
This is an important but often neglected first step. Buy-in means that all parties concerned, including the district 

manager, clinic supervisors, programme managers, the district information officer, clinic staff as well as key 

administrative officials, understand that regular supervisory visits improve the quality of care at a clinic level. 





Step 1 explained the importance of involving various levels and role players in clinic supervision. The following step 

is to establish a supervisory team which could include representatives from the following groups:

Health workers and managers from both Provincial and Local Government

Clinic Supervisors

Community Health Centres

PHC Clinics

Mobiles

Programme Managers

District Information Officer

Quality Assurance (if available at a district level).

It is important to identify a team leader, who will be the driver of the process. Functions of the team leader include 

coordinating meetings, consolidating and presenting a quarterly report on key indicators and PHC activities within 

the district at the District Management Team meeting. In addition, the team leader would have to ensure problems 

encountered are highlighted, solutions are identified and that decisions taken are followed through. 

A team approach provides a much needed support system for clinic supervisors. A lack of support impacts considerably 

on their ability to do supervision. The failure of the District Management Team to prioritise clinic supervision is 

primarily responsible for this lack of support. Supervisors are seldom supervised, seldom praised or thanked for their 

efforts and are invariably given negative feedback on their performance.



In this step we address:

1) Role confusion

2) The clinic supervisor’s scope of work and lines of responsibility

3) The role of the supervisory team

The provincial policy formalises the supervisory system for the province. It should set the standard for the frequency 

of supervisory visits as well as the number of facilities each supervisor is expected to supervise. The provincial policy 

should also clarify the roles of programme coordinators and quality assurance staff in relation to supervision. In 

provinces where there is no provincial policy, the national guidelines should be used as a reference. 

It is the responsibility of the supervisory team to ensure that these policies are implemented at district and sub-district 

levels. In order to do this, the team should ensure that supervisors:

have job descriptions

know to whom they are accountable 

know for which clinics they are responsible 

know how often they have to report to the district and the province

know what must be reported on and in what format. 



In many instances confusion still exists between clinic supervisors and programme managers with regard to the 

supervisory role. 

The role of district level programme managers varies across districts and between programmes. In some districts, clinic 

supervisors do the in-depth programme reviews for all programmes and are required to have detailed knowledge of 

all services delivered at a clinic level. In other districts, the programme managers visit clinics regularly and provide 

in-depth programme supervision and expertise on their specific programmes. 

However, the main problem is that the lines of communication and accountability between district and provincial 

programme managers and PHC supervisors are not clearly defined. 

Provincial and district programme managers need to address any confusion regarding the supervisory role of district 

programme managers. For instance, if programme managers visited clinics regularly once a quarter to do in-depth 

reviews, it would support the overworked and stretched clinic supervisors considerably.





Although clinic supervisors have a number of different roles, the focus of their work should be on the clinics assigned 

to them. They have to visit these clinics regularly and assist in solving problems. At the end of each month, they 

should summarise their supervisory activities undertaken in the previous month. They need to document the visits 

undertaken, the problems identified and the activities undertaken to address these problems and present these at the 

supervisory team meeting. 



Flow diagram to illustrate a clinic supervisor’s lines of responsibility:

To prevent role confusion and overwork it is therefore necessary to draw up a flow chart indicating which facilities 

each supervisor is responsible for. This can be done for both provincial and local government supervisors.



The monthly activities of the clinic supervisors will be guided predominantly by two tools in the CSM, the Red Flag 

and the PHC Review. Quarterly visits by the programme managers may be guided to a large extent by the in-depth 

tools in the CSM, for example the In-Depth Review of HIV and AIDS Services. In-depth reviews may be conducted 

by the programme manager alone or together with the clinic supervisor. 

For example, in some districts the supervisor conducts the Red Flag and PHC Review whilst the programme manager 

conducts the relevant In-Depth Programme Review. However, communication between the two is key and if the 

programme manager visits a clinic on his/her own, the clinic supervisor must be informed of the visit beforehand. The 

findings of the visit must also be shared with the clinic supervisor. (See also Appendix 2: Suggestions for conducting 

In-Depth Reviews.)

In implementing the supervisory policy the supervisory team has to ensure that:

Facilities and programmes run smoothly

Staff are supported and developed

Policies and procedures are followed

Problems are identified and solved

Quality of care improves

The motivation and morale of clinic staff improves.



In most provinces, district health managers are expected to produce quarterly reports on reviews done. (See Appendix 

3 Quarterly review meetings: Suggested process.) Provincial programme coordinators and representatives of the 

quality assurance units should attend these quarterly review meetings as provincial support is important for a number 

of reasons: 

At a provincial level: 

The province is seen to prioritise and support supervisory activities in the districts

The province is seen to support district level activities

The province can assist in exploring strategies to address problems 

The province can guide district activities in line with provincial targets and policies

The province is able to monitor and evaluate progress at a district level.





A baseline assessment is a look at “where are we now?” It helps to describe what the situation is and how the district 

primary health care services are performing against provincial, national, and even international standards. A baseline 

assessment provides measurements of what the starting point is, so that after implementation it is possible to determine 

whether there has been any change. 

A baseline assessment will assist to:

When choosing what to measure in your baseline assessment, first determine what is important.

The document “The Primary Health Care Package for South Africa - A Set of Norms and Standards”1 provides norms 

and standards for primary health care facilities in South Africa. These are also included in Section 9 of the Clinic 

Supervisors Manual. The PHC package together with the targets set by the national and provincial Departments of 

Health provide a guide to determine what is important to look at in a baseline assessment. 

1 Available from the National Department of Health, Quality Assurance Unit.



The baseline assessment should be action-oriented. Once identifying the major problem areas, it should help to direct 

the actions required. 

When planning what to measure in the baseline assessment, also give consideration to what is feasible to collect 

with the resources available. It should be possible to obtain most of the information from the routine District Health 

Information System.

Indicators are a useful way to obtain measurements that will give an indication of the health of people living within a 

district and of the quality of care services delivered within the district.

Input indicators: Measure the availability and accessibility of resources needed to carry out activities e.g. number of 

posts filled and number of posts vacant, percentage of PHC clinics with running water.

Process indicators: Measure the activities that lead to the provision of a service e.g. number of training sessions 

conducted; availability of drugs or nutrition supplements.

Output indicators: Measure the services provided e.g. percentage of clinics visited monthly by a clinic supervisor, 

percentage of sexually transmitted infections (STIs) treated according to the national protocol, number of clients 

served.



Outcome indicators: Measure changes that result from the outputs (usually relatively short term) such as changes 

in knowledge, attitudes and behaviour of clients e.g. percentage of women who attend their 1st ANC visit before 20 

weeks, adherence to treatment.

The first time these two tools are used, serves as a baseline assessment. The Red Flag and Regular Review List,

together with guidelines to their use, can be found in Section 3 of The Clinic Supervisors Manual. They focus on key 

administrative and quality of care issues which have to be in place for the delivery of effective PHC services. 

Many districts have used the Red Flag and Regular Review Lists to assist not only in doing the baseline assessment, 

but in all stages of the planning cycle. The goals and objectives of the district are highlighted in the lists. For example, 

supervisors are asked to detail if there were any drug stock outs. The goal of the district is identified as “No Drug Stock 

Outs”. The plan of action is to address the problem of drug stock outs. A month later, progress is reviewed.



Having completed the baseline assessment, the district supervisory team has to set its goals and objectives. Some of 

these may be contained in the Red Flag and Regular Review for example:

No drug stock outs

All refrigerators working and monitored twice a day.

Other goals and objectives will be guided by national priority programmes and goals set by the national and provincial 

departments of Health, for example:

Turn around time for laboratory specimens < 48 hours

Smear conversion rate > 85%

VCT to be available at 100% of facilities

All cases of diarrhoea treated according to the standard treatment guidelines.



Not all problems can be addressed and not all programmes can be improved at the 

same time, so it is essential to prioritise when setting goals and objectives. This 

diagram has been used successfully to assist districts in prioritising 

their problems.

In the centre, the bull’s eye, are the key “have to do” issues that 

each district must do in order to achieve its core function 

of delivering PHC services, eg. the delivery of VCT at all 

facilities in the sub-district. These are mostly determined 

by the priorities set at a national and provincial level 

as well as those identified by the district. The second 

ring contains issues which would be “nice to do” once 

the central issues are functioning effectively. For example, 

the monitoring of all absenteeism rates in the district. The

outside ring represents those issues which should only be 

addressed in a well functioning district which is going for the 

gold standard; for example, setting up a monthly district newsletter.

Clinic supervision is considered important by national, provincial and district health departments. However it is 

seldom prioritised by these three levels of government. There is no national policy on clinic supervision, few provinces 

have provincial policies and even fewer districts have incorporated supervision into their plans for improving the 

quality of Primary Health Care services. 



The time management quadrant can be used as an illustration of the prioritisation of activities at a district level. In 

this quadrant the urgency and importance of activities are compared to one another (see time management quadrant 

below).

Clinic supervision is considered by managers at provincial and district level to be important, and therefore falls into 

quadrant 2 (important) in the time management quadrant. However, in reality in most districts, it is not seen as urgent 

and is therefore not prioritised. Other activities are defined as urgent and are prioritised, regardless of their importance 

in relation to the core business of the district, which is the implementation of PHC services. The result is that clinic 

supervision can at times not take place for months on end whilst these more ‘urgent’ activities are attended to.

Urgent and Important
Keeping to the planned schedule of supervisory visits.

Urgent
A request from province for the number of disabled people 
employed in the district by tomorrow 16h00.

Important
Attending to issues raised at previous clinic visits (such as 
shortage of nevirapine tablets).

Not urgent and not Important
Attending a candle lighting ceremony at the provincial office on 

the day of a scheduled clinic visit.



At this stage of the planning cycle it is necessary to explore the gap between each goal set and the baseline assessment 

made. Having identified possible reasons for the gap, possible solutions to the problems need to be worked out. This 

can be done by brainstorming. Clinic supervisors and facility managers can brainstorm together to try to identify 

possible reasons for certain problems, how they should be resolved, and whose responsibility it is to resolve them. 





In the previous step possible solutions to problems were identified. Weighing up solutions by using the SMART 

method has been found to be an effective method for finding the right solutions. 

The table on page 24 provides an example of an action plan for solving problems using the SMART method.





Clinic Supervisors are expected to ensure that PHC services are delivered effectively and efficiently at a clinic level. 

Many of the problems experienced at a clinic level are as a result of poorly functioning support systems. For example, 

drug stock outs are often caused by no transport to deliver drugs. Supervision is advocated as a means of dealing with 

systemic needs and problems. However, no authority is delegated to the clinic supervisors to deal with other members 

of the District Management Team (DMT) whose poor management is affecting the functioning of the clinics. Clinic 

supervisors do not have the authority to address and act on the problems causing poor service delivery. In addition, 

supervisors may be reluctant to undertake supervisory visits as the problems identified during previous visits have not 

been addressed. Discussing these issues at the DMT meetings is a way of getting the team to address the identified gaps 

collectively in support of the supervisor.



At a district level many good plans are made in response to provincial requests, but far too many of these are filed and 

never implemented. A plan is only as good as the extent to which it is carried out.

Implementation of a plan will always require support. Ongoing support of all the role players concerned, is an important 

part of any intervention aimed at improving quality of care. This includes emotional support and encouragement as 

illustrated in the example below from the Eastern Cape.



This example of targeted supervision in Tshwane, shows that regular monitoring by supervisors at the clinics is a form 

of support which is essential for improved service delivery.



Once the plan has been implemented, it is necessary to evaluate how well this has been done and if it has had a 

positive impact.

In order to monitor progress, the indicators that were identified in the planning phase should be used (as in step 4). 

These will give a measure of progress towards the goal.

We need to ask:

Have we closed the gap between where we want to be (our goal) and where we were (baseline 

assessment)?

Was our action plan appropriate?

What is the reason for the lack of success in some areas?

Do any of the proposed activities need modifying?

What steps need to be taken to sustain and further improve quality of care?

Monitoring the impact should take place on a monthly or quarterly basis. It provides an opportunity to analyse 

progress, plan additional activities towards achieving the goal and to reprioritise. It also ensures that the team remains 

focused on the key result areas identified by the district. Some examples of how this can be done follow on the next 

few pages. 
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Using the Nine Step Plan as a guide to effective clinic supervision gives a clear and methodical approach to tackling a 

complex issue. It provides an outline of the path that can be followed to implement clinic supervision. Whilst it does 

not provide great detail or depth, it provides guidance on what tools to use and which skills are required, in order 

to find one's way. The results of using the 9 steps in this guide will improve quality of care and contribute to clinic 

supervision being seen as both manageable and a priority by clinic supervisors, programme managers, sub-district 

and district managers alike.




