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ABSTRACT
Background: Water, sanitation and hygiene (WASH) is one of the important components of Sustainable
Development Goals which is essential for achieving any global health-related goals. WASH in health care facilities is
prioritized as a necessary input to achieve health goals. Supportive Supervision has been established as an effective
intervention in improving the performance of health care workers. This paper evaluates the role of supportive
supervision in improving WASH facilities in the health care facilities of high priority districts of Tamil Nadu.
Methods: The effectiveness of supportive supervision in improving WASH facilities was assessed through a pre-post
experimental research design. World Health Organization proposed steps were followed while planning for the
supportive supervision. Supervisory visits were made using checklists in all secondary level public health facilities in
7 High Priority Districts which were chosen based on the preliminary WASH survey conducted by UNICEF. The
same health facilities were revisited after 3 months and supervised using the same checklist.
Results: In the first supervisory visit, 41.6% of the health facilities (57 out of 137 facilities) were non- functional in
terms of WASH score, while only 5.8% (8 out of 137 facilities) were fully functional. In the second visit, proportion
of non- functional facilities had dropped from 41.6% to 7.3% and there has been an increase in the partially functional
(52.6% to 71.5%) and fully functional facilities (5.8% to 21.2%) which was found to be statistically significant.
Conclusions: Supportive supervision was able to show a significant improvement in the WASH facilities in all types
of facilities.
Keywords: Supportive Supervision, WASH

INTRODUCTION
Water, sanitation and hygiene (WASH) is one of the
important components of sustainable development goals
without which achieving any of the global health-related
goals, including those to reduce maternal mortality and
end preventable new born deaths is not possible.1–3
WASH in health care facilities is prioritized as a
necessary input to achieve all global and national health
goals. The benefits of adequate WASH in Health Care

Facilities (HCF) include reducing health care acquired
infections and anti-microbial resistance, improving
occupational health and safety leading to quality care
service in the facilities.
Despite the fundamental need of WASH for quality
health service delivery, access to WASH in HCF is
alarmingly poor. A 2015 WHO/UNICEF global report
revealed that 38% of HCF had no source of water.
Furthermore, the provision of water and soap or alcohol-
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based hand rubs for hand washing was absent in over one
third of facilities and almost one fifth of facilities did not
have improved sanitation. It was also noted that national
planning for WASH in HCF was largely lacking and
limited availability of data on WASH coverage in HCFs.4
UNICEF as part of RMNCH+A strategy in 2014
conducted a WASH assessment of 341 Public Health
Facilities in 13 health unit districts (HUD) of Tamil
Nadu. In the assessment report, the overall WASH index
score was good across facilities in all HUDs, except
health sub-centers; the major concerns were reported
related to sanitation and hygiene. The lack of
housekeeping staff as well as the increased flow of
patients was reported as major reasons for less sanitation
and hygiene across health facilities. Lack of water and
sanitation facilities were found high across HSCs.
Government of India recommends supportive supervision
of health facilities for WASH practice for compliance and
provision of Quality care. UNICEF undertake WASH
assessment every 3 months in the high priority districts to
support the health facilities in taking corrective
measures.5
Supervision provides an excellent opportunity to provide
follow-up training, improve performance, and solve other
systemic problems. The traditional method of supervision
was based on the assumption that the subordinate workers
are least motivated and therefore required a strong control
from outside to boss and keep things in track. Such
controlled supervision involved authoritarian approach.
Having followed for years, this approach proved itself to
be of less benefit to the system rather harmful, thereby
warranting an approach which makes the supervisors and
health workers work together to solve problems and
improve performance. Supportive supervision is one such
approach. Supportive supervision is helping to make
things work, rather than checking to see what is wrong.
Supportive supervision encourages open, two-way
communication, and building team approaches that
facilitate problem-solving. It focuses on monitoring
performance towards goals, and using data for decisionmaking, and depends upon regular follow-up with staff to
ensure that new tasks are being implemented correctly.6–8
There are mounting evidence supporting the role of
supportive supervision in improving the health care
especially in improving immunization services and
family planning services.9–13 It has also been established
as an effective intervention in improving the performance
of health care workers.6,14–18 This study evaluates the role
of supportive supervision in improving the WASH
facilities in the HCF of high priority districts of Tamil
Nadu.






Setting up a supportive supervision system
Planning regular supportive supervision visits
Conducting a supervisory visit
Follow up activities

These steps were followed while planning for the
supportive supervision.
Setting up a supportive supervision system
A supportive supervision system was set up by creating
supportive supervisors, supervisory checklist and
ensuring adequate resources were available for
conducting visits. Medical post-graduates from Institute
of Community medicine, Madras Medical College, were
trained for doing a supportive supervision using the
WASH Supervisory Checklist by one day training by
UNICEF consultant. The supervisors were also given
hands on training on using WASH supervisory checklist
at the Rural Health Training Centre by UNICEF
Consultant. Twenty-one Post Graduates students
underwent the training. WASH supervisory checklist
consist of 3 components – Labour ward, New Born Care
Corner/ Special New Born Care Unit/ New Born
Stabilization Unit and post-natal ward as shown in Figure
1. In each component, hand washing facilities and
practice, toilet facilities, waste segregation and overall
cleanliness of the facility was assessed. Score was given
to each question. Based on scores, each facility was
classified as non-functional (0-18), partially functional
(19-33), fully functional (34-42).

Figure 1: Scoring pattern of WASH index.
METHODS
The effectiveness of supportive supervision in improving
WASH facilities was assessed through a pre-post
experimental research design. World Health Organization
has proposed the following steps to undertaken for a
supportive supervision.7

It was also ensured that the supervisors get adequate
resources for conducting the visits. Budgetary allocations
were made separately for transport to and fro from the
districts, between facilities within the district, per diem
and accommodation. The necessary resources for making
the visit were arranged prior to the visit.
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Planning regular supportive supervision visits
During this step it was decided on where and when the
supervisory visit is to be made. It was decided by
UNICEF consultants to do supervisory visits in all
secondary level public health facilities in z7 High Priority
Districts. These 7 high priority districts were chosen
based on the preliminary WASH survey conducted in 13
Health Unit districts (HUD) of Tamil Nadu by UNICEF
during the year 2014. Among the 13 HUDs, 7 HUDs
were identified as high priority districts (HPD) by
Government of India, Ministry of Health & Family
Welfare. The 7 HPDs are Krishnagiri, Madurai, Vellore,
Tiruchirappalli,
Tirunelveli,
Tiruvannamalai
and
Virudunagar. These districts had been selected based on
key indicators from the national child survival score card,
health management information system data on maternal,
infant, neonatal, and Under five mortality, performance

of key antenatal, intra-partum and post natal, family
planning and adolescent health and nutrition services for
maternal and child health (MCH) care and presence of
blocks with hard to reach areas, most vulnerable
populations and pockets of multiple deprivation in terms
of access, coverage of services and quality of services.
Based on the Government of India recommendation it
was decided by UNICEF to conduct supervisory visits
every 3 months. A group of 3 supervisors were made as a
district team, who visited all the facilities allotted to them
in their respective districts for assessment using the check
list. It was planned in such a way that not more than 2
health facilities are visited by a supervisor per day and
the visits was scheduled for a period of 8 days to cover
137 facilities. District wise split up of facilities covered is
shown in Table 1.

Table 1: Facilities covered in supportive supervisory visits – district wise.
High priority districts
Tirunelveli
Virudunagar
Madurai
Tiruchirappalli
Krishnagiri
Tiruvannamalai
Vellore
Total

CHC/Upgraded PHC
16
11
13
9
7
18
8
82

Sub-divisional hospital
7
9
5
7
5
6
11
80

Conducting a supervisory visit
During the supervisory visit to the facility, the supervisor
collected necessary information using the checklist, onsite training was also given if any deviation was
observed. The results were recorded and communicated
to the facility personnel. During the second visit, the
recommendations of the first visit were also looked upon.

District hospital
1
1
1
0
1
0
1
5

Total
24
21
19
16
13
24
20
137

the same checklist. The findings of the 2nd visit were also
communicated to the respective facilities and DDHS of
the respective HUD.
The assessment data from the facility’s checklist were
entered electronically and then compiled district wise,
Type of Facility and for HPD wise for each of the
components using Excel sheets and SPSS16.

Follow-up activities

RESULTS

The findings of the supervision were then communicated
to Project Director of Tamil Nadu National Health
Mission, Joint Director of Health Services, Deputy
Director of Health Services of the respective HUD. The
overall score of each facility and the component wise
break-up of the scores were reported. The communication
of the findings led to a meeting among the stakeholders,
which in turn capacitated the necessary corrective
measures to be taken. All the stakeholders were also
informed of the next supervisory visit.

Totally 137 facilities were visited in the 7 HPDs. All
these facilities were delivery points. Of the 137 facilities
visited, 82 were community health centres, 5 district
hospitals and the rest were sub –divisional hospitals. The
first supervisory visit was done in the month of August,
2016. It is evident from Figure 2, that 41.6% of the health
facilities (57 out of 137 facilities) were non-functional in
terms of WASH score, while only 5.8% (8 out of 137
facilities)were fully functional in the first supervisory
visit. In the same figure, it is evident that on the 2nd
supervisory visit which was done 3 months later, 7.3%
facilities were non-functional, 71.5% were partially
functional and 21.2% were fully functional.

Study period
The first supervisory visit was conducted in the month of
August, 2016. The same health facilities were revisited
after 3 months (December, 2016) and supervised using

The district wise break-up of the functional status as
shown in Figure 3 depicts that Tiruchirappalli was
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The WASH level of the facilities depending on the type
of health facilities showed that District hospitals had zero
non-functional facilities even in the first visit, while there
was 42.6% and 40% of the CHCs and Sub-divisional
hospital in non-functional status (Figure 4). There was a
significant reduction in the proportion of CHCs and subdivisional hospitals with non- functional status to 8.6%
and 6% respectively. It is also evident that proportion of
CHCs, sub district hospitals, district hospitals with fully
functional status improved to 21%, 50%, 18%
respectively.
100% 6.20%
90%
21%
80%
70% 51.90%
60%
50%
70.40%
40%
30%
20% 42%
10%
8.60%
0%
visit 1 visit 2

% of Health Care Facilities

% of HCF

performing better in comparison with other districts in
terms of being fully functional. Tirunelveli followed by
Krishnagiri district had the highest number of nonfunctional facilities in the 1st visit. However, in the 2nd
supervisory visit there were no facilities which were nonfunctional in Madurai, Tirunelveli, Vellore and
Virudunagar. In the other 3 districts, the percentage of
facilities with non-functional status was lesser compared
to 1st visit except in Tiruchirappalli which maintained
status quo.

fully functional

CHC

Figure 2: Functional status of the health facilities- in
two supervisory visits.
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Figure 4: WASH functional status– type of health care
facility wise in 2 supervisory visit.
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From Table 2, it is evident that there has been an
improvement in the WASH scores of the facilities, nonfunctional facilities had dropped from 41.6% to 7.3% and
there has been an increase in the facilities which had
become partially functional (52.6% to 71.5%)and fully
functional (5.8% to 21.2%). This was found to
statistically significant (p value -<0.001, McNemar test).
Table 3 depicts the overall and individual component
mean (SD) score, based on assessment of all the facilities.
Also, on comparison of the scores of both visits, it is
evident that there was a significant improvement in the
overall WASH score as well as that of the individual
component score.

Figure 3: Functional status of the health facilitiesdistrict wise in two supervisory visits.
Table 2: Comparison of functional status of facilities between two supervisory visits.

Functional status
Supervisory
visit 1

Non functional
Partially functional
Fully functional

Total

Supervisory visit 2
Non functional
Partially functional
(%)
(%)
7 (12.3)
42 (73.7)
3 (4.2)
53 (73.6)
0 (0)
3 (37.5)
10(7.3%)
98 (71.5)

Fully functional
(%)
8 (14)
16 (22.2)
5 (62.5)
29 (21.2)

Total (%)
57 (41.6)
72 (52.6)
8 (5.8)
137

McNemar test – 50.695, p value - <0.001.
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Table 3: Comparison of component wise WASH score
Supervisory visit 1
21.01 (7.1)
9.36 (2.2)
5.1 (4.6)
6.53 (3.2)

Overall score
Labour room score
New born care score
Post natal ward Score

Supervisory visit 2
28.76 (5.9)
10.37 (2.1)
10.3 (2.2)
7.98 (2.6)

P value*
<0.001
<0.001
<0.001
<0.001

Statistical test – paired t test.

DISCUSSION
It is evident from the results that there was a significant
improvement in the WASH functional status of the HCF
between the 2 supervisory visits. There was a significant
reduction in the proportion of facilities with nonfunctional status from 41.6% to 7.3%. Similarly, there
was a significant increase in the proportion of facilities
which were partially functional from 52.6% to 71.5% and
from 5.8% to 21.2% in the fully functional status between
the two supervisory visits. The improvement was
observed in all the 7 HPDs. Tirunelveli showed the
maximum reduction in the proportion of non-functional
facilities between the two visits.
The improvement is also evident in terms of the overall
mean score from 21.01 to 28.76 between the visits. The
component wise score revealed that there was a
significant improvement in all the 3 components. There
was a maximum improvement in the score in the new
born care. At the 2nd visit the least mean score was
observed in Post-natal ward. One reason for the
maximum improvement in the new born ward is due to a
decision change in the scoring pattern between the 2
supervisory visits. In the 1st visit, scoring was given only
if there was a separate WASH facilities for the new born
care corner even if it was located within the labour ward.
Based on the input from the supervisors, it was decided to
give a score depending on the WASH facilities of the
labour ward, if the new born care corner was located
within the labour ward. The WASH facilities in the post
natal ward was least in either visits, suggesting that least
attention is given to these wards, thereby posing both the
mother and child to high risk of getting an infection and
subsequently leading to increased morbidity and
mortality in either group.
District hospitals had better WASH facility compared to
CHCs and sub divisional hospitals in both the visits. This
is very similar to the findings of WHO/UNICEF country
profile which also showed the difference in WASH
facilities depending on the type of health facility.4
However, there was a significant improvement in both
CHCs and sub-divisional hospitals after the supportive
supervision, which indicates the potential of
improvement in these facilities.
The importance of WASH facilities in HCF is well
established. Cleanliness of HCF is one of the important
criteria for improving the quality of care in health care

facilities.19 Studies have suggested that health facilities
with poor WASH score had high maternal mortality
ratio.2 On the other hand improvement in the WASH
facilities in the health care centres has a significant
impact in the reduction of sepsis and neonatal mortality
rate. Tamil Nadu has made impressive gains in terms of
maternal mortality and neonatal mortality.3 The Maternal
mortality ratio of Tamil Nadu as per the SRS 2013 is 79/1
lakh population.20 Sepsis contributes to at least 17% of
the maternal mortality.21 Similarly sepsis contributes to
20% of neonatal mortality.22 With innovative strategies
like Muthulakshmi Reddy Maternity Benefit scheme – a
conditional cash benefit transfer scheme, there has been a
tremendous improvement in the institutional deliveries.
Therefore, it becomes a responsibility of the public health
system to provide clean services to the mothers attending
the facilities.
Government of India having recognised the importance
of the cleanliness in health care facilities, has released
“Swachatha Guidelines” as a promotion of Swatch
Bharath Abhiyan.23 Kayakalp initiative is an award
giving initiative for recognising the public health
facilities which are putting efforts in improving the
cleanliness of their facilities. One of the criteria for
application for Kayakalp award includes supervision and
feedback. The reason for giving undue importance to
cleanliness is not only for aesthetic reasons, but also
because of its impact on the health of the people utilising
the services of these facilities.24 Kayakalp uses
appreciation and recognition as the mode of improving
WASH facilities in HCFs. While this is an efficient
strategy, it requires a lot of self -motivation and
commitment from the health care workers, as it is
considered as a choice. Supportive supervision
supersedes this disadvantage.
Supportive supervision could show a significant
improvement in the WASH facilities in all types of
facilities. The role of supportive supervision is
established in various studies. A study on assessment of
implementation of integrated management of neonatal
and childhood illness in India showed that poor
supervision affected the performance of trained workers
and thereby affected the implementation of the
program.25 There was a significant improvement in the
management of pneumonia, diarrhoea and malaria in
integrated community case management over the
observation period. The study also showed a doseresponse relationship between the number of SS visits
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and the management indicators.14 Supportive supervision
also showed a three- to sevenfold improvement in the
services provided by the sexually transmitted infection
(STI) clinics in India over a period of 45 months.26

separate strategy in the planning of any programme and
separate budget should be allocated for the same.

The checklist used as the supervisory tool was an
enabling factor in specifically identifying the problem
and thereby was useful in conveying the findings to the
different authorities at different levels. This helped in
targeting and focusing on the problem. The benefit of
adopting a methodical supervision using checklist has
been established in various studies. in practice of primary
health treatment guidelines in Nepal and diarrhoea
management in Nigeria.17,27 In Philippines, the use of a
supervisory tool improved indicators in a primary health
facility by 42 per cent in the experimental group
compared with 18% in control group.27

Supportive supervision as per the steps given by WHO
has a definite effect in improving the WASH facilities in
the government health sector. Identification of the
specific problem helps in focussing on it and thereby
getting a positive solution. However, such an effort on
long term basis could be resource intensive and time
consuming, which needs to be addressed.

Factors which facilitated supportive supervision
The supportive supervisors were neutral third party,
which acted as a facilitator as the facility members were
not scared of any punitive actions and also took the visit
by supervisors as an opportunity to tell their demands and
grievances to improve the facility. Overall there was a
desire among all the stakeholders at all levels to improve
their facilities, which acted as an important facilitator to
bring changes in their own facility. The availability of
adequate fund made the process of supportive supervision
hassle free.
Factors which
supervision

act

as

inhibitors

in

supportive

Supportive supervision requires adequate planning and
budget. In the absence of such funding, sustenance of the
program becomes a problem. To address this, in the
program implementation plan itself, a separate budget
should be allotted for the purpose of supportive
supervision.

CONCLUSION
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