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ABSTRACT

The Supportive supervision (SS) process aims at improving staff performance through
identification of knowledge and skills gaps, giving feedback and on-job-training. Training of
managers on SS is therefore required to facilitate this role. Where SS is not done staff
performance deteriorate resulting to poor patient care. No study was found on SS at the
ward/sections level in Kenya. The objective of this study was to determine the effects of
utilization of a structured SS tool among Frontline Nurse Managers at Thika Level 5 Hospital
(TL5H) in Kiambu County. The study conducted a baseline survey to determine the level of
SS practice among the Frontline Nurse Managers and factors associated with the practice.
Baseline results were used to customize and adopt a World Health Organization structured
supportive supervision tool. An end line survey was used to evaluate the effects of the
intervention which was conducted after training Frontline Nurse Managers on SS and utilizing
the structured supportive supervision tool. The study used concurrent triangulation mixed
methods where quantitative and qualitative approaches were applied. For quantitative
approach, quasi experimental pretest-posttest one group design was used; for qualitative
approach, phenomenological design was applied and triangulation of data performed. The
study population included the Nursing Services Manager, Frontline Nurse Managers, their
deputies, and nursing staff. Census method was applied for sampling Nursing Services
Manager, Frontline Nurse Managers and their deputies. Frontline Nurse Managers and their
deputies were purposively sampled into Focused Group Discussion (FGD) groups. Nursing
staff were sampled through stratified sampling. Questionnaires, FGD guide, Key Informant
Interviews (KII) guides and observation checklist were used to collect data. Quantitative data
were collected using a semi-structured questionnaire and observation checklist. Qualitative
data were collected through (FGDs) and (KIIs). The study used Statistical Package for Social
Sciences (SPSS) version 25.0 to analyze quantitative data which were analyzed by use of
descriptive and inferential statistics. Quantitative data was presented using frequency
distribution tables, and pie charts. Qualitative data were analyzed using NVivo version 12 then
presented in themes. Level of practice and associated factors were identified. End line survey
were analyzed by use of inferential statistics analyzed using chi-square and paired t-test.
Statistical significance was determined using 95% confidence interval and a P-value of 0.05.
Dissemination of the results was done through seminars presented to Jomo Kenyatta
University of Agriculture and Technology (JKUAT) School of Nursing and Thika Level 5
Hospital (TL5H) Nursing department and publications in different peer review journals.
Ethical approval was obtained from JKUAT Research and Ethics Committee and National
Commission for Science Technology and Innovation (NACOSTI). Approval to collect data
was granted by Kiambu County and TL5H. The study respondents were requested to give
informed consent by signing and no names were written to ensure confidentiality and
anonymous of the information collected. Frontline Nurse Managers’ SS practice, there were
no records for SS activities; knowledge on SS did not meet the expectations, and key
institutional factors were: the hospital lacked SS schedules, had not trained Frontline Nurse
Managers on SS, there was staff shortage, lack of SS tools such as SS observation checklist
and facility for recording SS data. The baseline survey results were used to develop the
intervention. Training in and utilization of a structured SS tool were effective on improving
SS knowledge and practice. The study therefore concludes that there was no SS practice at
TL5H and that Frontline Nurse Managers’ knowledge did not meet expectation. Furthermore
the hospital had no SS system and no SS tool. Both Institutional factors and individual factors
contributed to lack of SS practice by Frontline Nurse Managers at TL5H. The study
recommends adoption of a customized structured SS tool for use by Front Nurse Mangers in
their SS role in TL5H. The study further recommends further training of Frontline Nurse
Managers on SS and setting up of SS policy and system in the hospital. Additionally the
hospital to address staff shortage.

XVil



CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

Supportive supervision (SS) at the ward/section level is the process that aims at
improving the performance of staff through problem solving, monitoring and effective
communication between supervisor and supervisee. Both the supervisor and the staff
set goals based on the professional standards and agree on how they will be followed
and what is to be achieved. Supportive supervision takes place during work time as

well as specific planned visits (Martin, Kumar, & Snowdon, 2021).

Training of managers on supportive supervision is important to enable them to
facilitate the staff on achievement of better results (Nordbge & Enmarker, 2017). Due
to the participatory approach of the supportive supervision process, the supervisor and
staff, aim at planning and monitoring of the ward activities together in order to achieve
the set goals. This results in high quality performance and staff job satisfaction as well
as staff retention. Supportive supervision, therefore, benefits both health institution
and the staff through improvement of professional competence (Ndatimana et al.,
2022).

Traditionally supervision goal has been taken to be inspection of staff performance
rather than providing support to staff due to lack of supervisors’ training on the
supportive supervisory skills. The practice of supportive supervision is faced with
challenges such as staff shortage, lack of health institution policy on the role of
supervisors as well as managers’ lack of supervisory knowledge and skills (Barle et
al., 2016, as cited in Global Health Science and practice, 2022).

In a study on ‘influence of supportive supervision’, done in Australia, the study found
that, Nurse Managers were short of supervisory empowerment in terms of knowledge
and skills which affected their SS practice. Managers needed empowerment in terms
of supportive supervisory skills in order to improve work environment as well as job

satisfaction of their staff (Ryu, Buus, Naccarella, Zarb, & Hamilton, 2024).



In Pakistan, the practice of supportive supervision among managers was reported to
be between 0%-25% before intervention (Aftab et al., 2021).

Further, in Kyrgyzstan, Central Asia, a study of intervention for supportive
supervision by Marzia et al., (2017), concluded that there was great improvement in
patient care as a result of training of managers on supportive supervision. The
managers’ took up the role of supporting nursing staff better after training on SS as

compared to when they had not been trained on this role.

In Uganda, a study done by Rachael et al, (2017) rated supportive supervision practice
at 38% and recommended for further strategies to improve the competence. A study
done in Kenya on factors contributing to nurse high turnover indicated that supportive
supervision was incompetently and unsuccessfully done resulting in job discontent
(Njoroge et al., 2019). In a study on identifying Kenyan health care providers’ training
needs at county level, supervisory skills were scored at 8% (Ministry of Health, 2015).
Studies on nursing supportive supervision at the ward/section globally were very few

while none was found in Kenya.

It was therefore important to identify the determining factors that influenced the
practice of supportive supervision among Frontline Nurse Managers and address them
for improvement of quality of health care and institutional efficiency.

1.2 Statement of the Problem

Supportive supervision practice at the ward/section level is one of the Frontline Nurse
Managers’ critical functions. It is a strategy that improves the performance of staff
through effective evaluation and nurse manager —staff communication and support.
Supportive supervision improves staff performance, retention and quality of care.
Despite the fact that Frontline Nurse Managers’ supervisory role being included in

health institutions’ policies, less is known about its practice at the ward/section level.

Globally, the SS practice is said to be a challenge caused by nurse managers’ lack of
supervisory knowledge and skills. Supportive supervision practice in the clinical area
has been reported in many studies as an occurrence that takes place between the top-



level supervising the mid-level health institutions. This leaves out the nursing staff
providing daily care inadequately or totally unsupported. Nurse Managers lack
supervisory the knowledge and skills necessary for supportive supervision. The reason
for this being that the health institutions either put no or less emphasis on lower- level

managers’ supervisory role.

While the practice of supportive supervision remains pivotal in the outcome of health
facilities, the level of supportive supervision skills at county level was identified to be
at 8% in Kenya (Ministry of Health, 2015). Lack of or ineffective supportive
supervision is perceived as destructive supervision by the supervisees. Supportive
supervision requires planning and setting of objectives to be achieved. In most cases,
nurse managers find themselves short of time because of their competing roles and end
up performing supportive supervision without proper preparation of themselves and
that of the supervisees. Such exercise results in supervisees demotivation and the

supervisors feeling unfulfilled (Madede et al., 2017).

The study by Roets et al., (2018), in Kenya identified supportive supervision as a gap
in the improvement of quality of care at all levels of the health system. There were
very few studies conducted on ward/section nurses’ supportive supervision globally
while none was found in Kenya. The researcher observed through a preliminary study
that Frontline Nurse Managers at Thika level 5 Hospitals in Kiambu County had no
documented evidence to indicate supportive supervision practice for their nursing
staff. This study therefore intends to establish the effects of utilization of a structured
supportive supervision tool among Frontline Nurse Managers at Thika level 5
Hospital.

1.3 Justification of the Study

Supportive supervision by the Frontline Nurse Managers improves the quality of
patients’ care and patients’ satisfaction, nursing staff job fulfilment as well as their
confidence. Nurse Managers who practice supportive supervision are able to attend to
staff performance and patient safety issues and guide the practice to improve quality

of nursing practice. Frontline Nurse Managers have many varying competing



responsibilities, which need to be scheduled or planned for them to be successful in

their management roles.

Lack of effective SS has negative consequences such as high staff turnover, low morale
and staff job dissatisfaction which result to poor patient outcome in health institutions.
Notwithstanding the knowledge on the significance of supportive supervision many
health institutions acknowledge the idea but continue to pay it diminutive

consideration.

The study found very few studies on ward staff supportive supervision globally and of
great concern, none was found in Kenya. This study’s purpose was to determine level
of SS practice and associated factors in the wards/sections. Identifying the Frontline
Nurse Managers’ supportive supervision to their staff and the challenges they face
would provide knowledge and insight on this important component of ward nursing

management.

Utilization of a structured tool ensures that SS practice is not only done but the
Frontline Nurse Managers follow a standardized tool that enhances use of supervisory
skills as well as keeping record of the SS activity and its achievement. The study aimed
at improving status from that which was found at baseline survey through intervention.
The intervention involved training on SS, and utilization of the W.H.O. SS structured

tool.

It was hence imperative to determine and address factors contributing to Frontline
Nurse Managers’ supportive supervision practices. The baseline survey’s findings
guided the study in developing an intervention necessary to facilitate Frontline Nurse

Managers in improving the quality of supportive supervision in their workplace.

Studies indicate that interventions such as training of nurse managers on SS improve
SS practice (Aftab et al., 2021). The study sought to improve supportive supervisory
knowledge, skills and practice of Frontline Nurse Managers through use of a structured
supportive supervision tool. Utilization of the structured SS tool by Frontline Nurse
Managers improved quality of SS since it provided structure and evidence of SS

practice. Frontline Nurse Managers are nursing in-charges of wards and sections in



hospitals responsible for supervision of day - to - day care of patients. Improved
supportive supervision benefits health institution by improving staff motivation, job

satisfaction, safe and quality patient care and patient satisfaction (Regan et al., 2017).

Frontline Nurse Managers, their Nursing staff and Nursing Services Manager and
deputy were chosen for the study population since they were considered to have the

required information on the practice of SS in this study.
1.4 Research Questions

1. What is the level of supportive supervision practice among Frontline Nurse
Managers at Thika Level 5 Hospital, Kiambu County, Kenya?

2. What are the individual factors associated with the supportive supervision practice
among Frontline Nurse Managers at Thika Level 5 Hospital, Kiambu County,
Kenya?

3. What are the institutional factors associated with supportive supervision practice
among Frontline Nurse Managers at Thika Level 5 Hospital, Kiambu County,
Kenya?

4. What intervention will the study develop to improve SS among Frontline Nurse
Managers at Thika Level 5 Hospital?

5. What are the effects of training on utilization of a structured supportive supervision
tool on supervision practice among Frontline Nurse Managers at Thika Level 5

Hospital in Kiambu County, Kenya?
1.5 Objectives of the Study
1.5.1 Broad Objective

To determine the effects of utilization of a structured tool on supportive supervision

among nurses at Thika Level 5 Hospital, Kiambu County, Kenya.
1.5.2 Specific Objectives

1. To establish the level of supportive supervision practice among Frontline Nurse

Managers at Thika Level 5 Hospital, Kiambu County, Kenya



2. To describe the individual factors associated with SS practice among Frontline
Nurse Managers at TL5H, Kiambu County

3. To describe institutional factors associated with supportive supervision practice
among Frontline Nurse Managers at TL5H, Kiambu County, Kenya

4. To develop an intervention to improve SS practice among Frontline Nurse
Managers at TL5H

5. To evaluate the effects of training on utilization of a structured supportive
supervision tool on supportive supervision practice among Frontline Nurse

Managers at Thika Level 5 Hospital, Kiambu County, Kenya
1.6 Hypotheses
1.6.1 Null Hypothesis

Ho: There is no significant difference between Frontline Nurse Managers’ supportive
supervision practice at TL5H before and after training and implementation of
structured SS tool

1.6.2 Alternative Hypothesis

Ha: There is a significant difference between Frontline Nurse Managers’ supportive
supervision practice at TL5H before and after training and implementation of

structured SS tool
1.7 Scope of the Study

The study was conducted in one Level 5 hospital in the County of Kiambu County
which is Thika Level 5 Hospital. The study population was all Frontline Nurse
Managers and their deputies, nursing staff, of the respective wards and sections in the

hospital and Nursing services Manager and deputy.



CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction

The chapter looked at literature from studies conducted on supportive supervision in
clinical area which is the working environment where nurses provide care and
Frontline Nurse Managers provide supportive supervision (SS). A systematic literature
search was done using Google Scholar, Medline and the CINAHL database. Peer
reviewed journals were preferred for evidence based data. The chapter as well
reviewed literature related to the study objectives. In this chapter, a theoretic

framework was explained and conceptual framework outlined.

Supportive supervision is a process that improves the motivation and job-satisfaction
of health care workers. The practice strengthens the rapport between supervisors and
the supervisees, making it easier for them to work as a team. The good relationship
builds an environment of trust that enables the supervisor and supervisee to agree on
the goal and objectives of care (Barle et al., 2016, as cited in Global Health Science
and practice, 2022).

The supervisor assumes the role of a facilitator, providing the supervisee with the
essential knowledge and skills to enhance the quality of supervisee’s performance
through training. Monitoring and appraisal of the staff performance, is decided on the
bases of earlier set goals and objectives of care. The supervisor plans and schedules
time for supportive supervision which the team is made aware of and feedback on their
performance is communicated and discussed in a timely manner. Problems in
individual performance identified during SS, forms the basis for training for the
supervisee. This helps the workers to improve their performance, provide quality care,
and prevents bad practice from becoming the tradition in clinical practice (Maryse et
al., 2018).

Supportive supervision has four components. The first component is establishing of

supportive supervision system. This involves ensuring that supervisors receive



adequate training on the supportive supervisory techniques, and updated with the
knowledge and skills of the practice. Appropriate tools for training and updating staff
on knowledge and skills are availed. Checklist and forms for writing recommendations

during the supervision process are made ready for the process.

Second component of SS involves planning. This becomes an integral part of the
supervisors’ roles. Schedules on when to do the SS are made, either on daily, weekly
or fortnight bases. Finally objectives for SS are set in this second step. The third
component is conducting SS. In this step data/information related to staff performance
in the health care provision is collected. Problems are identified, and timely feedback
and problems- solving strategies are provided here through on-the-job training. The
fourth component involves follow-up after SS. In this step, actions that were agreed
on during supervision are monitored to see if the staff corrected their mistakes in
performance (W.H.O., 2008).

Setting up a Planning ConducFlng

supportive supervisory suppor_tl_ve .

supervision activities  for supervision In Follow-up
system for ward/section the

ward/section =) ) ward/section gl

- Follow up on

i Schedqle Use observation agreed actions
Training o swperviary | | e vt || sgesd actos
supervisors activities on - Interview staff
- Making work plan - Use  recorded
observation - Decide data to solve
checklist and required problems
record updates/object - On-job-training

- Record
observation and

Figure 2.1: Supportive Supervision Structured Tool

Source: (W.H.O., 2008)

There are a number of factors associated with supportive supervision. Traditional
supervision has been associated with the evaluation of staff performance, where

supervisor’s focus is on identifying mistakes and what has not been done. On the



contrary, SS focuses on facilitating the workers in improving their job. To achieve this,
SS ensures that performance goals and objectives are set and agreed upon by both the
supervisor and the supervisee based on standard procedures and guidelines.
Monitoring of performance is done with the aim of identifying problems that workers
face in order to solve them. Staff are empowered through positive feedback and on-
the-job training to correct mistakes identified during SS. The supervisee and supervisor
work together in decision-making, ensuring that set objectives are met and that

standards and guidelines are followed (Ministry of Health, 2020).

Supportive supervision is known to build confidence, trust, and motivation to
participate in the improvement of the quality of care. Timely feedback prevents bad
practice from becoming routine, especially when internal SS is practiced. When SS is
internally conducted, planning and scheduling are easier as it does not require funding;
but rather the ward/section nurse managers do it as part of their routine responsibility
(Avortri et al., 2018).

The impact of supportive supervision provides a systematic way of identifying gaps in
care provision among health care providers. Gaps identified are addressed through
mutual understanding where supervisors are seen as facilitators of knowledge and
skills to the staff, and not fault finders. The positive environment the supervisors create
while carrying out the supervision enables the staff to appreciate the exercise rather
than fear it. Both the supervisors and supervisees are objective and understand the
purpose of the SS as a process that improves the standard of care as staff performance

improves (Kisakye et al., 2017).

Staff with poor attitudes and low performance grades in health service delivery are
assisted to perform at their highest capacity through SS. This comes as result of
accurate identification of practice gaps and on-job training by the supervisors. High-
performing staff are motivated by positive results of their services and those being

served gain confidence in the healthcare services provided (Anoke et al, 2021).

A study done by Purity et al, (2017) indicated that, training and empowering managers

on their role of supportive supervision eases SS process. Knowledge and skills on use



of SS structured tools and guides have a great impact on managers’ Supportive

Supervision practices.

2.2 Supportive Supervision Practices

Supportive supervision in the clinical area has been recorded in many studies as an
event that occurs between the top-level supervising and the mid-level health
institutions. The activity is therefore aimed at helping the mid-level managers, but not
directly at helping Frontline Nurse Manager in the ward or section. Supervisions are
usually planned quarterly in a year. This leaves out the nursing staff providing daily
care inadequately supported. Nurse Managers ought to have efficient mandatory
supervisory knowledge and skills and if they don’t, they inadequately provide SS to
the workers under them (Avortriet et al, 2018). In most cases, the reason for nurse
managers’ inadequate SS practice is that, health institutions either put no or less
emphasis on lower- level managers’ supervisory role to their staff (Avortri et al.,
2018).

The ward/section Frontline Nurse Managers have many different competing
responsibilities which need to be scheduled or planned if they are to be fruitful in their
supervisory role. Ward/section Frontline Nurse Managers are answerable for health
care outcomes such as the length of stay for clients, which implies on cost, staff job
gratification and retention, quality of care as well as hospital processes that indicate its
quality of output. It is therefore necessary for the top managers to clarify and emphasis
the specific roles and responsibilities of ward and section Frontline Nurse Managers
(Royal College of Nursing, 2016).

There are two main strategies of supportive supervision applied by majority of health
systems globally. These include: external top-level supportive supervision and internal
or ward/section supportive supervision. For the external top-level supportive
supervision, top-level managers visit health facilities and conduct supportive
supervision of the performance of the staff based on a schedule. The internal or
ward/section supportive supervision is a continuous daily activity carried out by the

immediate supervisor in the ward or section (Onuka, et al, 2015).
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While both strategies are important, many studies have shown internal supportive
supervision to have yielded better patient outcomes. This is because the supervisor and
supervisee work and identify supportive supervision needs together. Staff learn and
gets support in time before a practice of poor standards becomes a routine. The external
supportive supervision has limitation of time and frequency since plans and schedules
have to be made for the facility visits. Follow up of identified needs takes a long time

and corrective measures agreed upon may not be timely evaluated (Onuka et al, 2015).

The supportive supervision practice is not an event to be carried out occasionally but
a process. The process’ goal is improvement staff performance. Standards of
performance and desired goal are identified and agreed on. This forms the bases for
monitoring and evaluation of the achievement of the agreed goal. Supportive
supervision therefore requires gathering of information to inform decision making.
The data collected informs the supervisor of the strength and weakness of the staff and
areas that needs to be corrected. This is a systematic process that requires to be
structured (W.H.O., 2008).

Health care workers in United State of America reported that they lacked supportive
supervision from their managers which resulted in mental health issues. They reported
that their supervisors did not engage them positively on work issues but rather they
felt harassed. Health workers did not trust their managers’ in-terms of getting guidance

on their personal performance improvement (Nigam et al., 2023).

In a study done in Lebanon on health institutions’ SS by Chami-Malaeb, (2021), the
study established that SS eased nurses’ burnout. Nurses reported that the supportive
supervision they received from their managers was positive and it enhanced their

personal efficacy in their work.

A study done in Mozambique reported that, the practice of SS is understated and where
it was done, its focus had been inspection and not on support of workers’ performance.
The study further indicated that SS in most low-income countries is unsuccessfully

done due to such factors like managers’ competing roles and lack of time (Tavares et
al., 2017).
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Time availability constraints SS in most clinical areas and where it is performed, it is
insufficiently done. Coaching and mentorship is poorly considered and this attribute
to limited technical capacity in the health care providers. Lack of SS guidelines make
supportive supervision appear to be more clinical but less formal. This therefore results
in facility-level SS not being directly about improving clinical competence of the
practitioners in the care provision and quality. Coaching and mentorship towards
enhanced health care workers’ performance are reported to be rare. A review of annual
and/or quarterly reports in Tanzania on supervision by Tumaini et al., (2021) showed
that SS is constrained by a shortage of resources, including supervisors, health care

workers, and funds.

In Kenya research work done by Wamunyu, (2016) on health care providers’ job
fulfillment, the study found that top-level management supportive supervision practice
was at 42.9% while at the lower level administration was at 40%. In a report on
evaluation of training needs for health care providers by the Ministry of Health, it was
established that supervision by the county health management team scored 8% as
alleged by the lower level management (MOH, 2015).

2.3 Individual Factors Associated with Supportive Supervision Practice

There are a number of factors that are associated with SS. Knowledge and skills on
how to conduct supportive supervision is key for supervisors. It is imperative for
supervisors to be aware of their own gaps in supervisory skills so that they may seek
training opportunities. Structure or schedule of SS is an important factor for
supervisors if they desire to have effective SS. Staff and supervisors work as a team
and SS does not happen as a surprise to supervisees. Collaborative setting of SS
objectives enhances team work since both supervisors and supervisee have same
knowledge on the expected performance of patient care. The supervisors’ skills of
teaching, appraisal, counselling and feedback are determinants of effective SS. The
institutional support for SS and well laid down system of SS is an aspect that cannot
be ignored. If the health institution fails to recognize the part played by SS in the

quality of health care, there will not be resources to support SS (Avortri, et al., 2018).
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There are a number of factors that are thought to influence SS performance among
nursing managers. Such factors are: the duration one has worked as a nurse manager,
his/her age, gender, and position or rank held in the ward/section one had worked in.
Other factors besides social characteristics influencing SS are; whether one has had
training on managerial skills, and managers’ staff ratio. Adequate staff establishment
facilitates managers’ to have time off patient workload and take managerial roles such
as planning and conducting SS. Health institutions support on SS such as use of SS
report to promote staff play part in encouraging SS practice by managers (Lu et al.,
2021).

2.3.1 Knowledge

Supportive supervision is a concept and a tool managers apply to facilitate staff to
better their knowledge and skills in provision of care resulting in quality performance
and job satisfaction. It should not be a one instant thing but an ongoing process and as
thus demands that the managers take the responsibility of making it an individual
responsibility and role for their daily work (W.H.O, 2008). Supportive supervision is
one of the Nurse Managers’ function and therefore an integral skill that every Frontline
Nurse Manager should embrace in their daily plan of duty. However, support from
institution’s administration is needed for the Nurse Managers to execute this function
(Sana, et al., 2021).

To most of supervisors, monitoring and SS are one and the same thing which they
carry out during their managerial roles. Supportive Supervision has been taken to mean
patrolling staff to ensure they carry out their expected duties by pointing out the wrong
rather than identifying performance gaps and training the staff to do it right. The
process of supervision carried out by supervisors during supervision do not indicate

the goal and objectives of SS but is more of inspection (Sana, et al., 2021).

It is important for the Frontline Nurse Managers to realize that they are key to the
achievement of ward/section’s quality standard care and role models to their nursing
staff. This calls for individual commitment to managerial knowledge and skills of

which supervision is key among others (McKenna, 2018).
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In a study done in USA on supportive leadership, inadequacy of Nurse Managers in
inter-person communication skills was eminent. The nursing staff whom they
supervised expressed dissatisfaction in the way decisions were made and expressed
need for the managers to involve them. Communication with staff is key in supportive
supervision since it is the only way the manager would ensure that staff understand the
objectives of the care they provide. It is through good inter-person communication that
the nurse manager would make the required performance standard known to the staff.
Communication skill is key to the nurse manager in the performance of the task of
effective SS and if this skill lacks, it results in ineffective evaluation and giving
feedback to the staff. Thus poor communication results in poor patient outcomes as
well as poor staff retention. Supervisors’ attitude in supportive supervision counts in
SS. Supervisors do not apply equity in staff development and as such, strained relation
and make staff feel not valued. This create a distance between the supervisee and the

supervisor (Dawson, 2014).

In Kenya, Wakaba et al., (2014, as cited by Gathara et al., 2019), indicated that
Frontline Nurse Managers are ill prepared for the managerial functions particularly in
specialized care. This results in their inadequacy in supervision of the nursing staff
working under them. However this study also noted that nursing council of Kenya has
ensured that every nurse taking the registered nursing program (diploma and Bachelor

of Science in Nursing) is trained on leadership and managerial skills.

2.3.2 Attitude Associated with Supportive Supervision Practice

Attitude toward work is a key factor affecting people work performance. This is about
how people think about work. Attitude toward self, colleagues, workload, work ethics
and policies may influence how one relates with colleagues and how one perceives
work. Positive attitude results in good relationships and good work outcomes, while

negative attitude give poor work performance (Cabrera & Estacio, 2022).

A study done in China on level of nurse supportive supervision indicated that, attitude

toward work, and ratio of nurses to supervisors were part of influencing factor to SS

(Lin et al., 2023). In South Africa, Frontline Nurse Managers found it easier to do
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patient activities than the supervisory roles. This was an attitude that made majority of
nurse managers not to engage with supervisory roles. The study further established
that nurse managers used only 5% of their time in this role. Nurse Managers found
themselves interrupted by other unplanned ward activities such as problem solving and
attending to emergencies. These were as a result of lack of planning for supervisory
role. Negative attitude towards supervision role resulted in nursing managers

neglecting this role and function (Susan et al., 2015).

In Mozambique, it was observed that Frontline Nurse Managers needed to keep a
breast with the current knowledge on human management as well as evidence based
patient care. The study further suggested that Frontline Nurse Managers require
professional knowledge on the role of management as well as time management for
them to be efficient in their function as supervisors. Most times nurse managers found
themselves constrained with time and ended up not supervising staff for lack of time.
Lack of knowledge and skills on their functions and responsibilities resulted in
managers neglecting their duty of supervision. The study then suggested that Nurse
Managers needed support to improve their knowledge on supervisory role in order to

be effective in supportive supervision (Tavares, et al., 2017).

Supportive supervision is negatively affected by attitude of supervisors. Many of
supervisors lack commitment to the supervisory role blaming the multiple tasks of
managers. Lack of time associated to increased workload and shortage of staff are
reported as a barrier to SS (Sana, et al., 2021). Some supervisors complain that the SS
role is demoralizing since it does not come with incentives such as salary increment.
The supervisors see it as an added responsibility that need to be reward (Tumaini et
al., 2021).

In Kenya, Aruasa et al., (2019), established that supervisors should establish working
relationship with their staff in order to be effective in their role as supervisors.
Supervisors that appreciate their staff are well received as they discussed challenges
and expected performance with their staff. Respect for employee by supervisors as
they provide feedback is considered as a positive attribute of effective supervisors

while those who do not respect their staff are considered demotivating.
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In conclusion, the individual factors contributing to effective SS are knowledge and
skills on the role of supervision, respect for employees, and good relationship with
supervisee. In addition, time management and positive attitude towards SS as part of
the Nurse Manager’s role and responsibility is important in SS. Nurse Managers’
perception of patient care role being more important than managerial duties make

nurse managers to give less priority to SS.

2.4 Institutional Factors Associated to Supportive Supervision Practice

Health institutions’ policies influence supportive supervisions done by their Frontline
Nurse Managers. The frequency and level of SS depends on whether the top
management and the institution have strategized it as one of their strategies for
improving quality care. In most cases, health institutions do not put demands for and,
monitor SS of their staff (Marzia et al., 2017).

A study done in India indicated great improvement of quality care as a result of
supportive supervision. The quality of care improved seven times compared to when
supportive supervision lacked. The study concluded health institutions did not
emphasis on supportive supervision because, it was perceived to be costly, required

planning and that, it was time consuming (Sudharshini & Selvavinayagam, 2018).

Seer et al, (2015) in their study in England found that supportive supervision was a
function that Nurse Managers were aware of but its implementation was met with
challenges. The practice level was found to be at 42% for those who supervised their
staff 5 days a week. Some of the ward managers did not know what data to link to
supervisory role and therefore not able to accurately point out the findings of their
supervisory activity. This made it difficult to make decision on the appropriate action
towards the supervised staff. In addition, the staff shortage was identified as the
greatest challenge facing supportive supervision practice among Nurse Managers
which was sited at 88%. Beside institutional challenges, the nurse managers were

found to lack supervisory skills as well as expertise knowledge.

Study done in Kyrgyzstan in Central Asia concluded that policy makers should be
involved in monitoring SS by their managers for its effectiveness. This means that SS
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should not be left to the individual managers to decide whether to perform it or not. It
should be the responsibility of the policy makers to make sure that the concept is
included in the institution policy and guidelines and executed in all levels of the
organization. The frequency of supportive supervision practice need to be clear and
also monitored (Marzia et al., 2017).

Health institution are reported to lack clarity of supervisors’ roles and responsibilities.
Supervisors are not trained on supervisory skills that would enhance their SS
performance. This leads to lack of clarity on the role and responsibilities of
supervisors. Supervisors are faced with staff shortage where the patient workload

cannot allow them to have time for SS (Sana, et al., 2021).

In England, Ward managers identified institutional factors such as lack of support by
the hospital administration as barriers to their performing the role of supportive
supervision. Part of the complaint and reason for not performing SS was that hospitals
did not employ enough staff resulting in the nurse managers running wards with
critical staff shortage. Staff shortage forced them to be involved in provision of care
in most of their working hours while the little time left, they did critical administrative

duties to ensure that the wards were running (Seers et al., 2015).

Administration of institutions do not support the ward managers in training for
improvement of their knowledge and skills on the role of supervision, and they do not
communicate clearly concerning role expectations. Those institutions that provide
administrative support are reported to have had a satisfactory supervisory functions.
Effective SS in return results in good staff relation, retention of staff and, improves

quality of patient care (Seers et al., 2015).

In Ethiopia setbacks to supportive supervision were shortage of staff and lack of
computers for keeping supervisory data. Having few staff made the supervisor do the
daily activities of providing care just like his or her staff and therefore denying him/her
time to do supervision. Lack of computers limited the data storage and analysis making
supervisors inefficient in their follow up of supportive supervision. In addition, the
study observed that supportive supervision was not scheduled and therefore not

regularly performed (Avortri et al., 2018).
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Nurse Managers’ encounter challenges in SS practice. Health institutions lack policies
and guiding principle on how SS should be conducted. It is challenging for nursing
managers to perform supportive supervision without a laid down policy and structured
supportive supervision tools. Health institutions’ that provide support nurse managers
with SS resources and training on SS, they end up with improved support for nursing
staff. An enabling atmosphere for managers, play an important role in nurse managers’
SS practice. Administrators of institutions should provide adequate human resource so

that nurse managers get time for SS practice (Henry et al., 2023).

A study done in Tanzania on factors and barriers of SS reported that health institutions
lack vibrant policies on supportive supervision and also suffer from deficiency of
resources, as well as Council of Health management Team supervisors, health staff,
and funds (Tumaini et al., 2021).

A study on job satisfaction in Kenya reported that top-down approach of
communication used by their supervisors created a gap between them and the
supervisee. Top-down communication make feedback to be received negatively and
as a result, the expected improvement on staff performance does not happen (Aruasa
etal., 2019).

Supportive supervision in institutions or department should be formal for it to yield
desired outcome. For supportive supervision to take place, someone should take
responsibility for the task. As a matter of fact, supportive supervision is a process and
not a single activity, and therefore, it should have a goal and desired outcome that must
be measurable. Supportive supervision entails managers guiding, assisting and training
staff on set standards of care in order to improve on their performance and achieve
high quality care services. Most of the times Nurse Managers working in health
institutions unfortunately lack knowledge and skills on how to carry out the SS process
(McKenna, 2018).

Supportive supervision is an important role of Nurse Manager in the pursuance of
quality care provision. This improves the performance of nurses and student nurses

and makes the manager visible as they guide patient care. The manager is viewed as a
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team leader and interacts with the staff individually or conducts meeting to share the

expected standards of performance with the team (McKenna, 2018).

Supportive supervision main objective is monitoring performance of workers by
means of using data collected from individual staff performance. The data is used for
decision making and as reference point for follow up. The practice of supportive
supervision should be regular and not a response to crisis. Supportive supervision
enables managers to create and improve working environment which increase the
workers morale and job satisfaction which results in improved quality of care. Health

institutions should support SS practice (Ifeoluwapo, 2018).

Literature review analysis done on supportive supervision in South of Sahara
countries, it was established that in majority of health facilities, supportive supervision
was periodic and was done by external supervisors. The supervisory visits were made
by senior supervisors stationed in the administrative health offices who planned the
visits periodically. The aim of those supportive supervisions was to improve quality of
care. The studies showed that most of the supervisory visits and programs were
sponsored by non-governmental organizations and after their withdrawal, the
programs collapsed. This meant that though supportive supervision yielded good
results in terms of quality of patient care, it was short lived and not sustainable in these
countries. This literature analysis suggested change of strategy from external to
internal supportive supervision and from periodic to continuous supportive supervision
supported by the health institutions rather than external support for sustainability
(Avortriet al., 2018).

According to a study by Cheburet & Otieno (2016), supportive supervision practice
has been a function of the top-level managers of which they carried out twice or once
per year. The supervisory practice was external since the supervisors come from the
County health offices. The feedback to the supervisees was not timely and therefore
making it difficult to implement the recommendations made. There was no in-site

supervision.
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2.5 Effects of Training on Utilization of Structured Supportive Supervision Tool

on SS Practice

Structured supportive supervision is characterized by setting of a SS system whereby
an institution puts in place strategies, schedules, SS guidelines and tools. In a study
done on support for managers by training and introduction of supportive supervision
system, it was established that, managers improved on their role of supervision of their
staff by notable changes such as keeping record of staff files and job descriptions. The
study noted job-satisfaction for managers, easier time in supporting and supervising

staff as well as improvement on time saving (Purity et al., 2017).

Supporting of managers by training on the skills of supportive supervision, is identified
as a tool that improves managers’ organizational commitment and their job
satisfaction. Training managers on SS makes them knowledgeable and make them
appreciate the importance of SS on their staff. Health organization benefits from
training managers on SS since managers perceive the organization’s support and in

return, get committed to the organization (Muhammad et al., 2019).

Supervision training for managers’ change attitude and approach towards supervision
from that of autocratic controller in nature to one of a mentor. The objective for
supervision changes from that of checking whether staff have done it right to that of
identification of performance gaps that need to be resolved by on-job training to
improve staff performance. Managers improve on frequency of supervision of their
staff after gaining knowledge and skills and understanding the purpose for SS (Karuga
etal., 2019).

Training of supervisors on knowledge and skills of supportive supervision needs to be
coupled with a SS system for it to be effective. Supportive supervision system provides
the management with a standard to check the performance of the managers’
supervisory role. To set up a SS system is the responsibility of the institution or
government. A report from MOH Tanzania, (2022) indicated the impact an SS system

which resulted in improvement of SS among hospital and nursing managers.
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The setting of the SS system promote accountability in the performance of SS as well
as increase in SS performance by the supervisors in the health institutions. Managers
trained on the use of SS tools improve on use of data to give feedback and increase in
their documentation of their SS activities. The SS system evaluation after establishing
SS system indicated that, the supervisors improved on use of SS tools such as
observation checklist during supportive supervision; which gave them objectivity in
their SS practice (MOH Tanzania, 2022).

2.6 Summary and Research Gaps

Literature on supportive supervision has shown that nurse managers have deficiencies
in knowledge and skills on the SS. Studies across different nations have shown that
supportive supervision practice is ineffectively done and is affected by institutional
factors such as lack of policy on the role of Frontline Nurse Managers and shortage of

nursing staff.

Literature gaps identified in SS, globally and regionally are that studies have showed
that there is little available information on structured SS for Frontline Nurse Managers’
SS practice (that is nurses managing wards and sections in hospitals). Supportive
Supervision monitoring and evaluation is not sufficient. Information available on SS
is about external SS where the top management from high level health management
system supervises the lower level facilitates. There is little information on nursing

supportive supervision and how it is carried out.

2.7 Theoretical Framework

Theoretical framework is defined as a guide to a study. The researcher makes use of
theories that explains the unique problem under investigation. It shows the road map
of the study from definition to the design of the study and how certain concepts of the
study relate. Theoretical framework serves as a guide to the researcher in finding the
right choice of data to be collected, the tool and how it is analyzed (Joe et al., 2018).
This study was guided by the Lewin (1951), Change theory and Humanistic Nursing
Theory by Josephine Paterson and Loretta Zderad developed in the 1960s.
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Lewin, (1951), change theory describes situation where there is desired level of
performance and the actual. The theory explains that one has to identify two types of
forces; the driving and the constraining forces. The driving forces are the positive
strengths that pushes one to the right direction while constrain forces are the draw
backs. For change to take place, one has to take into account the desired direction,
identify what is required to push him/her to the desired direct and analyze information
acquired in order to make decision on how to overcome constrains for the change to
occur. The theory has three steps namely unfreezing, change and refreezing. Lewin
used the analogy of ice block and the changes it under goes to change to a cone of ice.
In this stage, the individual or institution that desire change has to come to the
realization of the need to change. The institution makes people aware of the required
change and reason for the change from what they are used to the new desired behavior.
Since there is no change that comes easy, the institution applies motivational methods
to cause the workers to adjust and embrace the transition (unfreeze). The second stage
is the change step. In this stage, members of the institution implement the new adopted
behavior. This stage is faced with uncertainty about how to do things in the new way
and members need a lot of support. The last step is the refreezing. In this step, people
accept the new way of working or behavior. People get established and make the new
behavior their way of doing things. In this stage the new practice is translated into a

policy (Burnes, 2004).

Application of this theory in this study is that the researcher identified the practice of
SS and factors that influence supportive supervision either positively or negatively and
analyzed. After understanding the constraining forces and driving forces, the
researcher planed for intervention to reduce the constraining forces and have the
desired change of behavior established. Participants were made aware of the need for
change through training on SS and provision of support on implementing the new SS

structured tool.

The second theory that helped in designing and planning this study is Humanistic
Nursing theory by Josephine Paterson and Loretta Zderad developed in the 1960s.
These theorists focused on interpersonal relationship that improves quality of patient

care among nurses. They explained that for nursing interventional strategies to be
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effective, there has to be an understanding between nurse colleagues and
understanding between nurse and patients. The leader has to seek to understand their

own world view and that of the colleagues or patients (Norwich University, 2017).

The theory has four major components: person, nursing, health, and environment. For
the person, the theorists believed that each person is unique and should be treated
according to their unique experiences. This calls for the nurse managers understanding
of their nursing staff and patients under them. For nursing, the theory explains that
nursing education should focus on both knowledge and clinical experience. The
clinical experience being the relationship between colleagues and that one of the nurse
to patient. The third component involves health. This theory looks at health as an
essential component in human life. Nursing is perceived by this theory as a profession
that has health as its goal of existence. The fourth component is environment. This
represent time and space in which nursing experiences take place. This theory focuses
on existential and phenomenological of the nursing experience (Norwich University,
2017).

Application of this theory in this study is that dialogue and understanding of personal
experience and that of the staff being supervised is important. The study sought to
understand the view and experiences of the Nurse Managers in relation to SS of their
staff. Gaps identified informed the study intervention.

2.8 Conceptual Framework

Conceptual framework is a diagrammatical expression of the research progression and
presents the researcher’s ideas on how to explore the problem under investigation. It
further explains how the various variables and concepts in the study relate to each other
(Joe et al., 2018).

In this study, the researcher explored the current status of supportive supervision
practice and the associated factors as evidenced in the empirical studies. The study
explored the practice of supportive supervision and both individual and institutional
influencing factors among Frontline Nurse Managers at Thika Level 5 Hospital. After
baseline survey, the study introduced an intervention based on identified gaps. The
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intervention involved training on supportive supervision and providing customized
structured SS tool to improve on SS practice among Frontline Nurse Managers at
Thika Level 5 hospital. The outcome of the intervention was evaluated after the
utilization of the structured SS tool by the Frontline Nurse Managers in this same

hospital.
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CHAPTER THREE
METHODOLOGY
3.1 Introduction

This chapter entails the systematic methods that the study applied in order to
investigate the study problem as well as the strategies that were put in place for
intervention in order to achieve the study objectives. The chapter described the study
area, study design applied, sampling and data collection procedures. The techniques
and tools of data collection, data analysis and how data was presented was discussed

in this chapter.
3.2 Research Design

Research design is defined as the framework that explains how a study is carried out.
It serves the purpose of a guide for the researcher, as it gives the direction the study

follows in order to achieve the study’s objectives (Kassu, 2019).

The study applied concurrent triangulation mixed method. The quantitative approach
applied quasi experimental pretest—posttest design. This design was applied for both
baseline survey and post intervention evaluation survey. Baseline survey served as the
pretest and the post interventional evaluation survey served as posttest. Qualitative
approach applied phenomenological design. All data was collected concurrently
baseline and. The mixed concurrent triangulation method was chosen because it allows
both quantitative and phenomenological data to be collected giving enriching

information about the researcher problem (Creswell & Plano Clark, 2017).

The study had baseline survey phase and interventional phase. Phase | involved
baseline survey where concurrent triangulation design was applied. Quantitative and
qualitative research designs were applied to collect data for triangulation. Data from
this phase informed study intervention in phase Il of the study. Phase Il was
intervention and evaluation of the effects of intervention. Quasi experimental (pretest-
posttest one group) research designs was applied after study intervention. The

intervention took three months (training and implementing SS tool) after which an
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evaluation of the effects of the intervention was carried out to test the study hypotheses.
The quantitative data that was collected at baseline survey was used as pre-test data.
The same participants who took the pre-test were the same who took the post-test after
intervention. The pretest-posttest being the baseline and evaluation surveys
respectively.

3.3 Study Plan

The study had three phases. Phase | was a baseline study to establish the level of
supportive supervision practice among Frontline Nurse Managers and factors
associated with SS practice at Thika Level 5 Hospital. This answered study objectives:
one to three. In phase Il the study customized World Health Organization (W.H.O.)
structured supportive supervision tool for Mid-Level Managers (MLM) to adopt it for

Frontline Nurse Managers and implementation of it by the Frontline Nurse Managers.

There were no structural changes made in the W.H.O. MLM tool apart from adopting
it to Frontline Nurse Managers’ supportive supervision use. The process of adopting a
tool as defined by W.H.O required a number of considerations. There had to be
involvement of stakeholders, where the tool was to be used. The stakeholders’
involvement involved carrying out discussions between the person adopting the tool
(in this case the researcher) and the intended users; that is Thika Level 5 hospital
Nursing department. Discussions were based on issues concerning the usefulness of
the tool. The discussions described the intended users, what needed to be changed in
order to fit the purpose for which it was intended to serve, and how it was to be
implemented once adopted (W.H.O. Toolkit, 2024).

After the baseline survey, the study results were disseminated to the Nursing services
Manager and deputy. The results indicated that: the hospital had no supportive
supervision system, and that there was no structured SS tool. Lack of structured SS

tool and SS system influenced SS practice of the hospital Frontline Nurse Managers.

In the first step, the researcher presented the structured SS tool to stakeholders that
were: Thika Level 5 Hospital Nursing Services Manager and deputy where discussion
on the tool was done. Purpose of the tool was discussed. The researcher explained
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how to use the tool. The stakeholders and researcher checked the relevance of the
structured SS tool and whether it could serve the hospital SS needs for the Frontline
Nurse Managers in their function of supportive supervision. The discussion was

productive and the stakeholders embraced the tool.

The second step involved discussion of the content in W.H.O. structured SS tool. The
stakeholders suggested the areas in the context of SS tool that required to be
customized to the purpose of supportive supervision of hospital wards/sections’
nursing staff. The researcher adjusted the tool to customize it to the hospital
wards/sections’ SS purpose as suggested in the stakeholders’ discussion. Such changes
were; changing from mid-level managers’ approach to ward/section managers’
approach and changing from periodic schedule to daily schedule approach. This was
because ward/section staff need support on daily basis as they provide nursing care
services to clients. The study included views from a second set of stakeholders. These
were three university faculty members that teach in the department of nursing
leadership and management. They contributed in making the content of the tool clearer
in terms of objectivity. Contributions suggested by all stakeholders were used to come
up with a customized structured SS tool fit for ward/sections’ supportive supervision

suitable for use by Frontline Nurse Managers.

The third step of adopting the tool was about making decision on how the tool was to
be implemented. The researcher with the stakeholders from TL5H held discussion on
implementation plan. It was agreed that training of the Frontline Nurse Managers on
SS and how to use the structured SS tool be done and thereafter, the researcher to
support the Frontline Nurse Managers in its implementation. The implementation took
three months after which, an evaluation of the impact of the utilization of the structured
SS tool was conducted. The researcher carried out one day training on SS and
utilization of structured SS tool. The researcher supported the Frontline Nurse

Managers in utilization of the structured tool for three months.

The study applied Cohen’s and Fleiss’s Kappa Statistics to determine the agreement
level among the three university faculty members. The SS structured tool had 4

components: setting of SS system, planning/scheduling SS activities, conducting SS
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and follow-up. The experts were asked to give their opinion on how much they agreed
on the objectivity of the tool in terms of SS content. The experts rated the components’
objectivity using Likert scale of 1-5 where 5 indicated most objective and 1 least
objective. Fleiss’s Kappa Statistics for overall agreement was 0.789 which indicates
substantial agreement. This means that the three experts were in agreement concerning

most of the content of the SS tool.

Table 3.1: Substantial Agreement Experts

Variables Expert 1 Expert 2 Expert 3

Setting of SS system 4 4 4
Planning/scheduling SS activities 5 5 5
Providing resources 4 4 4
Conduction SS 4 4 4
Feedback after SS 4 4 4
Follow-up 3 3 3

Table 3.2 Fleiss’s Kappa Statistics

Overall Agreement

Asymptotic Asymptotic 95% Confidence Interval
Kappa Sténdard A Sig. Lower Bound Upper Bound
rror
Overall Agreement .798 126 6.322  .000 .790 .806

Phase 111 of the study involved evaluation of the effects of utilization of the customized
structured SS tool on Frontline Nurse Managers’ SS practice. The researcher
administered same questionnaire that was administered at baseline survey to Frontline
Nurse Managers and results for both baseline and post intervention surveys were

compared. Study hypothesis was tested. This answered study objective number four.
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Phase |

Baseline study to
establish level of
supportive supervision
and factors associated
with supportive
supervision practice
among Frontline Nurse
Manaaers

Phase 11

Adaption and
Customization of
W.H.O. structured
supportive supervision
for (Middle Level
Managers) to Frontline
Nurse Managers’
supportive supervision

Training of the
Frontline Nurse
Managers on
customized structured
supportive supervision
tool

Implementation of

Phase 111

Evaluation survey on
effects of utilization of
customized structured
supportive supervision
tool by Frontline Nurse
Managers

\ 4

Outcome

Improved supportive
supervision practice
& improved
knowledge on SS by
Frontline Nurse

customized structured

Managers

Figure 3.1: Study Plan
3.4 Study Area

The study was done at Thika Level 5 Hospital in Kiambu County, which is in Central
region of Kenya. This county has a population of approximately 2.4 million as per
2019 Kenya Population and Housing Census. Thika Level 5 Hospital is a government
facility and is one of the Kiambu County referral and training Hospitals. It is within
Thika town approximately 40 Kilometers from Nairobi. Annual workload is about
350,000 patients seen as outpatient and approximately 20,000 inpatients (Macharia et
al., 2017). Catchment population is about 3.5 million people. Total health workers are
about 460. The hospital has approximately 228 nurses and having bed capacity of 265
(Onyambu et al., 2016).

Nursing administrative is headed by Nursing Services Manager with one deputy.
Under them are twenty Frontline Nurse Managers managing wards/sections with each

having one deputy (figure 3.4).
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Department of Nursing in this hospital has 4 units namely: Out-patient, Medical,
Surgical, and Reproductive health. Under these units are wards and sections which are
headed by Frontline Nurse Managers. Thika Level 5 Hospital was preferred because
of workload and specialization which is more than other Level 5 Hospitals in the

county (Table 3.1).

Nursing Services Manager (1)

1 |

Deputy Nursing Services
Manager

1 |

Section/wards Frontline Nurse Managers and deputies

|

Nursing staff

Figure 3.2: Nursing Administrative Structure
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Table 3.3: Hospital Nursing Units

Number of Nursing services
Number  Manager, Nursing services
of Deputy Manager and Frontline

S.No. Unit Name Nurses Nurse Managers and deputies Total
1 Administration 2 2
5 Outpatient unit ccc, OP, 20 6 2
and Renal
Medical unit: (WD 4 & 5

3 PAED, ICU, EYE-ENT) 50 1 61
Surgical unit: 2 Theatres,

4 WD 1&2, casualty 57 12 69
Reproductive Health Unit:
MCH, Antenatal,

5 Postnatal, Labour Ward, 60 10 70
New Born Unit and ward
6
Total 187 41 228

3.5 Study Population

The study population involved: the Nursing Services Manager, Frontline Nurse

Managers and deputies and nurses working under them at Thika Level 5 Hospital.
3.6 Sample Size Determination

3.6.1 Sample size for Nursing Services Manager, Frontline Nurse Managers and

Deputies

Sample size determination for Frontline Nurse Managers and Nursing Services

Manager and deputies was by census since they were less than 200.
3.6.2 Sample Size for Nursing Staff
The study used Yamane (1967) formula to calculate sample sizes.

With 95% confidence level

~ 1+ N(e)?
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Where:

n = is the sample size
N = is the population size
e = is the level of precision

N =187
e=0.05
187
n 127

~ 1+ 187(0.05 x 0.05) _
3.7 Inclusion and Exclusion Criteria
3.7.1 Inclusion Criteria

The study included nurses at TL5H who were on permanent or on contract for more
than one year and consented to be in the study.

3.7.2 Exclusion Criteria
The study excluded nurses at TL5H that were on internship
3.8 Sampling Procedure

Census sampling method was used to sample all the Frontline Nurse Managers and
Nursing Services Manager and deputies since their number was less than 200. For
focused group discussions (FGD), the study applied purposive sampling method to
sample Frontline Nurse Managers. The researcher picked 20 study participants to

represent all the units by purposive method and conducted two FGDs each having 10
participants. Recommended number of participants per GGD being 8-12 (WHO,

2020). For Key Informant Interviews, the study applied purposive sampling method

to sample Nursing Services Manager and Deputy.

For the nursing staff, the study applied stratified random sampling method. The

nursing department was stratified into 4 strata (4 units) and weighted. Simple random
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sampling was used to sample nurses per each stratum. All samples from the strata were

added to make the study sample (table 3.4).

Table 3.4: Sample Size for Nurses

S/No.  Units Number of Nurses Weighting Sample size
1. Outpatient 20 20/187 x 127 14
2. Medical Unit 50 50/187 x 127 34
3. Surgical Unit 57 57/187 x 127 39
4 Reproductive Unit 60 60/187 x 127 41
Total 187 127

3.9 Data Collection Tools

The study used mixed methods for data collection. For quantitative data, a self-
administered semi-structured questionnaire was used. Observation checklist based on
World Health Organization Supportive Supervision indicators was used to collect
quantitative data from Frontline Nurse Mangers’ practice of SS. Wathorn effect control
was achieved since the study had no threats on participants’ performance and the idea
was quite new. Rating/score of each individual item on the observation check list was
adopted from performance management guide for supervisors by Montgomery County
Maryland (2023). This rating had five categories as follows: outstanding, above
expectation, meets expectations, below expectation and does not meet expectations.
Rating was indicated by scoring the items on the scale of 1 to 5; 5 being the outstanding
and 1 being does not meet expectations. For qualitative data, the study conducted two
FGDs consisting of Frontline Nurse Managers and deputies. The wards and sections
were 20 and therefore the study formed two groups FGDs of 10 members each. The
rationale for the two FGDs was because of divisibility of 20 participants which fitted
better in 10s rather in other lesser numbers (when divided by 3 or 4). For Key
Informants Interviews consisted of Nursing services Manager (NSM) and deputy to

collect in-depth data.
3.10 Validity and Reliability of Study Tools

Validity in research refers to whether study tools measures what they are intended to

measure and if a study accurately assesses what it intends to (truthfulness), while
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reliability checks if results are consistent and repeatable under the same conditions that

is whether there is consistency in results from research tools (Ahmed & Ishtiag, 2021).
3.10.1 Validity of Study Tools

The researcher carried out a pre-test of the study questionnaire at Kiambu Level 5
Hospital (KL5H) to test for validity. The researcher pre-tested questionnaire’s validity
on (10% of study sample) the Frontline Nurse Managers and nursing staff working at
KL5H. This population was assumed to be similar to the study population since both
institution are government Level 5 Hospital facilities with minimal differences in
terms of nursing staff and working structure. The pre-test tested whether the tool could
collect the intended data. Concerns raised by the pre-test participants about contents,
incompleteness and meaning of terms in the questionnaire were picked and corrected.
This addressed the issue of trustworthiness and dependability of the data collection

tool.
3.10.2 Reliability of the Study Tools

The researcher carried out a pre-test of the study questionnaire at Kiambu Level 5
Hospital (KL5H) to test for reliability. The researcher tested questionnaire reliability
on (10% of study sample) the Frontline Nurse Managers and nursing staff working at
KL5H. This tested whether the tool could collect the same information consistently.
Cronbach’s Alphas was 0.875 for most of the variables, an indication of consistence

in the study participants’ response as indicated in the table below (table 3.3).

Table 3.5: Cronbach’s Alphas

Variables Number of items Cronbach's Alpha Remarks

Level of SS practice 4 0.875 Acceptable
Individual factors 4 0.815 Acceptable
Institutional factors 4 0.875 Acceptable

3.11 Data Collection Procedure

The researcher introduced the study to the study participant and requested them to sign
informed consent form if they agree to participate. For quantitative data, the Frontline
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Nurse Managers and Nursing Staff were given self-administered questionnaires to fill
and submit. An observation checklist was used to observe SS documentation by
Frontline Nurse Managers in their respective wards/section. Data from nursing staff

added more insight about the SS practice. This data answered study objectives 1-3

For qualitative data the researcher conducted two FGDs of purposively picked
Frontline Nurse Managers. Key Informant Interviews were carried out on Nursing
Services Manager and deputy to collect in-depth information. The discussions were
recorded in audio recorder. This answered study objectives one to three.

To answer objective four, the study collected quantitative data from Frontline Nurse
Managers and their deputies through self-administered questionnaire and observation
checklist after training of Frontline Nurse Managers on SS and on utilization of

structured SS tool.
3.12 Data Analysis

Data collected was scanned through to check for typing errors, validation of data in
line with the research questions, incompleteness and accuracy of information. Open
ended questions and interview notes were edited for grammar, completeness and then
coded ready for entry into the computer. Data was entered into a computer after editing
and coding and stored ready for analysis. The study used mixed methods to analyze
data. The Statistical Package for Social Sciences (SPSS) version 25 was used for
quantitative data analysis. Data analysis for baseline survey for quantitative data was
conducted using descriptive statistic. Inferential statistics were used to determine the
relationship between the practice level and the associated individual and institutional
factors pre and post intervention. Qualitative data was analyzed using content analysis
through Nvivo version 12 software and data organized into narrations per the

objectives.

The analysis of post intervention data was done using both descriptive and inferential
statistics. Descriptive analysis indicated the level of practice of SS before and after
intervention. Inferential statistics applied chi-squire and paired t-test to determine the
effect of the intervention by testing the hypothesis.
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Presentation of the quantitative data was done by use of frequency tables, pie-charts

and graphs. Qualitative data was presented through narratives as per the objectives.

3.13 Study Variables

Independent variables: the study independent variables were Frontline Nurse
Managers’ knowledge on SS. The study sought to identify gaps in knowledge
concerning what SS is and process of SS as well as knowledge of SS tools. The study
also sought to determine Frontline Nurse Managers’ level of practice of SS through an
observation checklist which checked for evidence of recorded SS activities in the
wards/sections. The other independent variable beside Frontline Nurse Managers’
factors that the study checked was the institutional factors. The study sought to know
whether the hospital provided the Frontline Nurse Managers with SS schedule and SS
tools. The study also determined the institutional support of Frontline Nurse Managers

on SS training.

Intervening variables: the study carried an intervention after the baseline survey
findings which indicated Frontline Nurse Managers’ gap in knowledge and practice of
SS. The intervention involved training Frontline Nurse Managers and nursing services

Manager on SS and SS structured tools use.

Dependent variables: the study’s dependent variable was supportive supervision
practice. The study determined the level of SS practice by the Frontline Nurse
Managers which was found to be at zero. The outcome after intervention showed
improvement on knowledge and practice with p value of 0.001.

3.14 Ethical Considerations

Ethical approval and permit were sought from Jomo Kenyatta University of
Agriculture and Technology Research and ethics Committee (reference number
JKU/IERC/02316/0532) and National Commission for Science Technology and
Innovation (NACOSTI/P/22/18086) respectively. Approval to collect data was sought
from Kiambu County (Ref. No.: KIAMBU/HRDU/22/07/26/RA_WAWERU) and
Thika Level 5 Hospital (reference number MOH/THKAGEN/VOL.V/704).
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Study participants were requested to give informed consent by signing and no names
were written to ensure confidentiality and anonymous of the information collected.
The reason for the study was explained and participants assured that they could choose
to remain or leave the study at will without victimization. The study participants were
assured that the information collected would be used for academic purpose and was
not to be used against them. The study participants were not exposed to any risks or

discomfort. There were no direct benefits to the study participants.
3.15 Study Assumptions

The study assumed that the study participants would give genuine information about
the state of supportive supervision and that they would be positive to take the training
and implement the knowledge acquired to improve quality of care in the hospital.

3.16 Study Limitations

The study involved only one level 5 hospital in Kiambu County because of time and
resource limitation. The study could have been done in many county hospitals for
generalization purpose in order to benefit more hospitals in Kenya. The findings of the
evaluation of effects of the intervention showed an improvement of SS practice by
50%. This was because, though the nursing services Manager and deputy supported
the study, it was difficult to influence the appreciation of the implementation of a new
tool and new way of SS to their Frontline Nurse Managers without support of the

institution.

Response rate for the study was the, 39 out of 39 for Frontline Nurse Managers, making
a 100% and Nursing staff, 90 out of 127 making a 70.9%. The participants were issued
with the questionnaires, filled and returned. The Frontline Nurse Managers’ issuing of
questionnaires was not complicated since their shifts were the same, which is morning
to evening with exception of a few odd shift hospital covering. Nursing staff shifts
were complicated since their shifts were three: morning, afternoon and night and one

had to time them for administering of the questionnaire and return.
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CHAPTER FOUR

STUDY FINDINGS

4.1 Introduction

Study findings is a significant section of any research since it demonstrates the key
results that answers the study purpose (Kumar, 2022). This chapter presents research
results as per the study objectives. The study main target population was Frontline
Nurse Managers and their deputies. In addition, the study sought further information
on SS from nursing staff and Nursing services Manager and deputy. The study sample
size for nursing staff was 127, for ward/section Frontline Nurse Managers and deputies
39, and Hospital Nursing Services Manager and deputy were 2. For the Frontline
Nurse Managers, 39 out of 39 were issued with the questionnaires, filled and returned,
making a 100% response rate. For the questionnaires issued to the Nursing staff, 90
out of 127 were filled and returned making a 70.9% response rate. The response rate
for both was satisfactory to make conclusions for the study. Weisberg, et al., (2006)
recommended a response rate of 70%. According to Mugenda and Mugenda (2008), a
response rate of 50 percent is adequate for analysis and reporting; a response rate of
60 percent is good and a response rate of 70 percent and over is excellent. Based on
the assertion, the response rate for the Frontline Nursing Managers was considered to
be excellent while that of the nursing staff was adequate to make conclusions on the
study on utilization of structured SS tool on supportive supervision among Frontline

Nurse Managers at the Thika level 5 hospital in Kiambu County, Kenya.

4.2 Social Demographic Characteristics of the Frontline Nurse Managers and

Nursing Staff

The study findings on socio-demographic characteristics for the Frontline Nurse
Managers and their deputies were presented in the same table while those for nursing

staff were presented in a different table.
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4.2.1 Social-Demographic Characteristics of Frontline Nurse Managers and
Deputies

The study sought to establish the socio-demographic characteristics of Frontline Nurse
Managers at the Thika level 5 Hospital in Kiambu County. The socio-demographic
characteristics of the study respondents included their level of education, gender, age
bracket, section/ward of operation and the length of time they had worked in the

section/ward.

From the analysis of the findings, the study established that most of the study
respondents (n=21, 53.8%) indicated that they had diploma as their highest level of
education. This was followed by (n=14, 35.9%) who indicate that they had a degree
as their highest level of education. The study also established that (n=4, 10.3%) of the
study respondents indicated that they had a master’s degree as their highest level of
education. Most of the study respondents (n=34, 87.2 %) were females while males
were (n=5, 12.8%).

The study showed that (n=17, 43.6%) of the study respondents indicated they were
between 41 and 50 years of age, closely followed by (n=14, 35.9%) who indicated that
they were between 51 to 60 years old. The study established that (n=7, 17.9 %) of the
study respondents indicated that they were between 31 and 40 years old, while (n=1,
2.6%) of the study respondents indicated he/she was between 21 and 30 years old. The
section that had majority of Frontline Nurse Managers was Surgical unit (n=19,
48.7%) followed by Reproductive Health Unit (RHU) with (n=9, 23.1%); while the
section with the least was Out-Patient Department (OPD) with (n=2, 5.1%). For the
length of time one had worked in the current ward/section, (n=20, 51.3%) of the study
respondents indicated that they had worked for a period between 0-2 years while (n=7,
17.6 %) indicated that they had been in the current section/ward for more than 9 years.
The analysis results are indicated in the Table 4.1 below.
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Table 4.1: Socio-Demographic Characteristics of the Frontline Nurse Managers

Variables Category Frequency (n) Percentage (%)
Level of education Diploma 21 53.8
Degree 14 35.9
Masters 4 10.3
Total 39 100
Gender Male 5 12.8
Female 34 87.2
Total 39 100
Age (years) 21-30 1 2.6
31-40 7 17.9
41-50 17 43.6
51-60 14 35.9
Total 39 100
Number of Frontline Nurse Surgical 19 48.7
Managers per department Medical 6 154
OPD 2 51
RHU 9 23.1
Renal/ICU 3 7.7
Total 39 100
Length of time worked in 0-2 yrs 20 51.3
ward/section 3-5yrs 9 23.1
6-8 yrs 3 8.0
Above 9 7 17.6
Total 39 100

4.2.2 Demographic Characteristics of Nursing Staff

The total questionnaires return was 90 out of 127 (70.9%). Age bracket, education
level and time worked in the ward/section were among socio-demographic
characteristics that were analyzed. The results were as follows; majority of study
respondents were between the age bracket of 31-40 years (n=27, 30 %), while the age
bracket with the least respondents was between 51- 60 years (n=16, 17.8%). Study
respondents that indicated to have had diploma as the highest level of education were
the majority (n=72, 80%) while those who indicated master’s degree as their highest
education level had the least (n=1, 1.1). Most of the study respondents indicated that
they had worked in their current ward/section for a period between 0-4 years (n=70,
77.8%) while (n=4, 4.4%) of the study respondents indicated that they had worked for
15 and above years in the current ward/section. The results are presented in Table 4.2

below.
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Table 4.2: Socio-Demographic Characteristics of Nursing Staff

Variables Frequency Percentage
Age bracket 21-30 24 26.6
31-40 27 30
41-50 23 25.6
51-60 16 17.8
Total 90 100
Level of education Certificate 4 4.4
Diploma 72 80.0
Degree 13 14.44
Masters 1 1.11
Total 90 100
Time worked 0-4 yrs. 70 77.8
5-9 yrs. 14 15.6
10-14 yrs. 2 2.2
15 and above 4 4.4
Total 90 100

4.3 Supportive Supervision Practice among Frontline Nurse Managers

The study checked on performance of Frontline Nurse Managers’ on various
components of SS through an observation checklist and a self-administered
questionnaire. The study sought to know whether the respondents performed SS, the
frequency of performance of SS per week, and experience of nursing staff on SS in the

ward or sections.

4.3.1 Level of Frontline Nurse Managers’ SS Practice

The study carried out an observation of evidence of SS activities documentation in the
wards/sections using an observation checklist, and scored them according to the
following scoring rate: 1=Does not meet expectation, 2=below expectation, 3= meets
expectation, 4= above expectation and 5 outstanding. This was adopted from
Montgomery County Maryland performance Management Guide for supervisor
(Montgomery County Maryland, 2023).

The analyses of results were as follows: there was no evidence to show information
form used during SS, use of analysed data after SS, record of identified gaps in staff

performance, record of feedback after SS and no record of training staff based on
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identified performance gaps. Therefore, all wards and sections scored 1 (did not meet

expectation) table 4.3.

Table 4.3: Evidence of Documentation of SS Activities in the Ward/Sections

Variable Category Frequency Percentage
(n) (%)
Information form used during SS  Does not meet 20 100
expectation
Use of analyzed data after SS Does not meet 20 100
expectation
Record of Identified gaps in staff Does not meet 20 100
performance expectation
Record of feedback after SS Does not meet 20 100
expectation
Record of trained staff on Does not meet 20 100
identified performance gaps expectation
Total 20 100

4.3.2 Frontline Nurse Managers’ Supportive Supervision Performance in
Ward/Section

On further exploration, the study used a self- administered questionnaire, to get more
data from the frontline Nurse Managers on level of SS practice. The results were as
follows: slightly above half (n=20, 51%) of the study respondents indicated that they
performed SS in the ward/section, while (n=19, 49 %) said they did not. This was
contrary to the observed practice where there was no evidence of documented SS

practice (figure 4.1).
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Frontline Nurse Managers SS Performance

ENO myes

Figure 4.1: Frontline Nurse Managers SS Performance
4.3.3 Frontline Nurse Managers’ Frequency of SS Performance per Week

The study further explored on the frequency of SS performance per week from the
questionnaire, and majority of study respondents indicated that they performed SS
“none of times” per week (n=32, 82%) followed by “1-3 times” per week (n=4, 10%)
and (n=3, 8%) indicated “all the times” as indicated in figure 4.2 below.

Frequency of SS Performance per Week

Figure 4.2: Frequency of SS Performance per Week
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4.3.4 Practice of SS by Frontline Nurse Managers

Using self-administered questionnaire, the study sought further details on activities
that indicate SS practice by asking the study respondents’ possession of and use of SS
tools where over 70% indicated that they did not possess or utilize SS tools. Majority
(n=36, 92.3%) of the study respondents indicated that they did not have SS observation
checklist and recommendation forms. Most of the study respondents (n=34, 87.2%)
did not allocate time for SS on their nursing staff. On use of SS observation checklist
(n=35, 89.7%) of the study respondents reported that they did not use it. About the use
of information forms to collect data (n=36, 92.3%) of the study respondents had not
used it. Most of the study respondents (n=29, 74.4%) indicated that they did not train
their staff based on analysed data from SS. Further upon exploratory on scheduling of
on-job- training and giving feedback after SS, (n=33, 84.6%), and (n=30, 76.9%)
respectively stated that did not perform those functions (Table 4.4).
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Table 4.4: Practice of SS by Frontline Nurse Managers

Variable Category Frequency Percentage
(n) (%)
Had SS checklist No 36 92.3
Yes 3 7.7
Total 39 100
Had recommendation forms No 36 92.3
Yes 3 7.7
Total 39 100
Allocates time for SS No 34 87.2
Yes 5 12.8
Total 39 100
Allocated training time No 34 87.2
Yes 5 12.8
Total 39 100
Use SS observation checklist No 35 89.7
Yes 4 10.3
Total 39 100
Use information forms to collect data  No 36 92.3
Yes 3 7.7
Total 39 100
Training based on analyzed data No 29 74.4
Yes 10 25.6
Total 39 100
Gives feedback after SS No 30 76.9
Yes 9 23.1
Total 39 100
Scheduled on-job training No 33 84.6
Yes 6 154
Total 39 100

4.3.5 Nursing Staff Report on SS in the Ward/Section

The study sought to know report from nursing staff on SS by their ward/section
Frontline Nurse Managers using self-adminnistered questionnaire. Majority of the
study participants indicated that they had resceived supportive supervision (n=64,
71.1%). For the frequency of SS per week, (n=32, 35%) of the study repondents said
“none times per week” followed closely by “1-3 times per week” (n=38, 42.2 %) while
(n=14, 15%) said “all the time”. When asked if the SS was scheduled, majority (n=55,
61.1%) said “no”. These findings did not match the Frontline Nurse Managers’ finding

especially for the frequency of SS where 82% Frontline Nurse Managers said they
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performed SS none times opposed to 35% of the nursing staff who reported to have

received SS none times per week. Results are presented in Table 4.5.

Table 4.5: Experince of Nursing staff on SS in the Ward/Section per Week

Variables Category Frequency  Percentage
(n) (%)
SS by ward/section Frontline Yes 64 71.1
Nurse Managers No 26 28..9
Total 90 100
Frequency of SS by ward section None 32 35.56
in-charge 1-3 times 38 42.22
4-6 times 6 6.67
All the times 14 15.55
Total 90 100
SS scheduled/planned Yes 35 38.9
No 55 61.1
Total 90 100

4.3.6 Qualitative data on Frontline Nurse Managers Practice of SS

Theme: Practice of SS

The study conducted two FGDs and Key informants interviews to further explore on
Frontline Nurse Managers’ SS practice. The study’s respondents indicated that
ward/section Frontline Nurse Managers did perform SS though not effectively. The
reason for the ineffective SS performance were that: they did not schedule SS due to
staff shortage and lacked SS tools such as observation checklists and recording
facilities. They also did not record SS outcomes and corrective actions. Findings are
indicated in the following statements:

One K, said:

“Yes the ward/section Frontline Nurse Managers do perform SS but they do not
have SS tools such as observation checklist or record tools. They do not schedule SS

due to acute staff shortage whereby they work with one or two staff per shift” (K1, 1).

Another Kl reported that:
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“Ward/section Frontline Nurse Managers carry out SS when need arise. This is
because of staff shortage. Most of the times, they are the ones carrying out patient care

with one or two other staff or sometimes working alone in a shift” (K1, 2).

The report from the FGDs pointed to incorrect SS activities. This was evidenced by

the following statements from members of the FGDs:

One study respondent from FGD no.1 attested that:

“SS is supporting others, not separating myself from them. | get involved in that
which they are doing, supporting them psychologically and giving them some day offs”’
(FGD no. 1, group member no. 8).

From FGD no. 2, a study respondent reported that:

“In my SS I do mentorship and work with staff the way | know not what we have
been trained on” (FGD 2, Group Member No. 5).

“I provide the material for work such us gloves, syringes... as part of SS” (FGD
no. 2, Group Member No. 6).

4.4 Individual Factors Associated to SS among Frontline Nurse Managers

4.4.1 Level of Knowledge on SS of Frontline Nurse Managers

From the self- administered questionnaire the study assessed the knowledge level of
Frontline Nurse Managers. The study respondents were asked to indicate “yes” to what
they had knowledge and skills of and “no” to what they had no knowledge of in the
various components of SS. Most of the study respondents said they were not trained
on SS and they did not understand SS setting system requirements (n=26, 67% and
n=22, 56%) respectively. Majority of the study respondents (n=22, 56%) stated that
they were not trained on scheduling SS and on use of information forms. When asked
whether they had skills for analyzing SS data and use of observation checklist, most
of the study respondents said no (n=24, 61.5% and n=22, 56%) respectively. Study

respondents were asked about training on use of data to resolve problem, (n=22, 56.4
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%) said no. Study respondents were asked if they had training on monitoring staff and
skills on giving feedback (n=25, 64.1%) and (n=22, 56.4%) said no respectively. When
asked about having skills on on-job training and definition of SS (n=20, 51.3%) said

no and (n=20, 51.3%) gave wrong answer respectively (Table 4.6).

Table 4.6: Knowledge and Skills of Frontline Nurse Managers on SS

Variable Category Frequency  Percentage
(n) (%)
Trained on SS No 26 67
Yes 13 33
Total 39 100
Understand SS setting system No 22 56
requirement Yes 17 44
Total 39 100
Trained on SS scheduling No 22 56.4
Yes 17 43.6
Total 39 100
Trained on use of information No 22 56
forms Yes 17 44
Total 39 100
Have skills of using observation No 22 56
checklist Yes 17 44
Total 39 100
Have skills of analyzing SS data No 24 61.5
Yes 15 38.5
Total 39 100
Trained on use of data to solve No 22 56.4
problem Yes 17 43.6
Total 39 100
Trained on monitoring staff No 25 64
Yes 17 36
Total 39 100
Have skills on giving feedback No 22 56.4
Yes 17 43.6
Total 39 100
I have skills on on-job training No 20 51.3
Yes 19 48.7
what is SS Correct 19 48.7
Wrong 20 51.3
Total 39 100
I know SS roles No 21 53.8
Yes 18 46.2
Total 39 100
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The study did total score of knowledge on all SS items in the questionnaire to
determine knowledge level of Frontline Nurse Managers. The answer “Yes” had a
score of 1 and “No” a score of zero (0). A respondent’s total score on all items on
knowledge was summed up for knowledge level. Score of 50% and above was
considered knowledgeable and score below 50% not knowledgeable (Gopalakrishnan
et al., 2021). Majority (60%, n=23) scored below 50% and were considered not
knowledgeable, while 40% (n=16) scored above 50% and were considered

knowledgeable (Figure 4.3 below).

Knowledge on SS Cumulative Score

KNOWLEDGEABLE
n=16, 40%

NOT
KNOWLEDGEABLE
n=23, 60%

= KNOWLEDGEABLE = NOT KNOWLEDGEABLE

Figure 4.3: Knowledge on SS Cumulative Score
4.4.2 Qualitative Data on Knowledge of Frontline Nurse Managers on SS
Theme: Knowledge on SS

From the focused group discussion with the Frontline Nurse Managers, it was evident
that their knowledge and skills of SS was below expectation despite a number of them
indicating in the questionnaire that they had knowledge and skills on SS. Three (3)

study respondents reported that:
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“I am not sure what SS is” (FGD no. 1, group member no. 2, 4 & 8)
Another study respondent said:

“SS is sport checking staff as we perform our duties” (FGD no. 1, group member no.
3)

Also another study respondent attested that:

“SS is inspecting how work is being done” (FGD no. 2, group member no. 6)

4.4.3 Qualitative Data from Questionnaires on Individual Factors Associated with

SS among Frontline Nurse Managers

From the open ended questions in the questionnaires, the study sought more
information about other factors associated to SS beside knowledge and skills on SS
among the Frontline Nurse Managers. Most of the study respondents reported that staff
shortage, lack of interest with staff and lack of SS tools were barriers to their SS
performance as indicated in the following statements from the questionnaire

respondents:

Theme: Individual Perception on SS Barriers

“Attitude is a barrier to supportive supervision” respondent number 24 (from

questionnaires).

Respondent number 21 from questionnaire reported that:

“Lack of interest with one’s staff influences one’s supporting staff”

Respondent number 18 from questionnaire reported that:

“Understating shortage of staff and lack of SS tools is a barrier to SS”.
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4.5 Institutional Factors Associated with SS Performance among Frontline Nurse

Managers

The study sought to explore institutional factors that contributed to the SS practice
among Frontline Nurse Managers by checking on SS support that the hospital provided
to them on SS. Data from the observation done through observation checklist, found
no documented evidence of SS schedule, nor SS tools for Frontline Nurse Managers
in all the ward/sections. From the self- administered questionnaire, study respondents
were asked whether the hospital provided SS schedule; majority said no (n=36,
92.3%). When asked about hospital providing SS observation checklist, most the study
respondent said “no” (n=37, 94.9%). Majority of the study respondent reported that
the hospital did not provide SS record facilities or on-job training materials (n=38,
97.4 % and (n= 32, 82%) respectively. The results are indicated in table 4.7 below.

Table 4.7: Institutional Factors Associated with SS Performance among Frontline

Nurse Managers’

Variable Category Frequency Percentage
(n) (%)
Hospital provides SS schedules  No 36 92.3
Yes 3 1.7
Total 39 100
Hospital provides SS No 37 94.9
observation checklist Yes 2 51
Total 39 100
Hospital provides of record No 38 97.4
facilities for SS Yes 1 2.6
Total 39 100
Hospital provides on-job No 32 82.0
training material Yes 7 18.0
Total 39 100

4.5.1 Required Support for the Frontline Nurse Managers on SS performance

The study through questionnaire inquired from the Frontline Nurse Managers of the
support they would recommend to enhance SS performance in their wards/sections.
The study respondents identified three things: 72% (n=28) of the study respondents
indicated training on SS, 20% (n=8) recommended SS tools and 8% (n=3) indicated
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adequate staff as support they would wish addressed to improve their SS performance
(figure 4.4).

Required Support

ADQUATE STAFF

8% SS TOOLS
20%

TRAINING
72%

Figure 4.4: SS Required Support for the Frontline Nurse Managers

4.5.2 Qualitative Data on Institutional Factors Associated with Frontline Nurse

Managers’ Performance of SS
Theme: Hospital Support on SS

The study respondents indicated that the hospital did not have SS schedules, SS
observation checklist and had not offered training on SS to Frontline Nurse Managers.
These were demonstrated by the following statements:

One study respondent from the FGD no.1 said:

“No, the hospital does not provide SS schedules; it is left to the ward managers
because of staff shortage” (FGD 1, Member No. 2).

Another study respondent from FGD noted that:
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“No tools, I use patients’ file to check if everything was done in the right way and
the hospital does not provide SS schedules, it is left to the ward managers because of
staff shortage”(FGD 2, Member No.3 ).

Another study respondent from FGD no.2 attested that:

“I deal with problem as it arises’, there are no SS schedules” (FGD 2, Member
No. 5).

Key informants also reported that the hospital has no SS schedules nor SS tools:

One of the Kl said:

“The hospital has no SS schedules for wards/sections, and it has not provided SS

observation checklist or any other SS tools” (K1, 1).

Another Kl reported that:

“There are no SS tools in the hospital. The hospital does not provide SS schedule
for ward/section Frontline Nurse Managers, they do it when need arises due to
shortage of staff” (KI, 2).

4.6 Effects of Training on SS and Utilization of a Structured Supportive

Supervision Tool on Supportive Supervision of Frontline Nurse managers

A paired t- test, chi square cross- tabulation and Fisher’s exact test were used to
determine the difference between pre- and post-intervention level of knowledge and

practice of SS among Frontline Nurse Managers at TL5H.

4.6.1 Pre-Test Post-Test Paired t Test Statistics for Observation Checklist Data

on Frontline Nurse Managers’ SS Practice

Data from observation checklist of the pre-test and post-test on observation done on
all 20 ward/sections for Frontline Nurse Managers SS practice proportion who had
“not met expectation” at baseline was 100% (n=20) and at post-test was 50% (n=10).
Those who had “met expectation” at baseline was 0% (n=0) and at post-test was 50%
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(n=10). To test whether the proportion scores differences between the pre- and post-
test scores were statistically significant; a paired t test was conducted. The result of
this test revealed that there was a statistical significant difference in the proportion
scores difference of “not met expectation” and “met expectation” in pre-test post-test
t test (mean =0.500, df =19, t= -4.359 and a p-value = <0.001 at 5% significance

level); as shown in Table 4.8 below.

Table 4.8: Pre-test Post-test Frequency and t Test table for Observation Checklist

Data on Frontline Nurse Managers’ SS Practice

Variable Frequency N % Mean 95% Conf. interval t df p-value
Meets 0 20 0% -0.500 Lower Upper -4359 19 <0.001
5 expectation
% Does not 20 20 100% -0.74009 -0.25991
o meet
expectation
Meet 10 20 50%
B expectation
g Does not 10 20 50%
a  meet
expectation
Total 20 40 100%

4.6.2 Supportive Supervision Practice of Frontline Nurse Managers for Pre and

Post-Intervention Data from the Questionnaire

A paired t-test was carried out on SS practice data from questionnaire for Frontline
Nurse Manager’s responses for pre and post-test which showed an increase in the mean
after intervention as indicated in the following findings: pre-test mean of 2.9744 and a
post-test mean of 9.6154. To test whether the mean scores differences between the
post- and pre-test scores were statistical significant; a paired samples t-test was
conducted. The result of this test revealed that there was a statistical significant
difference in the mean score difference of SS practice pre- and post-intervention (t = -
7.694, df = 57.7, and p-value = <0.001 at 5% significance level) indicated in table 4.9
below.
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Table 4.9: Supportive Supervision Practice from Questionnaire of Frontline

Nurse Managers at Baseline and Post Intervention Analyzed using Paired t- Test

Variable Study Total Means t-test Df Sig.  Mean Std. 95% Confidence

period count (2-tailed) Diff. Error Interval of the
p-value Diff. Difference
8 o Pre-test 39 29744 Lower Upper
*§ § Post- 39 9.6154 -7.694 57.7 <0.001 -6.6 0.863 -8.37 -491
g test

Cross-Tabulation and Chi-Square on Practice for Data from the Questionnaire

Cross-tabulation and Chi-square on practice for various variables, respondents’
response during pre-test and post-test from the questionnaire were as follows: for Does
not meet expectation pre-test n= 35 (89.7%) and post-test n=10 (25.6%). For the
variable “meets expectation pre-test — n= 4 (10.3%) and post-test n= 29 (74.3%). Chi-

square value was 32.83, df 1, and a p-value of <0.001 as shown in table 4.10 below.

Table 4.10: Practice Cross-tabulation and Chi-square

Variable Study period Total Chi- 95% Confidence P-
square Interval value

Pre-test  Post-test value pf Lower  Upper

Does not meet 35 10 45

expectation (89.7%)  (25.6%)

Meets expectation 4 29 33 32.83 1 7.2 89.4 <0.00
(10.3%)  (74.3%) 1

Total 39 39 78

4.6.3 Knowledge Score of Frontline Nurse Managers for Pre and Post-

Intervention

The paired t-test was carried out on knowledge score of Frontline Nurse Manager’s for
pre and post-test which showed an increase in the mean after intervention as indicated
in the following findings: pre-test mean of 3.8462 and a post-test mean of 6.2308. To
test whether the mean scores differences between the pre- and post-test scores were
statistical significant; paired samples t-test was conducted. The result of this test

revealed that there was a statistical significant difference in the mean score difference
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of knowledge score of (-2.38462) and (t = 3.33, df = 76, and p-value = 0.001 at 5%

significance level) Table 4.11.

Table 4.11: Knowledge Score of Frontline Nurse Managers from questionnaire

at Baseline and Post Intervention Analyzed Using Paired t- Test Paired

Variable Category Frequency Mean t-test Df  Sig. Mean Std  95% ClI
(2- Diff.  Error of diff

tailed)

p-value
® Pre-test 39 3.8462 Lower
g o -3.80524
% §, Post-test 39 6.2308 -3.343 76 0.001 -2.38462 0.71328 U
c » pper
x -0.96399

Chi square cross-tabulation and Fisher’s exact test on knowledge of various variables
from the questionnaire were tabulated. Study respondents’ response during pre-test and
post-test were as follows: On whether one was trained on SS, yes was n=13 (33%) at pre-
test and n=24 (62%) at post-test: on whether one had understanding of SS requirements
“yes” was n=17 (44%) at pre-test and at post-test n=26 (67%) while about having been
trained on SS scheduling, yes was n=17 (44%) at pre-test and n= 25 (64%) at post-test.
For knowledge on training on use of information forms, yes was n=17(44%) at pre-
test and n=26 (67%) at post-test. The respondents’ knowledge on use of observation
checklist during SS, yes was n=17 (44%) at pre-test and n= 30 (78%) at post-test: while
on the question of one having the skills of analyzing SS data: yes at pre-test was n=15
(38%) and n=28 (72%) at post-test. On training on use of data to solve problem yes at
pre-test was n=17(44%) and n=23 (59%) at post-test. Study respondents’ who said yes
on having been trained on monitoring staff at pre-test were n=14 (36%) and n=25
(64%) at post-test and for knowledge on giving feedback on SS to staff, at pre-test yes
response was at n=17 (44%) and at post-test, n=31(80%). These who said that they had
skills on on-job training were n=19 (49%) at pre-test and n=29 (74%) at post-test. Nine
out of ten variables fishers’ exact test P-value was < 0.05 with significance level of 5%

as indicated in Table 4.12 below.
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Table 4.12: Knowledge Score of Frontline Nurse Managers at Baseline and Post

Intervention Analyzed Using Cross-Tabulation and Fisher Exact Test

Variable Study No Yes Total Fisher’
period s exact
test
Trained on SS Pre-test 26 (67%) 13(33%) 39 0.011
Post-test ~ 15(38) 24 (61%) 39
Understand SS setting Pre-test 22 (56%) 17 (44%) 39 0.03
requirements Post-test 13 (33%) 26 (67%) 39

Trained on SS scheduling  Pre-test 22 (56%) 17 (44%) 39 0.05
Post-test 14 (36%) 25 (64%) 39

Trained on use of Pre-test 22 (56%) 17(44%) 39 0.03
information forms Post-test 13 (33%) 26(67%) 39
Have skills of using Pre-test 22 (56%) 17 (44%) 39 0.00
observation checklist Post-test 9 (22%) 30 (78%) 39 3
Skills of analyzing SS data Pre-test  24(61%) 15(38) 39 0.00
Post-test  11(28%)  28(72%) 39 3
Trained on use of data to Pre-test  22(56%)  17(44%) 39 0.12
solve problem Post-test 16 (41%) 23(59%) 39 9
trained on monitoring staff Pre-test 25 (64%) 14 (36%) 39 0.01
Post-test 14 (36%) 25 (64%) 39 1
Skills on giving feedback  Pre-test 22 (56%) 17 (44%) 39 0.00
Post-test 8 (20%) 31 (80%) 39 1
Have skills on on-job Pre-test 20 (51%) 19 (49%) 39 0.01
training Post-test 10 (26) 29 (74%) 39 8
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CHAPTER FIVE

DISCUSSION, CONCLUSION AND RECOMMENDATION

5.1 Introduction

This chapter entails discussion of the study findings, conclusion, and recommendations
based on the study findings. The discussion follows the study’s objectives’ results, and

compares them with other similar studies conducted locally and globally.

5.2 Discussion

The discussion of the study findings was conducted as per study objectives. The study
demonstrated how each finding compared with other findings in other studies

conducted elsewhere.

5.2.1 Level of Supportive Supervision Practice

To answer this objective, the results from quantitative and qualitative were
triangulated. The study established that the level of SS practice by the Frontline
Nursing Managers did not meet the expectation as per the definition from W.H.O SS
MLM’s tool, (2008). This tool recommends SS system to be set by the supervisors for
planning and preparing SS goals and tools such as, observation checklist, information
forms and on-job training materials. In setting health care goals and scheduling of SS
plan, the supervisors and supervisees work as a team. This becomes the basis for SS
monitoring and on-job training. The training is done based on identified work

performance’s gaps, aiming at the improvement of staff health care performance.

The study established by observation that the level of SS practice among Frontline
Nurse Managers was at zero since there was no observed evidence of recorded SS
activity, nor had any ward/section had SS tools such as SS schedules, SS observation
checklist, and SS record forms. Despite there being no evidence of SS, study
respondents upon exploration by questionnaire, reported that they performed SS. The
study established that the majority of Frontline Nurse Managers stated that they

practiced SS although upon further probe on SS activities carried out during SS, most
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of the study respondents indicated that they did not. This was clearly shown by
questioning on performance such as: whether one performed SS, where 51% of the
study respondents said they did but when asked the frequency of SS performance per

week 82.1% of the participants indicated that, they did “none times per week”.

Majority 92.3% did not have SS observation checklist, 87.2% did not allocate time for
SS. This was confirmed by report from FGDs and Klls that established that SS was
inaccurately done since the Frontline Nurse Managers did not schedule SS due to staff
shortage, they did not use SS tools and performed SS when need arose. These finding
agreed with a study done in Mozambique which showed that, SS practice was

ineffectively done (Tavares et al, 2017).

5.2.2 Individual Factors Associated with Supportive Supervision Practice among

Frontline Nurse Managers

Results from qualitative and quantitative analysis were triangulated in order to answer
this objective. The study established that knowledge on SS was a crucial individual
factor that influenced SS practice among the Frontline Nurse Managers. The
knowledge level was below the expected. Majority, 64% had no SS training, and
51.3% did not understand the requirement for setting SS system. The knowledge level
was below 50% and therefore rated as unknowledgeable (Gopalakrishnan et al, 2021).

Qualitative data confirmed insufficient knowledge on SS. From the FGDs, it was
evident that the Frontline Nurse Managers’ knowledge on SS was below expectation.
These findings corresponded with a study that established that managers lack
supervisory knowledge and skills essential for supportive supervision and therefore

inadequately provided SS to their staff (Avortriet et al, 2018).

From the qualitative data collected from questionnaires’ open-ended questions, the
study reported personal perceptions considered as barriers of SS. These were: lack of
interest of staff working under one’s ward/section, understating staff shortage by the
management and negative attitude towards SS performance. A similar observation was
made by Susan et al., (2015) where negative attitude towards supervision role was
reported to result in nursing managers neglecting SS role and function.
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The study established that lack of time and staff shortage hindered Frontline Nurse
Managers from performing SS. study respondents reported that staff shortage and lack
of time were barriers to their performance of SS role. This was confirmed by report
from Klls. These results were similar to what was established in a study that reported
that SS is ineffectively done due to such factors like managers’ competing roles and
lack of time (Tavares et al, 2017). Tumaini et al, (2021) study also agreed with these
findings in their report on SS where they established that SS was constrained by staff

shortage.

5.2.3 Institutional Factors Associated with SS among Frontline Nurse Managers

Institutions support for Frontline Nurse Managers in achievement of health goals is
critical. It was evident that the hospital did not make available SS schedules, SS
observation checklist, or record facilities such as information forms neither provide
on-job training material. This was shown by both qualitative and guantitative data.
Data from the observation done through observation checklist, found no documented
evidence of SS schedule, nor SS tools for use by Frontline Nurse Managers during SS
in all the ward/sections. The Frontline Nurse Managers (92.3%) reported that the
hospital did not provide SS schedule. The study respondents (94.9%) reported that
hospital did not provide SS observation checklist, and (97% ) said that hospital did not
provide SS record facilities. This concurred with Avortri et al., (2018), who observed
in their study that health institutions did not support managers with the required tools

such as computers and SS schedules.

Report from FGDs and Klls confirmed that the hospital did not have SS schedules, SS
observation checklist, and that it had not offered training on SS to Frontline Nurse
Managers and that there was inadequate nursing staff. These findings were similar to
findings by a study by Sana, et al., (2021) that established that supervisors faced staff
shortage and, that the workload could not allow them to have time for SS.
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5.2.4 Effects of Training and Utilization of Structured SS Tool on Frontline Nurse

Managers SS

The study’s fourth objective was to evaluate the effects of training of Frontline Nurse
Managers on SS and utilization of structured SS tool in the role of supportive
supervision of their staff. The study stated null and alternative hypotheses which were

tested in order to evaluate the effects of training and utilization of structured SS tool.

This study rejects the null hypothesis that “there is no difference between Frontline
Nurse Managers’ supportive supervision practice at TL5H before and after training

and implementation of structured SS tool”.

The rejection of the null hypothesis was based on statistical difference between the
pretest and posttest on the supportive supervision practice by the Frontline Nurse
Managers before and after training and utilization of the structured SS tool. Cross-
tabulation and Chi-square on practice for various variables indicated: 50%
improvement of those who met SS expectation from 0% after training and utilization
of structured tool. Chi-square value was 32.83, df 1, and a p-value of <0.001while t
test (t = - 7.694, df = 57.7, and p-value = <0.001 at 5% significance level). The paired
t test was, pre-test mean of 2.9744 and a post-test mean of 9.6154 demonstrating
improvement in SS practice. These findings were similar to a study that was done by
Purity et al, (2017) that reported an improvement on managers’ SS practice through

training and empowerment on SS skills.

The study recorded improvement on the knowledge of Frontline Nurse Managers as
result of training and utilization of structure SS tool. There was an increase in number
of those who improved their knowledge and skills in: understanding of SS setting
requirements, giving feedback on SS to staff, and skills on use of observation checklist
SS. The study reported Fisher’s exact test on knowledge on above various variables as:
(t = 3.33, df = 76, and p-value = 0.001 at 5% significance) and fishers’ exact test P-
value of < 0.05.

The same was echoed by a study that concluded that training managers on SS improves
their knowledge and make them appreciate the importance of SS on their staff
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(Muhammad et al, 2019). These findings also were similar to an evaluation report that
indicated that supervisors improve on use of SS tools such as observation checklist
during supportive supervision after training them on SS and supportive supervision
system, which empowers them to be objective in their SS practice (MOH Tanzania,
2022).

5.3 Conclusion

This study concludes that, Frontline Nurse Mangers’ SS practice before training and
implementation of structured SS tool did not meet expectation as per W.H.O Mid-level
Managers’ training manual (W.H.O, 2008) since they did not set SS system, did not
have SS schedule, SS observation checklist and did not have any documented evidence
of SS practice. The implementation and evaluation results could have been better had
the Nursing Services Managers been trained on SS. The office of the Nursing services
Manager could not enhanced SS practice despite the training of Frontline Nurse

Managers by the researcher, since the hospital had no SS system nor SS practice

policy.

On individual factors associated with SS practice among Frontline Nurse Managers:
Frontline Nurse Mangers’ knowledge on SS was below expectation since they had not
been trained on SS. They also reported issues of personal perceptions on supportive
supervision such as: lack of time, lack of interest, negative attitude and understating

staff shortage.

On institutional factors associated with SS practice among Frontline Nurse Managers:
Frontline Nurse Mangers’ had ineffective SS practice status since they were not trained
on SS. There was inadequate nursing staff, and the hospital had not provided SS
schedule, SS tools such as: SS observation check, facility for recording SS data, nor

had the hospital provided on-job training material.

On effects of training and implementation of structured SS tool, it was evident that the
SS knowledge and practice of Frontline Nurse Managers improved by 50% after
training and utilization of a structured SS tool. Therefore the study rejected the null

hypothesis. To improve on individual interest in a subject, motivation is required. Had
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the hospital had SS policy, the Frontline Nurse Managers would have found the reason
to seek to know and practice SS better than the 50% that was achieved by this study.

5.4 Recommendations
The following recommendations were derived from the study:

1. The hospital management to embrace Front Nurse Managers’ SS practice as
policy.

2. The hospital management to facilitate further training of Frontline Nurse
Managers on SS.

3. The hospital management to establish a hospital SS system and schedule for
Frontline Nurse Managers, provide SS recording system and address nursing
staff shortage.

4. The hospital management to adopt customized SS structured tool for use by
Frontline Nurse Managers to improve SS practice.

5. Further study on Frontline Nurse Managers’ SS practice in a wider scope is

recommended generalization.
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APPENDICES
Appendix I: Consent Form

Introduction : | Lucy Waweru, postgraduate student doing Doctor of Philosophy in
Nursing Leadership and Manager at Jomo Kenyatta University of Agriculture and
Technology, | am conducting a study on Utilization of structured supportive
supervisory tool among front line Nurse Managers at Thika Level 5 Hospital. 1 am
kindly requesting to recruit you into the study. Your participation will involve you

allowing me to access part of your personal information like age, and religion.

Broad Objective: To determine effects of utilization of structured supportive
supervisory tool among front line Nurse Managers at Thika Level 5 Hospital.

Voluntariness of Participation: Your participation in this study is based on your free
will and should you wish to withdraw from the study at any point then you will be at
liberty to do so.

Confidentiality: Your participation in the study will be kept confidential and the
information you give will be coded in such a way that it is not identified by your name
or anything that can reveal your identity. The handling of the information will also be

limited to as minimum people as possible.

Benefits: The benefits of taking part in the study will be direct as the study aims at
improving the supportive supervisory among front line Nurse Managers at Thika

Level 5 Hospital.

Risks: There are no risks from you getting involved in this study. The study findings

will not be used for any financial gains.

Right to Withdrawal: Should you decide to withdraw from the study at any point,

you will not be subjected to any discriminatory treatment.

Participant’s Statement
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I have read this consent form and | have had the chance to discuss this research study
with a study researcher. 1 have had my questions answered in a language that |
understand. The risks and benefits have been explained to me. | understand that my
participation in this study is voluntary and that | may choose to withdraw any time. |

freely agree to participate in this research study.

I understand that all efforts will be made to keep information regarding my personal

identity confidential

By signing this consent form, | have not given up any of the legal rights that | have as

a participant in a research study.

| agree to participate in this research study: Yes/ No

Participant signature ........ccccevvieiiiiniiiniiinninnne, Date....covevvinniieininnnnnen.

Researcher’s statement

I, the undersigned, have fully explained the relevant details of this research study to
the participant named above and believe that the participant has understood and has

willingly and freely given her consent.

Researcher‘s
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Appendix Il: Questionnaire for Frontline Nursing Managers

Section A: Demographic Information

1. Level of education:
Diploma [ | Degree [ |  Master’sDegree [ | PhD

o M DN

Gender: Male || [ fnale
Age bracket in years : 20-30 [ |  30-40 [ | 4050 [ | 50-60
Your unit/ward of operation?

Length of time you have worked in this ward/unit?

Section B: Knowledge on supportive supervision

[]

[]

S/No | Statements Yes | No

1. | I have been trained on supportive supervision

2 I understand the requirement for setting supportive supervision
" | schedule

3 I have the skills on how to schedule supportive supervision for
" | my ward

4 I have been trained on how to use information forms to collect
" | data

5 I have the skills of collecting data using observation check list
" | during supportive supervision of my ward

5 | have :sk_ills on how to analyze data for my ward supportive

supervision

7. | I have been trained on how to use data to solve staff problems

8. | I Have been trained on how to monitor staff performance

9 I have skills on how to give feedback to my staff after
" | supportive supervision

10. I have _sk_ills to perform on-job training based on supportive

supervision
Section C: Practice on Supportive Supervision
i) Practice on Supportive Supervision
S/No. | Statements Yes | No
1. | I have supportive supervisory checklist
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2. | The ward has forms to fill recommendations after supportive
supervision

3. | allocate time for supportive supervision and follow up of
agreed

4. | | perform supportive supervision on my staff

5. | lallocate time for training staff on identified gaps

6. | I use observation check list to collect data during supportive
supervision

7. | luse information forms to collect data for supportive
supervision

8. | I base staff training on analyzed data

9. | I give feedback after supportive supervision

10. | I schedule on-job training for my staff

1. What is supportive supervisory?

i) Observational Checklist for Supportive Supervision

Key: 1 = Does not meet expectation (20 % and), 2 = Below expectations (40%),
3 = Meets expectation (60%), 4 = Above expectations (80%), 5 = Outstanding
(100%). (Tick the number appropriate for the item’s score)

S/No. | Statements 1123|415
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1 | Use of plan and schedule for ward/section
supportive supervision

2 | Use of supportive supervision observation check
list

3 | Use of information form during supportive
supervision

Analyzes data after supportive supervision
Identifies gaps in the staff performance

Gives feedback to staff after supportive supervision
Trained staff on identified performance gap
Total score

~N[(o|ol| b~

Scoring adopted from Employee Performance Rating System Supervisor’s

Handbook (Dorsett, 2016)
iii) Institutional Factors

1. Does the hospital provide schedules for ward supportive supervision by the

ward Nurse Managers?

Yes[ | No [ ]

2. Does the hospital provide observation check list for supportive supervision

Yes[ | No [ ]

3. Does the hospital provide record facilities for recording the outcome of

supportive supervisions?

Yes[ | No [ ]

4. Does the hospital provide on-job training materials for supportive

supervisions?

Yes[ | No | ]

5. What help do you suggest for the hospital to provide for improvement of

supportive supervision in your ward?
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Appendix I11: Focused Group Discussion Guide

1. In your own words what would you say supportive supervision is?

2. How would you describe your status of being empowered to perform supportive
supervision on your staff

3. Describe activities you carry out during your ward/section staff supportive
supervision

4. What would you say about the supportive supervision tools provided by the
hospital?

5. How would you describe the supportive supervision schedules the hospital
provides for the ward/section managers to perform supportive supervision?

6. Describe your motivation on performance of supportive supervision to your staff
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Appendix IV: Key Informant Interview Guide

1. Do the Frontline Nurse Managers carry out supportive

supervision in their wards/section?
. Do they use SS tools such as SS observation checklist

3. Do they schedule SS
Has the hospital trained Frontline Nurse Managers on
SS?

5. Does the hospital provide SS schedule and SS tools for
the Frontline Nurse Managers?
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Appendix V: Questionnaire for the Ward/Unit Nursing Staff

1. Level of education:

Certificate

Diploma
Degree

Master’s degree
PhD

oo O

2. Age Bracket:
21-30
31-40
41-50
51-60

OO

3. How long have you worked in this

ward/unit?

4. What is supportive

supervision?

8. Did you get feedback of the supportive supervision?  Yes D No D

9. Did the ward in charge provide on-job training on the identified gap?

Yes| | No [ |
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10. If the answer is Yes for No. 7 above, what was your experience of the Supportive

Supervision?

11. Does Supportive Supervision motivate you in your care supervision?

Yes[ | No [ |

13. If No, which explanations would you give?
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Appendix VI: Ethical Approvals
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JOMO KENYATTA UNIVERSITY OF AGRICULTURE AND TECHNOLOGY

P.O BOX 62000(00200) NAIROBI, Tel:(067) 58700001-4
(Office of the Deputy Vice Chancellor, Research Production and Extension Division)
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