services. Supervisors should hold informal talks with members of the community, as individuals or in 
their groups, to recognize some of the issues that may not surface during formal discussions. 

SECTION 4: LEVELS AND SCOPE OF SUPPORTIVE SUPERVISION

4.1	 Levels	Supportive	Supervision

Supportive supervision roles will be undertaken at National, Regional, Council, primary health facilities 
(Health Centers, Dispensaries) and community levels.  

These guidelines cater for the needs of all parties involved in healthcare delivery in the country including 
the public and private owned health facilities. Newly established Super Specialized Stand Alone Clinics 
shall be supervised by team/s that shall incorporate technical experts from tertiary level hospital and 
Medical Universities with expertise on relevant technical issues. 
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Disease specific programs and specialized service organizations will need to develop detailed tools to 
cover technical aspects that are not contained in these national guidelines. However, the supportive 
supervision outputs should be integrated with that from the Joint Supportive Supervision (See section 7: 
How to supervise). It is therefore recommended that these guidelines should be used as a main reference 
in the development of specific tools for respective levels. Whereas, these guidelines will serve the 
purpose of developing a tool for the Joint Supportive Supervision, specific disease/programme tools 
should be developed to cater for the detailed technical issues. 

4.1.1	 National	level

Supervisors at the national level will have the major task of looking at how the health policy and policy 
guidelines are being translated into achievable objectives at all levels.  National level supervisors will 
primarily be responsible for supportive supervision of the National, Referral and Specialized Hospitals, 
which are Kibong’oto TB Referral Hospital (on transition to infectious disease center), Muhimbili 
Orthopedic Institute (MOI), Ocean Road Cancer Institute (ORCI), Mirembe and Isanga Mental Institutes, 
private consultant hospitals at national level and referral hospitals at regional level.  In addition, they will 
supervise RHMTs.  The National level Supportive Supervision team/s may also visit selected CHMTs 
and primary health facilities irrespective of ownership in case a need arise. It should clearly be understood 
by supervisors that each level of supportive supervision is responsible for the level immediately below it.  
However, supervisors will need to visit a selected sample of the lower level to assess the effectiveness 
of supportive supervision conducted by their subordinates and also ascertain the quality of information 
received at higher level.

The National level supervisors are categorized into the following:
•  Policy Supervisors – The supervisory team will consist of the Minister, Deputy Minister, Permanent 

Secretary (PS) and the Chief Medical Officer (CMO) of the Ministry of Health, Community 
Development, Gender, Elderly and Children.  Other officers may be incorporated whenever 
necessary.  Their main objective is to ascertain adherence of implementers to issues laid down in 
national policies, guidelines and standards. 

•  Health Systems Supervisors – The supervisory team will comprise of Directors, Section and Unit 
Staff from various Divisions, Sections and Units of the MoHCDGEC and may co-opt members 
from outside the Ministry including PO-RALG and other health related sectors. The objective is 
to supervise issues related to administration, leadership; resources including medicines, supplies 
and infrastructure; effective and efficiency in service provision; information systems and clients 
satisfaction. 

•  Technical Supervisors: Divisions and or Sections and Units (including Disease Specific Programmes) 
will conduct Technical Supportive Supervision to address technical issues in more details. 

4.1.2	 Regional	level

At the Regional level, the RHMTs will be responsible for supportive supervision of MoHCDGEC 
services in their respective regions. The major task of the RHMTs will be to ensure that the health 
policy and guidelines formulated at national level are translated and disseminated. Furthermore, RHMTs 
should ensure that CHMTs implement those policies and guidelines.    

RHMTs will also supervise the Regional Referral Hospitals, other Hospitals at Regional Level, all 
CHMTs and District Hospitals. In addition, the RHMTs will supervise selected heath facilities and 
communities to verify information provided by the CHMTs that supervised the respective level. The 
RHMTs will also ensure collaboration with the private providers of health services and other health-
related sectors within the region. The RHMTs shall involve relevant technical officers/professionals 
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(from both Governance and Technical Committee) during supportive supervision as may be deemed 
necessary.  Also, these may come from within the health sector such as regional hospitals, voluntary 
agency hospitals and private practice.  Other related sectors such as agriculture, education and water may 
be co-opted as may be necessary.

4.1.3	 Council	level

The Council is the focal point for the implementation of the health policy, guidelines and interventions. 
Its major role is planning, implementing, supervising, monitoring and evaluating health service 
interventions’ packages for quality improvement. At the council level, the supportive supervision team 
will be composed of the CHMT members (from both Governance and Technical Committee). It may 
co-opt members from the private providers of health services and other health related sectors within 
the council.  A member from the community CHSB, HFGC, or Village/Mtaa Health Committee may 
be involved during supportive supervision. Members of Supportive Supervision team may be co-opted 
from within the health sector such as district hospitals, voluntary agencies and private practice or other 
health related sectors. 

Essentially the Council Team will supervise all HFs irrespective of ownership. They may visit selected 
communities where verification of information is required including health related CSOs, FBOs, PFPs, 
community and home based services, social welfare institutions including orphanages, child remand and 
elderly homes.

4.1.4	 Health	Centre

The Health Centre Management Team will carry out internal supportive supervision of health activities 
in their HFs and catchment dispensaries, both public and private.

Through the Integrated Management Cascade (IMC), the health centres will supervise dispensaries and 
the latter will supervise CHWs providing health service to their respective catchment areas including 
Home-Based Care services. Potential supervisors should be selected from the HF level for training on 
supportive supervision. Co-opting HF level supervisors, from time to time, in the Council teams will 
facilitate on-the-job training that will help supervisee to acquire hands-on skills.

The cascade approach will enhance coverage and continuity of supportive supervision to all HFs in 
the council. It also facilitates participation in self and peer supportive supervision, empowerment to 
monitor and improve self-performance.  The Health Centre Supportive supervision team will comprise 
of members of the health management team and social workers at Ward level. The team will supervise 
communities including CHWs and CSOs. For details on how to conduct such supportive supervisions 
consult the current Operational Manual of IMC. 

4.1.5	 Dispensary	level

In hard to reach areas and where capacity exists in nearby dispensary, HSPs and Social Workers will 
be facilitated to carry out supportive supervision of health related activities in the dispensary and the 
communities. The dispensary in collaboration with CHWs and private HSPs including CSOs should 
ensure that health activities conducted at community and household levels like community and home 
based services, water supply, sanitation, RMNCH are correctly performed.
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4.1.6	 Community	level

The structure for strengthening SS at community level is essential in order to achieve the HSSP-IV 
of “reducing household with quality health care”as shown in figure 1. CHW is supposed to supervise 
households and reports findings to Hamlet leader and Village Health Committee (VHC). At household 
CHW will supervise to ensure availability and use of sanitation facilities, proper waste management and 
transport to transient storage site, water treatment and storage, and discus about home-based care (HBC) 
services with head of household. Health worker from nearby dispensary is supposed to supervise CHW 
on quarterly basis or as need arises. The areas to be supervised will include availability of Standard 
Operating Procedures (SOPs), equipment and supplies, guidelines for various community-based services, 
referral system and community linkages. Peer Supportive Supervision among CHWs is also encouraged 
to facilitate sharing of experience and best practices.

 

Figure 1: Supportive Supervision Structure at Community level

Note: It is the responsibility of the CHMTs to ensure that health facilities are enabled and have adequate 
resources for supportive supervision at the community level.

4.2	 Scope	of	Supportive	Supervision

4.2.1	Areas	of	supportive	supervision

One needs to look at inputs, processes and outputs within the health facility service system which when 
co-coordinated effectively, will lead to quality improvement in promotive, preventive, curative, palliative 
and rehabilitative services.  

During supportive supervision the areas to be supervised include:
•  Infrastructure: state of buildings, working space and surroundings, power supply, water supply, 

sanitation and health facility waste management. These guidelines underscores the need for 
harmonized standards on infrastructure, based on Basic Standards for Health and Social Welfare 
Facilities and training institutions. Supervisors will need to be oriented on these standards and apply 
them as references during supportive supervision.

•  Resources: Human, materials, finances and time. 
•  Management: Leadership, planning, organizing, i.e., maintains discipline, providing financial as 

well as non-financial incentives, monitoring and evaluation.
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•  Service delivery: Professional conduct and ethics, service standards, referral system, emergency 
preparedness and communication. In this version of guidelines more emphasis is put on comprehensive 
IPC and the Basic Standards for Health and Social Welfare Facilities.  

•  Support functions: ICT and Continuing education, documentation, health systems research, 
Health Management Information System (HMIS), Integrated Logistics System (ILS), inventory 
management and Transport Management Information System (TMIS). These Guidelines emphasizes 
on availability and quality of the Health Management Information System (HMIS) data. In addition, 
emphasis is put on use of HMIS data in both public and private HFs. Capacity strengthening will be 
needed by service providers to enable them improve data quality and capability to use it to improve 
quality of services provided. 

•  Results: Community involvement, clients’ satisfaction, utilization and achievement of performance 
targets. These guidelines emphasizes on the need for standardized mechanisms for assessing clients’ 
satisfaction to include patients, relatives and staff. Management at various levels is encouraged 
to introduce, in addition to suggestion boxes and exit interviews, complaint handling offices and 
community engagement meetings (See Appendix IV and V).

 

SECTION 5: DURATION AND FREQUENCY OF SUPPORTIVE SUPERVISION

5.1	 Duration	of	Supportive	Supervision	

The duration and frequency of each visit should correspond to objectives of each level of the supportive 
supervision, expected workload, accessibility and expected output. In general, for effective supportive 
supervision, a minimum of two days should be spent for National referral, specialized and Zonal 
consultant hospitals; one day for super specialized stand-alone clinics and regional/council hospital; and 
not more than two PHC facilities, i.e., health centres and dispensaries should be visited per day. 

5.2	 Frequency	of	Supportive	Supervision	

The frequency of the visits should be as follows:

•  The Health Quality Assurance Division through Health Services Inspectorate and Quality Assurance 
Section (HSIQAS) Office shall co-ordinate general supervisory visits at the national level. A team 
from the National level shall supervise national referral hospitals, specialized hospitals, consultant 
private hospitals, super specialized stand-alone clinics and regional referral hospitals at least twice 
in a year.  

•  The RHMT shall supervise the regional referral hospital, hospitals at regional level, CHMTs level 
I hospitals and specialized clinics and selected primary health facilities (both public and private) at 
least quarterly.

•  The CHMT shall supervise level I hospitals at council level, health centers and all dispensaries at 
least once every quarter. Facilities that have more problems need to be visited more frequently, that 
is, more than once a quarter.

•  The health centre supervisors shall supervise each dispensary in its catchment area at least once 
every quarter. Dispensaries may be supervised more than once per quarter if necessary.

•  The dispensary supervisors shall supervise community based health-care services (provided by 
CHWs) once every quarter. If necessary, more frequent supportive supervisions shall be done. 
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SECTION 6: SETTING UP A SUPPORTIVE SUPERVISION SYSTEM

Effective implementation of supportive supervision requires systematic preparation that includes forming 
the supportive supervision team with relevant core competencies, training and orientation of the team to 
roles and responsibilities as well as determining necessary resources required to implement a supportive 
supervision. 

6.1	 	Selection	Criteria	for	Supervisors

In order to develop an effective and functional supportive supervision system, supervisors should be 
selected based on the following set criteria:
• Familiar and up-to-date with supportive supervision areas 
•  Familiar with essential health services interventions packages (refer to revised Comprehensive 

Council Health Plan (CCHP) guidelines) 
• Familiar with quality improvement concept and health system 
• Able to address both administrative and technical issues in health services 
• Committed, responsible, able to communicate and have good interpersonal communication skills 
•  Able to offer support in relation to various challenges arising out of the working situation and 

resolve conflict.
• Flexible, respectful and hard working
• Able to demonstrate a positive attitude and facilitate team work

6.2	 	Core	Competencies	of	Supervisors

Supervisors should have the following core competencies:

• Listening skills, ability to probe, analyse and formulate solutions. 
• Ability to inspire others, establish and maintain trust, and promote teamwork spirit
• Adequate knowledge of what is being supervised.
• Openness to new ideas
• Ability to conduct coaching and learn from others.
• Ability to conduct supportive supervision and monitoring 
• Ability to provide and receive feedbacks after each visit
• Ability to write and share supportive supervision reports timely

6.3	 	Training	of	Supervisors

Orientation and training of supervisors should include the following modules: 

• Health sector reforms and health systems.
• Promoting partnership in the health system.
• Management of health service resources.
•  Planning of Health, Community Development, Gender, Elderly and Children services (at respective 

levels).
• Monitoring and evaluation.
• Quality improvement in Health, Community Development, Gender, Elderly and Children services.
• Multi-sectoral disease control at various levels.
• Management and technical services.
• Coaching skills.
• Supportive supervision of health services.
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• Communication skills.
• Routine data system - collection, analysis and use.

The orientation and training of supervisors should also include the following topics: 
• A review of the basic purpose of conducting supportive supervision.
• Review of relevant guidelines, policies and standards.
• Descriptions of specific, key areas to be supervised.
• A description of the various forms charts and registers used in various programmes.
• Effective communication and interpersonal skills.
• Roles and responsibilities of both supervisors as well as supervisees. 
• How to use various tools for conducting supportive supervision.
• How to develop an action plan.
• How to review and assess actions taken from the previous supportive supervision visit.
• How to give and receive feedback.
• How to write summary reports.
• Accreditation systems and its applications.
• Monitoring and evaluation of supportive supervision. 

6.4	 	Resources	Needed	

Various resources are needed in order to ensure that supportive supervision is effective. First, supportive 
supervision teams should prepare and communicate the supportive supervision plan and schedule of 
the visit. The plan and schedule should be shared in advance to the supervisees and health facility 
management to plan for the visit. The schedule should indicate the dates and sites to be visited. It should 
also be shared in advance with the transport officer and finance staff.  Other required resources include:  
• Reliable transport 
•  Adequate time for supervisor preparation before visit, travel, field visit, reporting and follow- up 

activities 
• Allowances for the supervisors
• Stationeries
• Previous supportive supervision report, if available
• Tools for supportive supervision 
• Report writing format 
• Relevant references 

SECTION 7: HOW TO SUPERVISE

Health facilities should be visited regularly and that both health facilities and the teams should be aware 
of the scheduling of the visits. Action plans should be jointly crafted at the end of each supervisory visit, 
and should be followed-up in the subsequent supervisory visits to ensure continuity and implementation 
of the recommendations. It is also important to create an environment that enables supervisors and 
supervisees to have opportunities to provide feedback on supportive supervision. Information and 
Communication Technology has been shown to improve effectiveness and efficiency of supportive 
supervision. 

7.1	 Types	of	supportive	supervision	

Supportive supervision is divided into different types depending on the purpose.
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7.1.1	 External	Supportive	supervision

This is a process used to oversee the operations and performance of individuals and facilities within a 
larger system such as a national, regional or district, health system. External supervisors [(National level, 
Regional level (RHMT) and Council level (CHMT)] re-orient to set national goals and standards, make 
site visits, jointly define performance expectations with supervisees, assess performance against the set 
standards, allocate resources within the system, facilitate supportive supervision to lower level of the 
system and follow up actions on performance gaps that require interventions within the same facility 
and/or from higher levels of the health system. External supportive supervision is recommended to be 
done at least on quarterly basis.

7.1.2	 Internal	Supportive	supervision

This is a process which is particular to health/ social welfare facility or department of a health / social 
welfare facility that is used to oversee the performance of individuals and the quality of service delivery 
within their facility/department. Internal supervisors utilizes set standards to assess and monitor 
performance of the facility/department; supports and motivate providers with materials, training, and 
recognition; build teams and promote team-based approaches to problem solving; foster trust and open 
communication, collect and use data for decision making. Various tools are used to facilitate this process. 
Internal supportive supervision is recommended to be conducted at least once in a month.

Note: Internal supportive supervision and external supportive supervision complement each 
other.   However, the frequency and duration may differ depending on various  factors. Both 
approaches should in the long run, help to identify and address performance gaps so as to improve 
service provision.

7.1.3	 Peer	Supportive	supervision

Peer supportive supervision is an approach by which HSPs look into the performance of their colleagues 
with the same professional qualification. This should happen on a voluntary basis and be initiated by the 
staff members themselves. It is the role of the supervisor to promote this type of supportive supervision 
to HSPs and to encourage them to apply it. This approach is very useful for different cadres of HSPs 
including supervisors at all levels. Peer supportive supervision can be conducted within the facility 
or between two facilities of the same level. Supervisors from other facility could be invited to have a 
collegial look into the performance of the other facility. Peer supportive supervision has an additional 
value to internal supportive supervision in that it acts as an independent eye that scrutinizes issues more 
objectively. Since the relationship is collegial, supervisees are more receptive to challenges identified by 
their colleagues without hard feelings. In addition, peer supervisors might even suggest approaches to 
address challenges that they might have faced in their own work places. In fact, HSPs may solicit peer 
supportive supervision from colleagues who have been successful in addressing a particular challenge 
that the host facility is still grappling with. 

7.1.4	 Self	Supportive	supervision

This is the process by which individuals monitor and improve their own skills and performance. The 
process encompasses setting up clear performance expectations (including professional standards), 
assessing skills, measuring performance, eliciting customer feedback and monitoring health outcomes. 
This is a very promising way to encourage individual staff members to identify and correct weaknesses 
on their own. In this scenario, the supervisor can become a motivator for the HSPs, who can facilitate this 
process using technical and psychosocial skills. Experience shows that, self-supportive supervision can 



17NATIONAL SUPPORTIVE SUPERVISION GUIDELINES FOR QUALITY HEALTH SERVICES 

become an efficient compliment to any supportive supervision. Supervisors should encourage HSPs to 
do self-supportive supervision using adapted tools. The emphasis of self-supportive supervision should 
focus on identified performance gaps from previous supportive supervision visits. 

7.1.5	 Cascade	Supportive	Supervision

This supportive supervision involves giving power to the lower level facilities to supervise their 
respective lower facilities where by, health centres management team is empowered to oversee and 
supervise dispensaries in their catchment area. Similarly, HCWs at dispensary level are empowered to 
oversee and supervise CHWs in their catchment area.

 NB:    When the five types of supportive supervision explained above are used efficiently they 
guarantee adequate support and successes in accomplishing all core tasks of supportive 
supervision namely:

	 	 • Set objectives and standards;
	 	 • Monitor and assess performance;
	 	 • Identify problems, opportunities and provide immediate feedback; and  
	 	 • Provide late feedback and follow up action.

7.2	 Processes	for	Conducting	Supportive	Supervision

7.2.1	 Stage	I:	Planning	and	preparation

Supportive supervision must be included in the annual health plans at each level and communicated to 
the HSPs to be supervised. It should start by going through the previous supportive supervision reports if 
available. Take note of important health issues, action points already known or reported if any.

In planning and preparation, the following are included:
•  Review records such as progress reports or previous supportive supervision reports and/or data 

from the HMIS.
• Identify specific supportive supervision needs from the respective facilities.
• Set clearly defined objectives and standards.
• Prepare logistics, teams and other resources.
• Prepare supervisory tools.
•  Schedule and communicate to the supervisee, administrative authorities and community where 

appropriate.

7.2.2	 Stage	II:	Actual	supportive	supervision

At the actual supportive supervision stage, the supervisors should adhere to the adapted tools, assess the 
performance, identify needs and provide support.  They should:

• Get to the facility on time
•  Pay courtesy call to the relevant authorities (introduce yourself and your team, objectives, sites to 

be visited and de-briefing date)
•  Introduce oneself and team, purpose of the visit and agree on how the supportive supervision will 

proceed
• Review previous supportive supervision report, assess level of implementation of agreed tasks
• Provide feedback in relation to the previous tasks if any
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•  Establish if there is any alarming problem that needs immediate attention and agree on corrective 
measures to be taken

• Observe HSPs perform tasks
• Note tasks done well and those areas which have problem in performing
•  In the absence of an external client, interview the supervisee (internal client) to establish level of 

knowledge for a given task
•  Demonstrate correct way of performing problem tasks (if you have up to date knowledge and 

skills) and ask supervisee for return demonstration. Make correction accordingly.

7.2.3	 Stage	III:	Immediate	feedback

The supervisor meets with the supervisee to discuss findings from the respective areas:
• Find an appropriate place with privacy for feedback
•  Apply sandwich approach when giving a feedback, starting with positives, then areas for 

improvement and finish with positives (strengths)
• Encourage the supervisee to point out their strengths and weaknesses using the supervisors tool
• Praise the HSPs for tasks done well without going into specifics
•  Ask for feedback from the management team (areas done well and those needing improvement, 

referring to the previous report)
• Stimulate HSPs to think on how to solve problems on their own.
•  Prepare an action plan for the weaknesses observed during the supportive supervision

The supervisors meet with the respective Health Facility Management Team (HFMT) to discuss findings 
from the respective areas. 
• Apply a sandwich approach
• Praise the HFMT for tasks done well without going into specifics
•  Ask for feedback from HFMT (areas done well and those needing improvement referring to the 

previous supportive supervision report (internal/external))
• Discuss with them on problem areas
• Work out together on feasible solutions and agree on areas for improvement

Note:  The responsibility of the supervisor is to guide the supervisee to identify gaps  and work with 
him/her to find solutions. 

The immediate report summarizes the strengths, major problems or weaknesses, the actions agreed 
(between the supervisor and health workers supervised) to show weaknesses, time frame, and responsible 
person to ensure that the problems are solved.

  NB. Leave a copy of the immediate feedback report at the supervised facility. Each facility should 
have a file for keeping supportive supervision feedback reports. There will be a need to translate 
reports into Kiswahili to enable the majority of staff to fully understand the information and 
participate in the supportive supervision. 

7.2.4	 Stage	IV:	Final	feedback	and	follow-up	action

•  Supportive supervision reports shall be circulated to relevant stakeholders at national, regional 
and respective councils. Councils should make sure that they send extracts of the reports to 
respective facilities that were supervised. 

•  Supervisory reports should be discussed in planned RHMT, CHMT and HFMT meetings. 
Recommendations and follow-up actions should be laid down in the minutes of meetings and be 
shared with relevant stakeholders. 
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•  Responsible officers at national/ regional/ district/ facility levels to ensure actions are taken on 
identified problems; including informing other programmes and or officers likely to address the 
problems.

 

Figure 2: Summary of supportive supervision process (Source )

7.3	 	Use	of	electronic	devices	in	Supportive	Supervision

Traditionally SS has been conducted using paper-based tools, which make data collection, reports 
compilation and immediate feedback difficult. Development in information technology such as use of 
electronic tools provides an opportunity to improve implementation of SS. A study has shown that the 
use of electronic tools will improve data accuracy, simplify data collection, reports handling, immediate 
feedback to facilities and other stakeholders . Based on this evidence, MoHCDGEC will work with 
mHealth Implementers to develop electronic tools for data capture during supportive supervision. The 
tool will also facilitate data processing and reporting to the various stakeholders. Through the use of the 
electronic system, a database will be designed to act as a repository that will store data collected during 
supportive supervision.

7.4	 	Tips	to	Make	Supportive	Supervision	Effective

Supportive supervision varies with context hence the need to align objectives of each supportive 
supervision visits accordingly.  Therefore, to ensure effectiveness of SS the supervisor should:

•	 Make	preparation	prior	to	the	visit:
 - Orientation of supervision team on Dos and Don’ts
 - Selection of supervision sites
 - Duration of supervision
•	 Select	team	members	who	have	required	knowledge	and	skills
•	 Establish	Terms	of	Reference	(ToR)	

15 MAQ (2002). Making Supervision Supportive and Sustainable: New Approaches to Old Problems, MAQ Paper No. 4 of 2002 
pg. 6.  Accessed from https://www.k4health.org/sites/default/files/maqpaperonsupervision.pdf on 5th January 2017 
 
16Dominick, M., Christopher M, Flora K., et al. (2016). Embedding systematic quality assessments in supportive supervision at 
primary healthcare level: application of an electronic Tool to Improve Quality of Healthcare in Tanzania. BMC Health Services 
Research 16:578
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•	 Use	effective	communication	during	SS	and	feedback
•	 Differentiate	SS	from	inspection	visits
•	 Build	positive	supervisory	relationship	
•	 Be	proactive	aiming	at	closing	performance	gaps	and	future	problem	
•	 Focus	work	processes	and	support	system

In the course of supportive supervision, supervisors should note areas of weakness that will require 
mentoring during subsequent visits.  Where the problem is found to affect the majority of facilities, 
HSPs may be invited to a centre from which they can efficiently be trained. Supervisors should resist 
temptations to spend more time in identifying mistakes and grumble about them and assist supervisees to 
come up with effective solutions. Supervisors should remember that the primary purpose of supportive 
supervision is to facilitate supervisees to improve performance, hence, quality of services. Gathering 
data and writing good reports is of secondary importance aimed to assess whether or not the primary 
objectives of the supportive supervision are being achieved or not.

7.5	 Areas	to	be	supervised	

The areas can be grouped into two: service delivery areas based on the EHCIP-Tz; and HSPs competencies

7.5.1	 Health	care	services

Priority area 1:   Medicines and medical equipment, medical and diagnostic  supplies management 
system.

Priority area 2:  Reproductive, Maternal, Newborn and Child Health
Priority area 3:  Communicable Disease Control
Priority area 4:  Non – Communicable Disease Control
Priority area 5:  Treatment and care of other common diseases of local priority within the Council
Priority area 6:  Environmental Health and Sanitation
Priority area 7:  Strengthen Social Welfare and Social Protection Services
Priority area 8:   Strengthen Human Resources for Health, Management Capacity for improved health 

services delivery
Priority area 9:  Strengthen Organizational Structures and institutional management at all levels.
Priority area 10:  Emergency preparedness and response; referral system
Priority area 11:  Health Promotion / Behavior Change Communication (BCC).
Priority area 12: Traditional and alternative medicine.
Priority area 13:  Construction, rehabilitation and planned preventive maintenance of physical 

infrastructure of HFs.

Addition areas: 
•	 Specialized	and	super	specialized	services	in	a	facility.
•	 Emergency	and	Critical	Care	services.

7.5.2	 Professional	competencies

•	 	Clinical	skills:	history/physical	examinations,	patient	investigation,	clinical	decision	making	and	
provision of care

•	 Health	promotion/prevention	skills
•	 Interpersonal	skills	for	effective	communication	
•	 Information	handling
•	 Equipment,	supplies	and	medicines	management
•	 Linking	clients	with	other	support	services
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7.6	 	Methods	for	collection	of	information	during	Supportive	Supervision

7.6.1	 Direct	Observation

In this method the supervisor observes and records the actions of HSPs.  This area will require observation 
of health professionals while providing health services. The main limitation of the observation method 
is that the supervisor’s presence may influence the HSPs performance. Despite this limitation, direct 
observation is often considered to be the most reliable method and hence it is used as a reference point 
and should be encouraged. In addition, when observation method is used, patients should have prior 
information.

7.6.2	 Review	of	records

This method entails reviewing records which detail HF activities and patient health problems including: 
Patient file/record, Partograph, Patient registers, Ledger, Internal SS reports, Peer SS reports, Previous 
SS report, Quality Improvement Plans (QIPs), Minutes from meetings aimed to discuss implementation 
progress, community engagement, patient’s medical records, data reporting for HMIS, facility log book 
and the hospital file. It is emphasized that medical and other records provide accurate information. The 
review of these records should be done during each visit in order to:
•	 Verify	correctness,	completeness	and	timeliness.	
•	 Obtain	data	on	the	facility	for	planning,	monitoring	and	evaluation	of	health	and	social	services.
•	 Identify	training	needs.

7.6.3	 Interviews

7.6.3.1			Exit	interview	with	the	client/patient

This methodology is used to collect quantitative data. Interviews are necessary to complement 
triangulation of data collection methodologies, the others being observation and documents reviews. 
A supervisor uses tool as a guide to conduct the interview to clients, providers or management. The 
following tips will enhance the process of interview:
•	 Provide	room	for	the	interviews	in	order	to	promote	confidentiality
•	 Ask	client	to	describe	what	happened	during	the	encounter
•	 The	supervisor	shall	record	the	responses	from	interviewee	guided	by	interview	guide
•	 	Data	 collected	 through	 this	method	 is	 limited	 by	 patient	 or	 care	 takers	 observation	 capacity,	

understanding of situation, and memory of the consultation

7.6.3.2	Interview	in	the	community	

Exit interview has some limitations of getting socially desirable responses. In order to address this, 
supervisors may decide once in a year to conduct a similar exercise in the community. Supervisors should 
include in the annual plan the dates for conducting such surveys. Some supervisors might be limited by 
time to conduct surveys. These are advised to use students from nearby health training institutions to 
conduct the surveys as part of their research training. Supervisors should work with tutors from these 
schools in supervising data collection, analysis and presentation. CHMT / HF should set aside a budget 
to support students’ expenses during the survey. A template questionnaire for conducting the interview 
is found in Appendix IV and V 
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7.6.3.3		Interview	with	HSPs/management

This method involves interviewing HSPs or facility management on various issues that are non-technical 
(administrative) and technical on how to manage specific conditions. The supervisor asks the HSPs 
questions that follow the steps of consultation.  The response is recorded in respondents’ own words. 
The interviewer will need to ask for clarification in responses, which are not clear. However, care must 
be taken to ask open-ended questions because health facility providers tend to over-report to please the 
supervisor and avoid being poorly scored. The information collected will later be recorded (if necessary) 
and later analyzed.

Note: Supervisors should conduct interviews to elicit the level of providers’ satisfaction at least once 
in a year. Self-administered questionnaire can be prepared using a template found in Appendix VI. In 
order to ensure confidentiality the questionnaire should be anonymous. After completion of SS exercise, 
supervisors will analyze the data. During subsequent visits supervisors should use findings from the 
interviews to discuss with supervisees grievances noted and the best way to address them.

7.6.4			Use	of	combined	methods

It should be remembered that each method has its advantages and limitations, and none is adequate for 
all situations.  For these reasons, using a combination of methods is usually more reliable. The team 
must identify the most feasible data collection method and issues to be addressed for each supportive 
supervision visit.

7.7	 	Scoring	System

Supportive supervision is about assessing how HSPs perform during provision of health and social 
services to the patients or clients. It is not about assessing HSPs as individuals. The performance of HSPs 
needs to be measured. Performance measurement is a method of determining quality of inputs, processes 
and outputs in a system. It aims at answering the question “where are we now?” It involves collecting 
data, analyzing them, and uses the results to improve standards of care and reduce mistakes. 

Every indicator assessed or supervised need to be scored. The scoring system in the Checklist (see Part 
III) is as follows: 

•	 0	score	(not	performed	at	all	or	not	available)
•	 1	point	(sometimes	or	irregularly	performed	or	present	but	not	functioning	and	
•	 2	points,	well	performed	or	available	and	functioning.	
•	 NA,	not	applicable.

It should, however, be noted that one may opt to score using the following system: 
Yes	- When an observed element is in full conformity to the standard or Best Practice then the assessed 
element or area is considered to be “fully observed” and therefore scored as Yes or Y in short.
Partial - When an observed element is between full conformity and non-conformity then the assessed 
element or area is considered to be “Partially Observed” abbreviated as P.
Not at all - When an observed element is not in existence or is not at all in conformity to the standard or 
Best Practice then the assessed element or area is considered to be “Not at all observed” abbreviated as 
N. Whereas NA score is for not applicable indicators. During scoring YES should be given a score of 2; 
PARTIAL a score of 1 and not at all a score of zero (0). 



23NATIONAL SUPPORTIVE SUPERVISION GUIDELINES FOR QUALITY HEALTH SERVICES 

7.8	 	Data	entry	and	analysis

The filled forms should be kept in secure place. For hospitals supportive supervision or assessment, 
the data will be analysed using computer software. For primary HFs, self-supportive supervision or 
assessment, a summarised version of the assessment tools will be used which will be easy for manual 
analysis of the data. 
For external supportive supervision or assessment of primary HFs by CHMT, the comprehensive 
assessment tools will be used and the data will be analysed using computer software. 

With the introduction of electronic devices, data will be entered in computer software on the site. Outputs 
from the devices can be shared immediately with the supervisees. This will enhance efficiency hence 
effectiveness of supportive supervision.

7.9	 	Results	presentation

•	 Work	out	areas	of	strength	and	those	in	need	for	improvement.	
•	 Present	the	results	to	all	staff	and	HFGC	or	CHSB	or	Hospital	Boards.	
•	 	Allow	open	 discussion	 on	 reasons	 and	 factors	 that	 have	 influenced	 the	 results	 and	 document	

them. They are valuable information to improve assessment skills next time. 

7.10	 Developing	Quality	Improvement	Plans

Finally supervisees, under the guidance of supervisors, should develop an action plan based on findings 
(weaknesses) from supportive supervision. The plan will consist of areas of performance gaps, an 
analysis of the underlying factors, objectives on selected priority issues, strategies for interventions and 
activities planned to accomplish the strategies. The action plan should contain title of the responsible 
person/s, resources necessary to accomplish the plan, the timeframe and indicators that will be used to 
objectively verify whether objectives have been attained or not. 

7.11	 Monitoring	and	Evaluation	of	Supportive	supervision

At the end of the year supervisors will plot the trend on the progress made for each indicator. Discussion 
should then be made on areas of weakness with a view to set strategies for implementation in the 
next year. Supervisors should also prepare charts and graphs for dissemination to stakeholders. Best 
performers should be recognized and rewarded. Best performers might include those who ranked high 
in the performance list and/or those recording highest level of improvement. Each year supervisees 
should get opportunity to assess supervisors on the quality of SS. A feedback form should be distributed 
for supervisees to fill in. Supervisors will analyze the forms and use the findings to institute necessary 
changes aiming towards improvement of the quality of SS.

7.12	 Disseminating	Best	Practices

In the course of SS, some supervisors will be exposed to best practices for addressing encountered 
challenges. The MoHCDGEC will support regions and Councils on knowledge management through 
innovations by incorporating research, documentation and dissemination of such findings.  Dissemination 
will focus on posting the success stories on the website, dissemination of reports, presentation in annual 
conferences such as NQIF, etc.  
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SECTION 8: SUPPORTIVE SUPERVISION REPORT WRITING

8.1	 	The	purpose

The purpose of a SS report is to inform the supervised HSPs, decisions makers and other stakeholders 
about the quality of services being provided. 

8.2	 	Format	of	SS	Report

The content of the report shall include:
 
•	 Title	
•	 Table	of	contents
•	 Acknowledgement
•	 Acronyms
•	 Executive	summary
•	 Introduction	
•	 Objectives
•	 Findings	and	analysis/observation	based	on	what	was	supervised
•	 Conclusions	and	recommendations
•	 Appendices
•	 References
 

8.2.1	 Details	of	the	SS	Report	Format

Acknowledgement:	 Word of appreciation to individuals and stakeholders who participated and 
supported the supportive supervision.

Acronyms: Short forms (abbreviations) of words written in full.

Executive	Summary: This section presents to the reader in summary form the most essential information 
of what are in the whole report.  It is supposed to not exceed two pages. It includes the objectives of the 
SS, findings, conclusion and recommendation.  In the report, the summary comes first, but it is written 
after all the proceeding sections of the report have been written.

Introduction: States the purpose of the SS, places visited and key people met.  A brief description of 
the methodologies applied in conducting the supportive supervision should be included in this section.

Objectives: It states broad and specific objectives of conducting the supportive supervision.

Findings: This part presents the analysis of all strengths, weaknesses and constraints or challenges 
observed during SS. Emphasis can be made on those key issues (weaknesses) found.

Recommendations:	 This part includes suggested actions or activities to be taken or implemented by 
respective levels in order to improve weaknesses that were observed with resultant improvement in 
quality of service.
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Conclusion:	This part winds up the report and reinforces the main messages of the whole report. It 
draws inferences from the entire process about what have been found and the impact of the findings. 

Appendices:	The information that supports the findings, analysis and validates conclusion will be placed 
in the appendices. Example of information that could be included in the appendices are figures, graphs, 
tables, pictures, maps, charts, letters, questionnaire, other tools and names, designation of people met as 
well as their contact addresses.
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PART II

SECTION 9: SETTING UP NATIONAL MENTORING SYSTEM

In order to improve quality of health services provided in HFs it is important to have functional mentoring 
system that is linked to SS. During SS, supervisors will identify issues that require intervention from 
both administrative and clinical mentors. Therefore, in order to have a functional national mentoring 
system, it is important to define qualities, competencies and training of mentors, resources needed and 
items to be covered during mentoring as well as defining the levels of mentoring. 

9.1		 Qualities	of	a	Mentor	

For effective mentorship, a mentor should have the following qualities: 
•	 Has	sufficient	knowledge,	skills	and	experience	in	areas	to	be	mentored;
•	 Be	approachable	and	accessible	with	good	interpersonal	communication	skills;	
•	 Be	actively	practicing/providing	administrative	or	clinical	services;
•	 	Be	familiar	with	the	all	levels	of	service	delivery	in	the	country,	common	illnesses,	the	disease	

pattern in the country and appropriate language (Kiswahili and English);  
•	 Committed	and	available	to	provide	technical	assistance	to	less	experienced	HSPs;	and	
•	 Have	the	required	core	competencies	
 -  Ability to help mentees improve knowledge, skills and confidence to provide health services 

accurately, consistently and independently;  
 -  Use a variety of mentoring techniques such as bedside teaching, demonstration and return 

demonstration and clinical case review/discussions at several avenues including grand rounds; 
 - Ability to establish an effective learning environment as part of a mentoring visit; 
 -  Ability to share with the mentee teaching tips or clinical management suggestions in the 

presence of mentee and patient; and
 -  Ensure that communication flows appropriately in three directions between mentee - client, 

mentor-mentee, and client-mentor. 

9.2		 Training	of	Mentors	

In order to ensure that mentors are well prepared and familiar with their work, it is important to cover the 
following key components in training: 

•	 Updates	of	quality,	quality	improvement	(QI)	and	quality	assurance	(QA);	
•	 Communication	and	coaching	skills;	
•	 Basic	concepts	of	mentoring;	
•	 Roles	and	responsibilities	of	mentors;	
•	 Mentoring	process	and	methods;	
•	 Practicum	of	mentoring	including	the	use	of	mentoring	tools;	
•	 Synergy	between	SS	and	mentoring;	and	
•	 Monitoring	and	evaluation.	

9.3			 Resources	Needed	for	Implementing	Mentoring	

Mentorship recognizes the importance of capacity development, continuing education, adult learning, 
and support for HSPs and the long-term sustainability and wellbeing of both the personnel and health care 
system. This initiative needs stakeholders to mobilize resources for its implementation. The resources 
needed are similar to SS and include: 
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•	 Reliable	allocated	transport	(can	be	shared	with	supervision	team);	
•	 	Adequate	time	for	mentors’	preparation,	travel,	field	visit,	immediate	feedback,		reporting	and	

follow-up activities; 
•	 Travelling	allowances;	
•	 Communication	cost;	
•	 Stationery;	
•	 Tools	for	mentoring;	
•	 Monitoring	and	Evaluation	tools;	
•	 Communication	support:	radio	call,	airtime,	landline,	e-mail	or	internet	access;	and	
•	 Support	for	mentoring	review	meetings.	

9.4		 Levels	of	Mentoring	

Mentoring will be conducted in all levels of health service provision namely National, Regional, Council, 
Health Facility and Community. 

9.4.1			National/Zonal	Level	

There will be a pool of mentors at national and zonal level that will be identified, trained and coordinated 
by MoHCDGEC. National/Zonal mentors shall be posted to regions or the consultant hospitals in 
accordance with technical/clinical needs identified or reported. 

9.4.2		 Regional	Level	

RHMTs shall coordinate and oversee the implementation of mentoring activities at the regional 
level. They shall keep record of mentors trained on mentoring and increase pool of regional mentors 
in the region, disseminate the guidelines to districts, identify mentoring needs at the Council level, 
and communicate with MoHCDGEC or consultant hospitals for facilitation/guidance and technical 
backstopping. The regional mentors’ primary responsibility is to provide in-house mentorship to the 
colleagues of the regional hospital and build capacity of council mentors. In addition, the RHMT shall 
develop activity calendar, organize meetings between supervisors and mentors for sharing information 
and follow-up of actions. 

9.4.3		 Council	Level	

CHMTs shall coordinate and oversee the implementation of mentoring activities at the council 
level. CHMTs shall identify mentoring needs at the HF level (level I hospitals, Health Centres and 
Dispensaries), select mentors; create and keep an inventory of council mentors, coordinate mentors 
and mentoring activities in the council, ensure documentation and facilitate information sharing, assess 
mentors’ performance, follow up action plans and outcome of the mentoring and coordinate meetings 
between supervisors and mentors. 

9.4.4			Primary	Health	Facility	and	Community	Levels	

Mentorship within the HF is a cost effective and sustainable approach for quality improvement in health 
care services. Mentors at Health Centres may be from the Council level or nearby Health Centres. Mentors 
from Health Centres will mentor the Dispensaries in their cascade and mentors from Dispensaries will be 
responsible for mentoring CHWs.
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9.5		 Mentoring	Process	

This section describes the mentoring process, the frequency and the methods of conducting mentorship 
as shown in Table 1. 

Table	1:	The	Mentoring	Process	and	Tasks	Performed	in	Each	Stage	
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PART III:

SECTION 10: GENERIC TOOLS

This generic tool intends to guide supervisors on which areas they should focus their attention during 
supportive supervision. Furthermore, the tool will assist RHMTs, CHMTs and other levels to design 
supportive supervision checklists and/or self-assessment tools. It is not feasible to take all details into 
account. If during the daily work, users of this generic checklist come across topics, which are not at all, 
or not sufficiently covered they are invited to share their observations with the MoHCDGEC. 

The National Supportive Supervision Tool is supposed to be simple, user friendly and should not bear 
too many details. Each department should make the detailed checklists for local use and should be 
formatted in accordance to the national guidelines. 

The tool is arranged in a table format, which has SIX columns with the following information:
•	 Column	1:	Standards:
•	 	Column	2:	Number	of	indicator	question: It shows the number of indicators in chronological 

order.
•	 	Column	3: Indicator questions: A number of indicator questions listed which  need to be asked 

and/or observed during a supervisory visit in relation to a standard.
•	 	Column	 4: Verification criteria: These are statement (s) representing best practices or ideal 

situations which are used to score against a corresponding indicator question and standard. It is 
a yardstick used to measure the performance of healthcare providers against an indicator and a 
standard.

•	 	Column	5:	Response:	This can either be Yes (Y), Partial (P), No (N), or Not applicable (NA) in 
which Y=2, P=1, N=0

•	 	Column	6:	Remarks: In this column the supervisor or assessor will note down any deviation (s) 
from the verification criteria.
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APPENDICES

APPENDIX	I:	Options	to	Optimize	the	Quality	of	Supportive	Supervision

A.	Introduction

The different services, which the health sector offers to the population, become more and more complex. 
Consequently, supportive supervision of the service providers has to respond to this complexity. It is 
therefore advisable to compose supportive supervision teams of members with different technical skills, 
so that all aspects of the services can be competently supervised.

There are various options, which may be used   to improve the quality of supportive supervision 
significantly. The options include the Shepherd approach, Supervisor assessment by Supervisee and 
awarding SS Certificates. These options should be field-tested before being official used at each level.

B.	The	“Shepherd”	approach

During supportive supervision each HF should have one key supervisor, who bears the full responsibility 
for the respective HF. The key supervisor should act as a kind of shepherd, making sure that HF under 
his/her responsibility prosper and improve the quality of their services significantly. This key supervisor 
should remain in his/her post for at least two years to give ample time to the staff members to build a 
relationship based on mutual trust.

Roles of key supervisor are to:
1. Decides on the composition of the supportive supervision team, which may change according to 
the specific needs of the HF staff.  
2. Organizes follow up supportive supervision
3. Bears the full responsibility for report-writing, 
4. Bears full responsibility for the completeness of checklists and feedback given to the HF and to 
the community.  
5. Make follow up the decisions taken during the last supportive supervision and present the 
supportive supervision results during the supervisor team meeting.

Advantages of this approach
1. Encourages ownership on the part of the supervisor for their HF
2. Responsibility for one HF is clearly assigned to one person.
3. Facilitates follow up by the National/RHMT/CHMT  

C.	Assessment	of	supervisors	by	the	supervisees

This assessment could be done by a questionnaire, which can be worked out by the supervisor (National, 
Regional and Council) and representatives of the supervisees. The questionnaire should be filled in 
anonymously. Respective authorities could award supervisors who receive an excellent score.

Advantages
The benefits of the supervisees’ assessment of Supervisor are as follows:
1. Supportive supervision becomes a “two way communication” and problem solving.
2. Supervisor will make more efforts to become real partners of the supervisees
3. Helps to identify performance of the supervisor 
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D:	Awarding	Supportive	Supervision	certificate
To improve the quality of supportive supervision a certificate may be awarded to a HF or unit performing 
well according to standards.

Advantages
The benefits of awarding SS certificate to best performing HF are as follows: 
1. Motivation among HSPs within the HF or unit.
2. Enhance competition for performance among HFs or units.
 
 



96 NATIONAL SUPPORTIVE SUPERVISION GUIDELINES FOR QUALITY HEALTH SERVICES 

A
P
P
E
N
D
IX
	I
I:
	C
om

pa
ri
so
ns
	o
f	T

ra
di
ti
on
al
	S
up
er
vi
si
on
	a
nd
	S
up
po
rt
iv
e	
Su
pe
rv
is
io
n

So
ur

ce
: M

A
Q

 (2
00

2)
. M

ak
in

g 
Su

pe
rv

is
io

n 
Su

pp
or

tiv
e 

an
d 

Su
st

ai
na

bl
e:

 N
ew

 A
pp

ro
ac

he
s 

to
 O

ld
 P

ro
bl

em
s,

 
M

A
Q

 P
ap

er
 N

o.
 4

 o
f 2

00
2 

pg
. 1

4.
  A

cc
es

se
d 

fr
om

 h
ttp

s:
//w

w
w

.k
4h

ea
lth

.o
rg

/s
ite

s/
de

fa
ul

t/f
ile

s/
m

aq
pa

pe
ro

ns
up

er
vi

si
on

.p
df

 o
n 

5t
h 

Ja
nu

ar
y 

20
17

  



97NATIONAL SUPPORTIVE SUPERVISION GUIDELINES FOR QUALITY HEALTH SERVICES 

APPENDIX	III:	Mentoring	Versus	Coaching

Introduction

Coaching is usually driven by specific objectives aimed at ensuring that the learner acquires some 
specific skills. Thus, coaching follows a prescribed plan with timing that goes on until the objectives are 
met. The learner learns by using his/her own experiences, hence the coach does not necessarily need to 
share similar expertise with the learner. The coaches need to know how to inculcate a learning attitude 
and apply effective strategies to make the learner acquire the targeted skills.  

On the other side, mentorship occurs when there is transfer of knowledge and skills from a more 
experienced mentor to a less experienced mentee. Hence, the mentor must share similar profession with 
the mentee. Mentorship is less formal compared to coaching, hence does not have specific timeframe or 
specific objectives.

Some	Key	Differences	between	Coaching	and	Mentoring	

Length of Engagement: Mentoring is usually ongoing, whereas coaching is usually provided until a 
desired behaviour is developed and established.

Scope and Structure: Coaching is usually provided in a structured program with distinct, professionally 
related goals and outcomes achieved through a defined process. Mentoring most often takes a less formal 
structure, with transfer of knowledge through discussion of a variety of topics affecting personal and 
professional progress.

Vocational Connection: A coach might not have any specific vocational experience in the field of the 
person being coached – they do however, lend objective approaches to the subjective experience of 
the individual to promote learning. A mentor on the other hand, has “been there and done that” – their 
subjective experience helps the individual broaden his/her knowledge and skills and thus prepare for 
similar experiences.

Learning Route: Mentoring generally aims to transfer the content of knowledge, experience and skills 
from one individual to another. Coaching aims to provide the processes by which an individual can 
objectively explore their own learning and behaviour. 

Synergy	Between	Supportive	Supervision	and	Mentorship
Strengthening supportive supervision with mentoring is gaining more recognition than ever as a critical 
part of Human Resource for Health Management for the delivery of high-quality HF services. Both 
supportive supervision and clinical mentoring are important in ensuring quality of health services 
provision. Each of these processes is important and complements the other to yield more impact on 
expected outputs and outcomes. Supportive supervision identifies gaps in performance of HSPs especially 
in technical and clinical skills, whereas clinical mentorship provides the remedy through skill drills, 
coaching, and practice through mentor-mentees interaction. It is being emphasized that both of them 
should have planned meetings to share results of their work to improve the quality of service. In this way, 
they will complement each other and have an impact on the quality of service delivery with optimum 
results being achieved rather than each one carried out independently. The concept of complementarity 
of the clinical mentorship system to the existing systems of supportive supervision and monitoring and 
evaluation is considered to provide a desired synergistic effect 

2The Archway Group Pty Ltd (2008). Business Topics: Management vs. Leadership, Mentoring vs. Coaching and Strategy vs. 
Tactics. Accessed from 
 http://www.archwaygroup.com.au/Assets/78/1/BusinessTopicsNov08.pdf.  Lastly retrieved on 5th January 2017. 
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