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Summary of fndings

Health service delivery involves a wide range of skilled workers who do not traditionally have a
clinical function. In many countries these cadres, which include pharmacists, pharmacy
technicians or technologists, laboratory technicians, records managers and administrators, are
also facing acute human resource shortages. In Malawi, there are currently only three
pharmacists working in the public sector“. These shortages may be alleviated by a task shifting
approach whereby some tasks are delegated to less highly trained workers or across to other
cadres.

This aspect was not the focus of the WHO-Commissioned Study on Task Shifting. Nevertheless,
the study did find evidence of informal changes to the scope of practice among several cadres,
such as laboratory technicians, pharmacists and counsellors Amexa,

In Haiti, pharmacy assistants take on some of the tasks of pharmacists, such as dispensing,
organizing and stocking medications. Laboratory assistants draw blood and execute simple
laboratory tests, including HIV rapid tests, and X-ray technicians execute X-rays.

Where the shortages of pharmacists are extreme, the study also notes examples of nurses and
midwives or community health workers who can show competency in HIV therapy management
and are dispensing medication under supervision.

Where the shortages are less acute, there are also circumstances in which cadres, such as
pharmacists, pharmacy technicians, counsellors and laboratory technicians, contribute to an
array of tasks that are far broader than their original job description might entail. For example, in
Haiti many contribute to referrals for HIV testing, recognition and referral of side-effects of HIV
therapy and counselling of patients. This is often performed informally; an X-ray technician, for
example, might confidentially refer a service user for HIV testing if the person reveals information
suggesting that he or she has symptoms of HIV infection, or is otherwise at risk.

There is evidence from a number of studies to suggest that pharmacists can safely and effectively
undertake a range of HIV clinical services 25525257,

In qualitative interviews undertaken as part of the WHO-Commissioned Study, pharmacists, social
workers or counsellors, and laboratory technicians showed a readiness to expand their roles by
taking on new tasks and to delegate some of their tasks to others. Interviewees emphasized the
importance of a team approach, including referral systems and supportive supervision, if task
shifting of this type is to succeed.

Advantages:
The inclusion of all cadres in the task shifting approach allows for further rationalization of the
distribution of tasks across the health workforce.

Uncertainties:

The WHO Commissioned Study on Task Shifting was not designed to undertake systematic
mapping and analysis of task shifting among cadres of health workers such as pharmacists,
laboratory technicians, records managers and administrators Amexa,

Selected examples of experience/additional resources:

The WHO-Commissioned Study on Task Shifting provides details of some task shifting that is
currently taking place among pharmacists, laboratory technicians, records managers and
administrators in Haiti, Malawi, Rwanda and Uganda”™e*a,
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HIV clinical tasks by
health worker cadres

The following table provides a list of activities (or tasks) that are involved in the prevention, care
and treatment of HIV and AIDS. The tasks have been categorized under 12 headings, which
represent services that are recognized as essential for preventing the transmission of HIV,
identifying HIV-positive (HIV+) patients, providing basic HIV clinical management, and initiating
and maintaining antiretroviral therapy (ART). The list does not represent all the tasks that
comprise comprehensive clinical management of HIV. It is restricted to a rational selection of
tasks that have been chosen based upon their importance and frequency.

The list of tasks has been selected based on a review of a range of service delivery models,
curricula and expert opinion as follows:

Current service delivery models and training curricula for HIV services in China, Ethiopia, Haiti,
Malawi, Namibia, Uganda and Rwanda;'

Partners in Health (PIH) service delivery model and training curricula;

International Association of Physicians in AIDS Care (IAPAC) hierarchy of HIV clinical
management and training curricula;

WHO Integrated Management of Adult lliness (IMAI) modules; ™

Expert HIV/AIDS physicians and nurses from Africa, the Americas, Asia and Europe.

Each task in the table is cross-referenced against the main categories of health worker cadres.
These are MD (medical doctor); NPC (non-physician clinician); N (nurse); and CHW (community health
worker). An X is used to indicate which cadres are able to execute that task in a manner that is
both safe and effective, assuming that all health workers have standardized training and
appropriate supervision specific to the performance of the individual task. People living with HIV/
AIDS who are working as CHWSs can add value in the delivery of specific services by virtue of their
own HIV status provided that they undergo appropriate training and supervision.

The tasks have been assigned to the cadres according to:
A review of published literature on existing task shifting practices in HIV clinical management;
An analysis of current task shifting as per the WHO-Commissioned Study on Task Shifting;
Expert opinion gauging professional health worker confidence in shifting tasks from one cadre

to another given standardized training and appropriate supervision.

The table is intended as a guide that indicates the potential scope of practice for each health
worker cadre. In practice, decisions on which cadre is assigned responsibility for which tasks will
be made at the country level based on a number of factors, including the demography of the
available human resources for health and the service delivery model that is in place or that the
country wishes to adopt.

' Annex a

http://www.pih.org/inforesources/pihguide-dotstb.html
http://www.pih.org/inforesources/pihguide-mdrtb.html
http://www.pih.org/inforesources/pihguide-hiv.html

http://www.iapac.org
iV http://www.who.int/3by5/publications/documents/imai/en/
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1. HIV Sensitization, Literacy, Education, Counselling

Educate on HIV testing and counselling and prevention issues X X X X

Conduct counselling on HIV/AIDS with individual patient and/or the

caregiver if the patient is a child X A X L
Educate on HIV/AIDS as group education X X X X
Conduct counselling on ART with individual patient or caregiver if the X X X X

patient is a child

Educate on ART in group

Conduct counselling on HIV/AIDS with individual patient and/or the

caregiver if the patient is a child &
Educate on HIV/AIDS as group education X X X X
Conduct counselling on ART with individual patient or caregiver if the X X X X

patient is a child

Educate on ART in group

Supervise NPCs, Ns and CHWSs in these activities

Supervise Ns and CHWs in the above activities X X
Supervise CHWSs in these activities X X X

2. Testing and Counselling in Facility and Community

Recognize HIV-related illnesses and refer patient for HIV testing X X X X
Offer HIV testing and counselling (including TB patients and TB X X X X
SUSpects)

Conduct pretest counselling X X X X
Execute and interpret HIV test (rapid test or ELISA) X X X X
Take and prepare blood for CD4 test X X X

Take and prepare blood for DNA PCR or RNA PCR X X X

Conduct post-test counselling X X X

Supervise NPCs, Ns and CHWSs in these activities

Supervise Ns and CHWs in the above activities X X

Supervise CHWs in these activities X X X

3. Preventive Interventions

Provide key information on HIV, safer sex and condom use and
distribute condoms and educational materials when available

Educate and counsel on sexually transmitted infections (STIs) X X X X
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Manage STIs

Assess family status including pregnancy, family planning, partner
and children status

Advise on prevention for IDU and harm reduction

Provide preventive measures (co-trimoxazole; mebendazole; iron/
folate; preventive treatment against malaria; etc.) and educate on
preventive measures against STIS

b. Prevention of Mother-To-Child Transmission (PMTCT)
Offer HIV counselling and testing to pregnant women
Execute and interpret HIV test (rapid test or ELISA)

Counsel mother on interventions to reduce the risk of transmitting
HIV to her infant

Advise and counsel on safer sex, partner and children testing
Assess the acceptability of the proposed interventions
Educate on basic preventive measures for malaria, TB, worms
Provide antenatal care

Provide preventive measures (co-trimoxazole; mebendazole; iron/
folate; preventive treatment against malaria; etc.) and educate on
preventive measures against STIS

Request CD4 count exam

Assess eligibility for ART (no PMTCT)

If not medically eligible for ART, offer PMTCT interventions
Introduce information regarding infant feeding options

Discuss plans for delivery, the likely delivery location and the birth
attendant; review strategies to decrease the risk of transmission at the
time of delivery

Discuss where the prophylactic antiretroviral (ARV) will be kept until
needed and how the woman will access the ARV at the correct time

Give good care during labour and childbirth

Provide PMTCT interventions during labour and child birth
Reconsider eligibility for ART after delivery

Advise and counsel on family planning

c. Post-Exposure Prophylaxis (PEP)

Recognize exposure that could place health workers at risk of HIV
infection

Recommend two or more ARV drug PEP regimens

Initiate two or more ARV drug PEP regimens

Manage self-limiting side-effects of ARV drugs in PEP regimens
Manage severe toxicities of ARV drugs in PEP regimens

Execute and interpret post-exposure HIV test

Provide counselling and support, and refer to formal psychological
counselling as needed

< < X< X

< < X< X

< <X <X X X

> < < X< X

< < X< X

> < < X< X

< < X< X

= X X X X

CHW

CHW
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Provide facility- and community-based education regarding health
worker safety and PEP as part of general HIV education and stigma
reduction

d. Circumcision
Perform pre-surgical assessment

Provide pre-surgical treatment, including syndromic management of
STls

Provide sexual and reproductive health counselling
Conduct pre-surgical counselling

Perform circumcision (sterilization, aseptic technique, local
anaesthesia, surgical procedure)

Provide post-surgical care (aseptic technique, wound management)
Manage complications and refer
e. Positive Prevention

Educate and counsel on preventing sexual and non-sexual
transmission of HIV

Counsel on reproductive choices and family planning

Advise on how to prevent other infections

Encourage physical activity

Advise on nutrition, clean water and other sanitation measures
f. Supervision

Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWSs in the above activities

a. Triage

Decide which patient needs to be seen by which health worker
b. Patient Visit and Clinical Review

Register

Find medical record and return it to files

Take weight

Take vital signs

Take height

Assess clinical signs and symptoms

Assess pregnancy status, family planning and HIV status of partners
and children

Determine functional status
Review TB status
Request laboratory tests

Provide clinical care

< < X< X

MD
X
MD

> < < XxX X X X

< < X< X

NPC

< < X< X

NPC

NPC
X
NPC

> < X X X X X

< < X< X

= X X Xx X

< <X X X X X 2 X =

>

< < X< X

CHW

CHW

< < X< X

CHW

CHW

CHW

< < X< x X
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Provide co-trimoxazole prophylaxis

Provide fluconazole prophylaxis

Execute simple laboratory tests

Register results/fill in lab result form

Interpret laboratory results (other than CD4, viral load)
Administer intramuscular (IM) or subcutaneous (SC) injections
Provide wound care or change dressings

Perform microscopy

Execute X-Rays

Interpret X-Rays

Provide psychological support

Provide formal psychological counselling (individual)
Decide to hospitalize patient

Complete medical record (paper/electronic)

¢. HIV Clinical Staging

Determine WHO clinical staging

Request CD4 test

d. Manage Opportunistic Infections (Ols) and Other
Complications

Manage herpes zoster, with no other signs/symptoms

Manage oral thrush (candidiasis) with mild weight loss

Manage watery non bloody diarrhoea > 3 weeks in patient who did

not receive treatment before, with weight loss

Manage intermittent fever for more than 5 weeks and weight loss,
malaria test negative

Manage purple lesions and swelling of the leg, looking like Kaposi's

Sarcoma

Manage headache, fever and weakness of one side of the body

Manage a 12-month-old HIV+ child with a height and weight that is

far too low for its age
Recognize and treat severe bacterial pneumonia

Recognize and treat recurrent, non-responsive or severe oral and
oesophageal thrush (candidiasis)

e. Manage TB Coinfection

|dentify an HIV+ patient with symptoms such as chronic cough and/
or chronic fever and/or weight loss as a TB suspect and encourage/

assist clinic visit

Request sputum exam (Ziehl-Neelsen) for TB suspects

Request additional exams (such as X-ray) to establish the diagnosis

of TB in TB suspects with negative sputum results

Decide to initiate TB treatment with a first episode of pulmonary TB

with positive sputum results

< X X X X X X X X X X XxX x Xx

>

X

< X X X X X X X X X X >xX Xx Xx

NPC

< <X X< X< X X XxX X

< X< =2 X X X X

CHW

CHW

CHW
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Decide to initiate TB treatment with sputum-negative and/or
extrapulmonary TB

After decision for initiation of TB treatment, provide TB treatment to
sputum-positive pulmonary TB patients with HIV

After decision for initiation of TB treatment, provide TB treatment to
patients other than sputum-positive pulmonary

Monitor TB treatment response
Initiate isoniazid (INH) prophylaxis
Provide INH prophylaxis

Treat a dry itching diffuse skin rash (not involving mouth or eyes)
under co-trimoxazole prophylaxis

f. Supervision
Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. Preparation for ART
Explain goal, benefit and risks of ART

Counsel patient on the importance of adherence and explore options
to maintain long-term adherence

Prepare the individual patient and/or patient’s caregiver to initiate
ART

Establish readiness of the patient to start ART

Explain food/other diet restrictions where needed

b. Eligibility for ART

Establish medical eligibility for ART in a naive patient

Request laboratory test relevant to specific ARV drug initiation
(pregnancy test if efavirenz or haemoglobin if zidovudine)

c. Initiation of ART

Recommend first-line ARV regimen for ART-naive patient
Recommend first-line regimen for ART-experienced patient
Recommend first-line ARV regimen with TB coinfection

Recommend first-line ARV regimen in a pregnant woman (no
PMTCT)

Decide on when to start ART in eligible patients who have an active
0l (taking into account if stabilization of Ol is needed and possible)

d. Prescription of ART
Prescribe first-line ART
Prescribe second-line ART

Prescribe third-line ART

MD

NPC

NPC

< =2 < X

CHW

CHW

CHW

CHW

CHW



ANNEX 1

e. Supervision
Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. Clinical Monitoring

Take weight

Take vital signs

Determine functional status

Monitor and support adherence
Request CD4 test and VL (if available)

b. Respond to New Signs and Symptoms and Possible
Side-Effects

Recognize/manage self-limiting ARV drug side-effects and
encourage/assist consultation or clinic visit when necessary

Manage headache and fever 2 weeks after initiation of d4T/3TC/NVP
(malaria test negative)

Manage a patient on d4T/3TC/NVP since 3 weeks who develops a
generalized dry skin rash without other symptoms

Manage a patient on AZT/3TC/NVP since 2 weeks with nausea
without other symptoms

Manage herpes zoster 4 weeks after ART initiation

Manage oral thrush 8 weeks after ART initiation (patient at WHO
clinical stage 4 at initiation)

Recognize treatment failure from clinical symptoms
Manage rare severe toxicities associated with ART
c. Manage TB Coinfection

Initiate INH prophylaxis

|dentify symptoms such as chronic cough and/or chronic fever and/
or weight loss as a TB suspect in the first 3 months of ART and
encourage/assist clinic visit

Request sputum exam (Ziehl-Neelsen) for TB suspects in the first 3
months of ART

Request additional exams (such as X-ray, ultrasound etc.) to
establish the diagnosis of TB in TB suspects in the first 3 months of
ART

Initiate TB treatment patient with a first episode of pulmonary TB with
positive sputum results

Decide to initiate TB treatment in patient with sputum-negative and/or
extrapulmonary TB

After decision for initiation of TB treatment, provide TB/ART co-
treatment to patient with sputum-positive pulmonary TB

>

NPC

NPC

< <X <X X< X

NPC

NPC

< < <X X< xX =2

CHW

CHW

< <X X X

CHW

CHW
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After decision for initiation of TB treatment, provide TB/ART co-
treatment to patients other than sputum-positive pulmonary TB
patients

Monitor TB treatment response

Provide combined TB/ART directly observed treatment (DOT) if
necessary

Recognize side-effects of TB and/or HIV medications and encourage/
assist consultation or clinic visit when necessary

Identify a patient with symptoms suspected for TB immune
reconstitution inflammatory syndrome (IRIS)

Manage suspected TB IRIS

d. Manage Substitution or Switch of ARV Regimen
Switch to alternative first-line ARV regimens

Switch to second-line ARV regimens

e. Dispensing and Arranging Follow-Up

Dispense ARV and other drugs

Arrange follow-up visit

f. Supervision

Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. Clinical Monitoring

Monitor and support ART adherence

Take weight

Take vital sings

Determine functional status

Request CD4 test and VL (if available and indicated)
Recognize/manage self-limiting ARV side-effects

Manage headache and fever 10 months after initiation of d4T/3TC/
NVP

Treat a patient on d4T/3TC/NVP with tingling in fingers and toes since
2 weeks

Recommend another treatment for a patient on d4T/3TC/NVP with
severe lipoatrophy or fat maldistribution

Prescribe another treatment for a patient on d4T/3TC/NVP with severe
and disturbing lipoatrophy or fat maldistribution

Manage oral thrush 24 months after ART initiation (WHO clinical
stage 4 at initiation)

Recognize treatment failure from clinical symptoms
Manage rare severe toxicities associated with ART

Recognize/manage immune reconstitution syndrome

MD

< < X< X X X

NPC

< X X X X X

= X X =2

< <X X X X xX ==

CHW

CHW

CHW

CHW

< < X< X
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b. Manage TB Coinfection

|dentify symptoms such as chronic cough and/or chronic fever and/
or weight loss as a TB suspect

Request sputum exam (Ziehl-Neelsen) for TB suspects

Request additional exams (such as X-ray) to establish the diagnosis
of TB in TB suspects with negative sputum results

Initiate TB/ART co-treatment with a first episode of pulmonary TB with
positive sputum results

Decide to initiate TB treatment for HIV+ patients with sputum-
negative and/or extrapulmonary TB

After decision for initiation of TB treatment, provide TB treatment to
sputum-positive pulmonary TB patients with HIV

After decision for initiation of TB treatment, provide TB treatment to
patients other than sputum-positive pulmonary TB patients

Monitor TB treatment response

Recognize side-effects of TB and/or HIV medications and encourage/
assist consultation or clinic visit when necessary

Provide combined TB/ART DOT if necessary in a patient who is on
ART > 3 months

¢. Manage Substitution or Switch of ARV Regimen
Switch to alternative first-line ARV regimens

Switch to second-line ARV regimens

Choose an appropriate third-line ARV regimen

d. Dispensing and Arranging Follow-Up Visits
Dispense ARV and other drugs

Arrange follow-up visits

e. Supervision

Supervise NPCs, Ns and CHWSs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWSs in the above activities

a. Clinical Management of HIV, Including ART

Describe the benefits and risks of ART in the first trimester and
throughout the rest of the pregnancy and general health principles for
pregnant women

Provide chronic HIV care
Establish eligibility for ART

Explain when to start ART; adherence and monitoring; management of
mild side-effects

When the pregnant woman is medically eligible for ART, prescribe a
non-teratogenic ART

When a woman on ART becomes pregnant, know when to substitute
for efavirenz (first trimester)

NPC

NPC

NPC

NPC

NPC

= X XxX =

CHW

CHW

CHW

CHW

CHW
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Prescribe a non-teratogenic second-line therapy where needed
Educate on basic preventive measures for malaria, TB, worms
b. Supervision

Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. Clinical Management

Provide ARV prophylaxis to neonate

Provide neonate care plan including co-trimoxazole prophylaxis
Monitor co-trimoxazole prophylaxis

Explain timing for HIV test of the child to parents

Make a presumptive diagnosis of severe HIV diseases in children <

18 months (in the absence of DNA PCR)
Take and prepare blood for DNA PCR

Provide regular assessment and early detection of HIV-related
symptoms

Decide on referral

Follow up HIV status in an HIV-negative child born from an HIV+
mother and receiving breastfeeding

Assess developmental milestones in a child (possibly) infected with

HIV

Counsel HIV-+ mothers with a child of unknown HIV status on
feeding options

b. Supetrvision
Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. HIV Diagnosis

Make presumptive diagnosis of severe HIV diseases (if virological

testing not available)

Confirm HIV infection

b. Clinical Management (non-0I, non-ART)
Perform clinical review of signs and symptoms
Check for development milestones

Interpret the CD4 cell count in young children
Determine clinical staging

Assess and manage nervous system and developmental
manifestations of HIV infection among children

Assess and manage HIV-associated malignancies in children

< < X< X

MD

< < X< X

NPC

< < X< X

NPC

< < X< X

< < <X x ==

< <X X xX =2 X

CHW

CHW

CHW

CHW

CHW
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Provide supportive care to children with HIV-associated malignancies

¢. Management of Ols before Starting ART
Provide co-trimoxazole prophylaxis

Manage TB

Manage severe Ol

Manage non-severe pneumonia

Manage persistent diarrhoea

Manage oesophageal thrush

Manage anaemia

d. Nutrition

Educate and counsel on proper local foods
Educate and counsel on clean water and sanitation

e. Psychosocial Support for HIV+ Children and for Other
Children in Household, Including Orphans

Educate and counsel caregiver

Support and counsel the child

Support child and caregiver for disclosure

Support child and caregiver for appropriate development
Support child and caregiver for illness and death

Support for orphans and vulnerable children and their caregivers
f. Initiation of ART

Educate and counsel child and/or caregiver on adherence
Evaluate the child’s eligibility for ART

Determine eligibility for ART

Determine any barriers to adhering to ART

Offer assistance in disclosure if necessary

Assist the family in incorporating ART in daily life
Recommend first-ling ARV regimen

Calculate the correct dose of ARV medicines

Prescribe first-line ARV regimen

Explain the management and planning for an uninterrupted supply of

medication for children
Understand the correct dose and drug formulations for children

Monitor adherence; monitor and manage side-effects; and monitor
effectiveness

Adjust ART as appropriate as the weight changes
Substitute individual drugs in first-line ARV regimen

Manage acute care for life-threatening complications of ART in
children

Provide treatment options for children who fail ART

><><><><><><><><><§

>

< < <X X< Xx X

NPC

< X X X X X

< X =2 X X X X

< <X X X X X 2 X X X X X Xx

CHW

CHW

CHW

< < X XX x X

CHW
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g. Supervision
Supervise NPCs, Ns and CHWs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

a. Harm Reduction

Educate on risks of injecting drugs (e.g. HIV, and hepatitis B and C
viruses)

Encourage and support IDUs to minimize risks

Encourage enrolment in drug substitution programme (DSP)
Counsel on safer sex issues

Discuss disclosure and encourage partner testing

b. Clinical Management (non-ART)

Determine whether patient is a current IDU

Determine if patient is in DSP

Assess psychological status

Determine hepatitis B virus (HBV) vaccination status
Diagnose common infections (e.g. abscesses, pneumonia)
Manage common infections (e.g. abscesses, pneumonia)
Recommend that patient consider enrolment in DSP
Prepare patient for DSP

Initiate patient on DSP

Monitor adherence to DSP

Support adherence to DSP

Screen for signs and symptoms associated with methadone
Manage signs and symptoms associated with methadone
Adjust dose of substitution drug

c. IDUs and ART

If drug substitution is available, start ART when optimal dose of
methadone is reached

If drug substitution is unavailable, start ART if patient can have
additional adherence support or has demonstrated ability to be
adherent

Counsel on importance of ART adherence
Provide additional adherence support, including DOT

Adjust methadone dosing if prescribing efavirenz- or nevirapine-
based ARV regimens

If efavirenz or nevirapine are discontinued, incrementally decrease
methadone dosing

Consider other drug-drug interactions with methadone (e.g. protease

inhibitors, rifampicin)

MD

< < X< X

><><><><><><><><><><><><><><§

=
o

NPC

NPC

< < X< X

NPC

< X X X X X X X X X X X Xx Xx

NPC

< X X X X X X X X X X X X 2 X XxX x x

CHW

CHW
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Counsel on special nutritional needs

d. Supervision

Supervise NPCs, Ns and CHWSs in the above activities
Supervise Ns and CHWs in the above activities

Supervise CHWs in the above activities

a. Pain Management

Conduct pain assessment(s)

Treat mild, moderate and severe pain using chronic pain management

guidelines, including oral morphine

Teach the patient and caregiver how to give pain medicine
Teach the patient and caregiver how to give oral morphine
Prevent, recognize and treat the side-effects of pain medications
Advise on non-pharmacologic methods for controlling pain

Treat extreme, non-responsive pain appropriately, including through

the use of steroids where indicated

b. Symptom Management

Manage common symptoms (weight loss, nausea, fever, diarrhoea,

trouble sleeping, anxiety, etc.)

¢. Psychosocial Support and End-of-Life Care
Counselling, psychosocial and spiritual support
Support for patient at end of life

Support for caregivers, family members and children
d. Supervision

Supervise NPCs, Ns and CHWSs in the above activities
Supervise Ns and CHWSs in the above activities

Supervise CHWs in the above activities

< X X X

MD

NPC

NPC

< <X X X

NPC

NPC

< < x X

= X X XxX ==

CHW

CHW

CHW

CHW

CHW
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The recommendations and guidelines on task shifting were developed based on the existing
evidence that is available in both peer-reviewed literature and in “grey” literature such as policy
documents and reports. These sources were complemented by evidence gathered through
specifically commissioned studies in seven selected countries that had different degrees of
experience in task shifting. The evidence gathering was informed and guided by a wide range of
experts and stakeholders and by a number of selected countries that were already implementing
a task shifting approach to varying degrees. The evidence was reviewed by a panel of experts
over a period of one year at a total of nine international consultations. The final text of each of the
recommendations is based on the consensus that was reached.

The steps in the process between January and December 2007 can be summarized as follows:
1. Identification of the needs and scope

2. Development of partnerships and technical collaborations

3. Review of peer-reviewed and “grey” literature

4. Gathering of expert opinion

5. Identification of evidence gaps

6. Additional research in countries

7. Drafting, review and revision of the recommendations and guidelines

The activities undertaken at each of these steps is described in detail below.

1. Identification of needs and scope

At the outset, in late 2006, WHO undertook an initial preparatory process of country consultation.
This involved a series of country visits to Ethiopia, Haiti, Malawi, Namibia, Rwanda and Uganda,
where multisectoral meetings were held to consult relevant stakeholders about their knowledge
and opinions on the task shifting approach and their own identification of the needs and
challenges involved. This helped to identify the themes that needed to be addressed by the
recommendations and guidelines on task shifting. It also established, from the start, that the
development of the recommendations and guidelines would be a process led by countries with
direct experience of implementing the task shifting approach to increase access to HIV services.

The themes were further defined in consultation with a selected number of technical experts on
HIV and human resources for health and with other stakeholders, including government
representatives from HIV programmes and human resources for health departments from health
ministries; representatives from other ministries, such as education and labour; regulatory bodies;
United Nations agencies; donors; health workforce representatives, including professional
associations and unions; academic institutions; civil society organizations; and representatives of
people living with HIV/AIDS.

On the basis of the experiences of the participating countries and an initial review of the evidence
available in the published literature, those who were involved in the consultation process identified
the issues that would need to be considered by countries wishing to adopt, or extend, a task



shifting approach for the delivery of HIV services on a wide scale. These issues can be
summarized as follows:

The organization of clinical care services under a task shifting approach;

The quality assurance mechanisms for task shifting, including the standardization of training,
scope of practice and job requirements;

The definition of the regulatory framework needed to support task shifting;
The opinions and involvement of people living with HIV/AIDS;

The costing implications and sustainability of a task shifting approach.

2. Development of partnerships and technical collaborations

To further explore these themes, WHO issued a call for proposals from academic and technical
institutions with expertise in each of the research areas. The proposals were reviewed and, on the
basis of the proposals, independent bodies were selected and commissioned to analyse existing
evidence and to undertake specific additional studies in selected countries.

A total of 13 independent institutions participated in the research process in the role of technical
partners and collaborators. These were (in alphabetical order) the Association of Nurses in AIDS
Care, United States; Centers for Disease Control and Prevention, United States; Global Network
of People Living with HIV/AIDS, the Netherlands; George Washington University, United States;
Partners In Health, Harvard Medical School, United States; Health GAP, United States; Institut de
Recherche et Documentation en Economie de la Santé (IRDES), France; Institut National de la
Santé et de la Recherche Médicale (INSERM), Research Unit 379, France; Institute of Tropical
Medicine, Belgium; International Association of Physicians in AIDS care, United States;
International Council of Nurses, Switzerland; Makerere University, Uganda; Université Cheikh Anta
Diop, Senegal; University of Addis Ababa, Ethiopia.

WHO also established partnerships and technical collaboration with other United Nations
agencies and international organizations, in particular with the Joint United Nations Programme
on HIV/AIDS (UNAIDS), the Office of the US Global AIDS Coordinator, the International Labour
Organization and the World Bank.

3. Review of peer-reviewed and “grey” literature

Work in each of the identified areas began with a systematic review of the published, peer-
reviewed, literature and of reports, monographs and other available materials (“grey” literature).

The search utilized the following databases:

aim lilacs

bmj clinical evidence nlm gateway

cochrane popline

factiva pubmed/medline

imemr world bank — e-library

imsear world bank — world development indicators
international financial statistics yearbook of international organizations

isi — current contents connect wholis (the WHO headquarters library database)

isi — journal citation reports

isi — web of science
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To further extend the search strategy an additional review was undertaken using the Google
search engine.

The search key words (used individually and in combination) included: task shifting; clinical
services; HIV services; TB services; malaria services; child health; maternal health; chronic
diseases; task substitution; skill mix; task sharing; task rationalization; decentralization; primary
health care; HIV ART outcomes; TB care outcomes; malaria outcomes; nurses prescribing; clinical
officers prescribing; community health workers; laboratory exams; drug dispensing; patient
workload; FTE requirements; quality mechanisms; quality improvements; assessment
performance; credentialing; certification; exams; practical exam; job description; terms of
reference; recruitment criteria; regulatory framework; legal issues; policy issues; new cadre; scope
of practice; professional associations; regulatory bodies; guidelines; governing bodies.

In addition, a further search was performed by inputting the key terms used in each of the 22
recommendations as search words.

4. Gathering of expert opinion

The country representatives, technical partners and collaborators as well as a wider group of
experts and stakeholders were invited to consider the evidence obtained through the literature
review. Despite the information from countries that task shifting is currently being used in a number
of settings to respond to the shortage of human resources for health, there was found to be a
shortage of authoritative published information on these experiences. The technical experts
identified the areas where sufficient evidence and experience existed and those where further
investigation was needed to bring clarity.

5. Identification of evidence gaps

Evidence gaps were identified as follows:
The available evidence did not provide information on the full range of tasks that may be shifted.
There was insufficient evidence on which tasks to shift to from one cadre to another.

There was no evidence on the full time equivalents (FTE) of health workers needed to deliver
HIV services according to a task shifting approach.

There was little robust outcome data for health services using a task shifting approach.

There was insufficient evidence on the use of a specific regulatory framework to support task
shifting in resource-constrained settings.

There was insufficient evidence on the creation of new cadres of health workers in response to
the human resources for health crisis, as part of a task shifting approach.

There was insufficient evidence to indicate degrees of patient satisfaction with task shifting.

There was no robust evidence on the costs associated with implementing a task shifting
approach to service delivery.

6. Additional research in countries

On the basis of the evidence gaps, a series of country studies were designed by the technical
partners and collaborators commissioned by WHO to address the need for additional data.

The country studies focused on seven countries: Ethiopia, Haiti, Malawi, Namibia, Rwanda,
Uganda and Zambia. These were selected because they share a critical shortage of human
resources for health and a high HIV burden, and because they have different degrees of
experience in task shifting.
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The country studies were designed to address the evidence gaps related to each of the five issues
that had been identified as those that countries would need to consider if they wished to adopt a
task shifting approach for the delivery of HIV services on a wide scale.

In each of the areas of investigation, the research was undertaken by a working group that
included appropriate expertise in the subject area. The method of work for each working group
included a review of published and grey literature; the development of survey and data gathering
tools; country visits or country consultations; analysis of the findings; peer review of the results;
feedback to countries; and report writing. (See Annex a, available in electronic form, for a full
description of the studies.)

A desk review and analysis of the human resources plans and HIV services scale-up plans in each
of these countries was undertaken and included interviews with key informants.

Research on the organization of clinical care services under a task shifting approach was
undertaken by Partners In Health, Harvard Medical School, United States; Institute of Tropical
Medicine, Belgium; University of Makerere, Uganda; and Université Cheikh Anta Diop, Senegal.
The work included direct observation at selected facilities during country visits to Ethiopia, Haiti,
Malawi, Namibia, Rwanda and Uganda. The facilities were selected to provide a cross-sectional
view of the existing task shifting approaches. Information was collected on staff inventory; clinical
tasks by cadres; workload; and community services in the vicinity of the facility. Data on health
outcomes were also collected where possible. Semi-structured interviews were conducted with
different cadres of health workers and service users. Observations of client-provider encounters
were carried out using observational checklists.

Research on quality assurance, including training and assessment, was undertaken by the
International Council of Nurses, Switzerland; the International Association of Physicians in AIDS
Care, United States; and the American Association of Nurses in AIDS Care, United States. Work
included a desk review of quality assurance mechanisms in high-income and resource-
constrained countries. The results of the review were the basis for in-depth international
consultations involving technical experts and stakeholders, including representatives from HIV
programmes and human resources for health departments from health ministries; United Nations
agencies; donors; professional associations and unions; academic institutions; civil society
organizations; and people living with HIV/AIDS.

Research on the definition of a regulatory framework to support task shifting was undertaken by
George Washington University, United States, and the Institut de Recherche et Documentation en
Economie de la Santé (IRDES), France. The work included country visits to Ethiopia, Malawi,
Namibia and Uganda. Mapping of the policy, legal and regulatory landscape within each country
was conducted and was supported by extensive key informant interviews. A review and synthesis
of the information served as the basis for categorization of the types of regulatory activities present
in the countries and for the identification of the elements of an appropriate regulatory framework.

Research on the opinions and involvement of people living with HIV/AIDS was undertaken by the
Global Network of People Living with HIV, the Netherlands; Health GAR, United States; Partners In
Health, Harvard Medical School, United States; and the University of Addis Ababa, Ethiopia.
Research on the involvement of people living with HIV/AIDS aimed to elicit their perspectives as
consumers of, and providers of, health care. Data were gathered in Ethiopia, Haiti, Kenya,
Lesotho, South Africa, Uganda and Zambia, primarily through standard interviews with key
informants and focus group discussions.

Research on the costing implications of a task shifting approach was undertaken by the World
Health Organization and the Institut National de la Santé et de la Recherche Médicale (INSERM),
France. The research was conducted by means of a desk audit of the global data available in
WHO and a review of specific data from Ethiopia, Haiti, Malawi, Namibia, Rwanda, Uganda and
Zambia. These data were analysed with the objective of providing a price tag for the task shifting
approach and a costing tool that could help countries in their planning.
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7. Drafting, review and revision of the recommendations and guidelines

The evidence that was being gathered by the working groups, including the preliminary and then
final results of the country studies, was reviewed and discussed, along with other submissions
and case studies by countries, at a series of expert consultations which took place between
February and December 2007, as follows:

Geneva, February 2007: First expert consultation towards the development of the WHO global
recommendations and guidelines on task shifting.

Kigali, June 2007: Second expert consultation towards the development of the WHO global
recommendations and guidelines on task shifting.

Geneva, September 2007: Third expert consultation towards the development of the WHO global
recommendations and guidelines.

Kampala, 1-2 October 2007: Fourth expert consultation towards the development of the WHO
global recommendations and guidelines. Meeting of the writing committee chaired by the Ministry
of Health of Uganda.

Geneva, 4-5 October 2007: Fifth expert consultation towards the development of the WHO global
recommendations and guidelines. Working group on quality assurance.

Washington, DC, 10 October 2007: Sixth expert consultation towards the development of the
WHO global recommendations and guidelines. Working group on defining a costing model for
the task shifting approach.

Washington, DC, 11-12 October 2007: Seventh expert consultation towards the development of
the WHO global recommendations and guidelines on task shifting.

Geneva, 3 December 2007: Eighth expert consultation towards the development of the WHO
global recommendations and guidelines. Consultation on civil society and people living with
HIV/AIDS .

Geneva, 4-6 December 2007: Ninth expert consultation to finalize the WHO global
recommendations and guidelines on task shifting.

These meetings represented a broadly consultative process that included participants from many
of the countries that are currently experiencing acute shortages of human resources for health
alongside a high burden of HIV; technical experts on HIV and human resources for health;
government representatives from HIV programmes and human resources for health departments
from health ministries; United Nations agencies; donors; health workforce representatives,
including professional associations and unions; academic institutions; civil society organizations;
and representatives of people living with HIV/AIDS.

At the consultation held in Geneva in September 2007 the participants began the process of
formulating the draft texts for the specific recommendations and guidelines based on the
evidence and on expert opinion.

A writing committee was convened and was chaired by the Ministry of Health of Uganda. The
draft guidelines were reviewed and revised at a meeting hosted by the Government of Uganda in
October 2007 and the text was then again reviewed, discussed and further revised at a
consultation in Washington, DC in October. On 18 November 2007 the draft recommendations
and guidelines were distributed to a total of over 400 selected reviewers for global peer review.

Written comments were analysed and discussed at a consultation to finalize the guidelines in
Geneva in December 2008. The final text of each of the recommendations is based on the
consensus that was reached.
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Additional information

A total of 168 experts and stakeholders participated in the development, review and amendment
of the recommendations and guidelines (see Annex 7 for a full list of participating technical
experts and stakeholders).

A declaration of conflicts of interest was completed and signed by all participants. A report of any
declarations of potential conflicts of interest is available in electronic form (Annex c).

Guidelines are living documents. To remain useful, they need to be updated as new information
becomes available. The recommendations and guidelines on task shifting will be reviewed, and
updated as necessary, no later than January 2011.

The work commissioned by WHO and prepared by independent bodies has been compiled and
collated in the WHO-Commissioned Study on Task Shifting, which is available in electronic form
(Annex a).

The evidence gathered through systematic literature reviews is summarized in tables of evidence
that are available in electronic form (Annex b), and the literature reviews that were undertaken on
the various topics are also available in electronic form (Annex a).

Meeting reports from the international expert consultations will be available in electronic form.

The recommendations and guidelines were produced with the financial support of:

The Office of the US Global AIDS Coordinator (OGAC), Washington, DC, United States;
Cooperazione Generale allo Sviluppo, Ministry of Foreign Affairs, Rome, Italy;

The Norwegian Agency for Development Cooperation (NORAD), Oslo, Norway;

The Joint United Nations Programme on HIV/AIDS (UNAIDS), Geneva, Switzerland.

The recommendations and guidelines have been developed under the joint technical guidance of

the Health Systems and Services Cluster and the HIV/AIDS, Tuberculosis, Malaria and Neglected
Tropical Diseases Cluster, WHO HQ.
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Annex 4
Guiding principles for country
adaptation and implementation

Country specific

The implementation of the recommendations and guidelines on task shifting will be country
specific. National implementation will be dependent on a wide range of variables that exist at the
country level. These include the extent of the current shortage of human resources for health and
the need for scaling up health services, including HIV services. It is unlikely that any two countries
will take exactly the same course of action. The recommendations and guidelines are designed to
provide an authoritative framework for countrywide scale-up of task shifting as a contribution to
increasing access to HIV services and supporting further progress towards the health-related
Millennium Development Goals. The challenge is now to translate the global recommendations
and guidelines into action on the ground through a process of national adaptation followed by the
development of an action plan for implementation of task shifting.

Translating recommendations into national action

A number of countries have already started to implement task shifting for HIV and other health
services and the experience of these countries has been crucial in informing the development of
these recommendations and guidelines. Some governments have adopted the approach, in
various forms, for the delivery of health services on a national scale. In other countries, task
shifting is being implemented on a relatively modest scale, sometimes as a part of projects that
are led by nongovernmental organizations.

Whatever level of implementation is considered appropriate at the national level, the
recommendations and guidelines must be adapted to the country situation.

There are five key areas that require country-specific adaptation to support successful national
level implementation of the task shifting approach. These are:

1. Involvement of stakeholders;

. Resources available;

. Regulatory framework;

. Integration with other basic health services;

a A 0w DN

. Training of health workers according to need.

Global stakeholders

Global stakeholders in public health can help facilitate the successful implementation of the task
shifting approach through policies for the allocation of financial resources and through the
provision of appropriate technical support.

Global health initiatives that are in a position to disburse funds should be encouraged to review
current guidelines for funding applications and revise these as necessary to accommodate and
reflect support for a task shifting approach.

Technical agencies should be encouraged to allocate technical support for countries that require

assistance as they implement or scale up task shifting for HIV services. This will require an
investment of time and resources for the development of appropriate expertise.
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Learning by doing

Above all, implementation plans for task shifting should incorporate adequate flexibility so that
adjustments can be made based on a continuous assessment of the outcomes. The
implementation phase must be subject to evaluation and redefinition as part of a constantly
evolving and maturing process.

Implementation is everybody’s business

Implementation of the recommendations and guidelines on task shifting is a matter of both global
and national commitment. Health service delivery and the response to HIV at the country level
often involve a complex mixture of technical and financial inputs from a range of national and
international stakeholders. Successful implementation of the task shifting approach to increase
access to HIV services is therefore a shared responsibility.
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Monitoring and evaluation
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In many countries, the implementation of the task shifting approach will involve breaking new ground.
Even in those countries that are already familiar with task shifting, the implementation of the
recommendations and guidelines is likely to involve a major scale-up of the approach.

There is already evidence that task shifting can be a rational answer to the health workforce crisis
and can directly contribute to scaling up access to basic health-care services, including HIV services.
However, only a careful evaluation of its practical implementation will produce further evidence about:

a) the optimal models for task shifting, which may vary depending on different contexts in different
countries and according to the level of decentralization in health-care delivery;

b) the extent to which task shifting is more cost-effective than standard delivery of care for
delivering efficient and equitable health-care services, in particular for HIV/AIDS.

Continuous monitoring and evaluation must therefore be established as an integral component of the
implementation process for task shifting at both the country level and the global level, and
operational research should be developed alongside this implementation process.

Monitoring and evaluation should be distinguished from each other, although they are closely related.

Monitoring should involve documenting the diffusion of the task shifting approach in the various
countries that adopt it. Pursuing this goal implies that each country monitors the implementation of
the task shifting approach by systematically collecting a minimum package of strategic information.
In the case of HIV/AIDS, this will include documenting the number and characteristics of the health-
care facilities involved, the composition of the health workforce in these facilities and some major
indicators of outputs. Such indicators may be, for example, the number of people tested and
counselled for HIV, the number of people living with HIV/AIDS who are on antiretroviral therapy, and
number of patients lost to follow-up.

The monitoring process should also include a costing component to answer two important questions
for the budgeting of the task shifting approach and the long-term sustainability of financing it. First, to
what extent does task shifting lead to a decrease (or an increase) in the costs of health workforce
labour per unit of outcome? Second, what is its impact on the total unit costs of care (in particular
whether the use of a less expensive labour force for certain tasks is, or is not, “compensated” by an
increase in other components of care, for example laboratory exams for biological monitoring and
referrals to specialized physicians)?

Evaluation is necessary to assess the effectiveness and cost-effectiveness of various degrees of task
shifting in comparison to standard care for scaling up access to HIV services, and eventually other
basic health-care services.

At the global level, indicators will be required that can show the extent to which the task shifting
approach is making a positive impact on efforts to reach agreed targets, such as the Millennium
Development Goals. Therefore it follows that task shifting should not be assessed in isolation but as
an integral part of the evaluation of HIV programmes. Success should be judged on the basis of what
value the approach can be shown to add to overall responses to the HIV epidemic.

In order to achieve this, global HIV programmes should develop indicators to track changes in the
deployment of human resources for health where such indicators do not already exist. Global
programmes should also endeavour to embed a recognition of task shifting in the indicators that are
currently used to assess global trends and influences both on HIV services and, more generally, on
basic health care and on public health.
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Annex 6
Defnitions

Accreditation Approval or formal recognition of an educational programme (or institution) by an
authoritative governmental or professional body through a systematic assessment against
established, explicit standards.

Certification Evaluation and recognition of an individual by an authorized body, which may be
either a governmental or nongovernmental organization, implying that the individual received
additional education and training, and demonstrated competence against predetermined
requirements or criteria.

Community health worker A health worker who has received training that is outside the nursing
and midwifery medical curricula but is, nevertheless, standardized and nationally endorsed. This
category can include health workers with a range of different roles and competencies and those
that are providing essential services in a health facility, or in the community as part of, or linked to,
a health team at a facility.

Competencies Knowledge, understanding, skills and attitudes that an individual develops or
acquires through education, training and work experience, which can be used to describe
particular occupational roles or functions against which individual performance may be assessed.

Expert patient A person living with a long-term health condition who is able to take more control
over his or her health by understanding and managing his or her condition, leading to an
improved quality of life. Becoming an expert patient is empowering for people with chronic
conditions. Expert patients can also use the skills and knowledge they have acquired to support
peers.

HIV burden Estimates for global or national incidence, prevalence, disability and mortality due to
HIV/AIDS derived from the global burden of diseases (GBD). The GBD uses a summary measure
- the disability-adjusted life year (DALY) — to quantify the burden of disease. DALYs for a disease
are the sum of the years of life lost due to premature mortality (YLL) in the population and the
years lost due to disability (YLD) for incident cases of the health condition.

Human resources for health All people engaged in actions whose primary intent is to enhance
health. Included are those who promote and preserve health as well as those who diagnose and
treat disease. Also included are health management and support workers — those who help make
the health system function but who do not provide health services directly.

HIV services A package of clinical services including HIV prevention, care, treatment and
support.

Medical doctor A legally qualified and licensed practitioner of medicine, concerned with
maintaining or restoring human health through the study, diagnosis and treatment of disease and
injury, through the science of medicine and the applied practice of that science. A medical doctor
requires training in a medical school. Depending on jurisdiction and university, these may be
either undergraduate-entry or graduate-entry courses. Gaining a basic medical degree may take
from five to eight or even nine years, depending on jurisdiction and university. Medical doctors
include generalists and specialists. Medical training completed by internship qualifies a medical
doctor to become a physician or a surgeon.

Midwife Someone who is trained to assist in childbirth: includes registered midwives and
enrolled midwives but does not include traditional birth attendants.
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Registered midwives: also called professional or licensed midwives (or sage-femmes diplémés
d’état). Their education lasts three, four or more years in nursing school, and leads to a university
or postgraduate university degree, or the equivalent. A registered midwife has the full range of
midwifery skills.

Enrolled midwives: also called nurse technicians or associate midwives. Their education lasts
three to four years and leads to an award not equivalent to a university first degree (post-
secondary school). An enrolled midwife has common midwifery skills.

Non-physician clinician A professional health worker who is not trained as a physician but who
is capable of many of the diagnostic and clinical functions of a medical doctor and has more
clinical skills than a nurse. These types of health workers are now known as health officers,
clinical officers, physician assistants, nurse practitioners or nurse clinicians and are present both
in high-income and low-income countries.

Non-state sector (health care) All providers who exist outside the public sector, whether their
aim is philanthropic or commercial, and whose aim is to treat illness or prevent disease.

Nurse Includes professional nurses, enrolled nurses and auxiliary nurses, and other nurses such
as dental nurses or primary care nurses.

Professional registered nurses: also called professional or licensed nurses (or infirmiers diplomés
d’état). Education includes three, four or more years in nursing school, and leads to a university
or postgraduate university degree or the equivalent. A registered nurse has the full range of
nursing skills.

Enrolled nurses: also called nurse technicians or associate nurses. Education includes three to
four years training and leads to an award not equivalent to a university first degree (post-
secondary school). An enrolled nurse has common nursing skills. Within a traditional service
delivery model, they can perform simple as well as complex medical procedures and traditionally
operate under the supervision of registered nurses or physicians.

Auxiliary nurses: also called assistants. Have some training in secondary school. A period of on-
the-job training may be included, and sometimes formalized in apprenticeships. An auxiliary
nurse has basic nursing skills and no training in nursing decision-making.

Public health approach Moving from an individual-based approach to a population-based
approach that aims to make services available to all those in need. The public health approach
takes into account country requirements, the realities of weak health systems and the experiences
of pioneering service delivery programmes. The key tenets are standardization and simplification
of clinical protocols to support efficient implementation, ensuring service delivery is based on
rigorous scientific data and equality of health service provision.

Public health initiative A fundamental approach that aims to achieve population-wide health
outcomes; stimulate and monitor wide consultative processes and networking at international,
national and local levels towards implementing public health essential functions and
programmes; and increase the quality and the accessibility of data, forums of debate and
updated learning materials for public health interventions.

Public sector Part of economic and administrative life that deals with the delivery of goods and
services by and for the government, whether national, regional or local.

Quality assurance Standards-based approach to measuring consumer satisfaction, work
performance and efficiency of service delivery in relation to policies and targets.

Quality improvement Interdisciplinary process designed to raise the standards of the delivery of
services in order to maintain and improve health outcomes of individuals and populations.
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Registration Official recording of the names of individuals who have certain qualifications to
practise a profession or occupation.

Resource-constrained countries Low- and middle-income countries, as defined by the World
Bank. The World Bank’s main criterion for classifying economies is gross national income (GNI)
per capita. Based on its GNI per capita, every economy is classified as low income, middle
income (subdivided into lower middle and upper middle), or high income. Income group:
Economies are divided according to 2006 GNI per capita. The groups are: low income, $905 or
less per capita; lower middle income, $906-3,595 per capita; upper middle income, $3,596—
11,115 per capita; and high income, $11,116 or more per capita.

Task shifting Task shifting involves the rational redistribution of tasks among health workforce
teams. Specific tasks are moved, where appropriate, from highly qualified health workers to
health workers with shorter training and fewer qualifications in order to make more efficient use of
the available human resources for health.

The evidence supports a broad categorization of task shifting practices into four types, as follows:

Task shifting I: The extension of the scope of practice of non-physician clinicians in order to
enable them to assume some tasks previously undertaken by more senior cadres (e.g. medical
doctors).

Task shifting II: The extension of the scope of practice of nurses and midwives in order to enable
them to assume some tasks previously undertaken by senior cadres (e.g. non-physician
clinicians and medical doctors).

Task shifting lll: The extension of the scope of practice of community health workers, including
people living with HIV/AIDS, in order to enable them to assume some tasks previously undertaken
by senior cadres (e.g. nurses and midwives, non-physician clinicians and medical doctors).

Task shifting IV: People living with HIV/AIDS, trained in self-management, assume some tasks
related to their own care that would previously have been undertaken by health workers.

Task shifting can also be extended to other cadres that do not traditionally have a clinical function,
for example pharmacists, pharmacy technicians or technologists, laboratory technicians,
administrators and records managers.

The cadre that assumes the new task, not the cadre that is relieved of the task, is the defining
factor for task shifting types. For example, any extension of the scope of practice of nurses and
midwives is defined as task shifting type II.
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Technical experts and stakeholders

The following technical experts and stakeholders participated in
one or more of nine international consultations on task shifting
for the purpose of developing and reviewing the
recommendations and guidelines.

Mr Ali Jibril Abdurahman, Member, Executive Committee, Ethiopian
Nurses Association, Addis Ababa, Ethiopia
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WHO, Geneva, Switzerland

Ms Rebecca Affolder, Adviser to the Executive Secretary, GAVI Alliance,
Geneva, Switzerland

Mr Benjamin Alli, International Labour Organization, Geneva, Switzerland
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Nurses, Geneva, Switzerland
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82

Ms Angela Bergeret, Institut de Recherche et Documentation en Economie
de la Santé (IRDES), Paris, France
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Annex 8

International Conference on Task Shifting

Addis Ababa Declaration - 10 January 2008

We, representatives of governments, multilateral agencies, development partners, civil society,
professional associations, education, training and research institutions, care and support
organizations and people living with HIV and AIDS, assembled at the International Conference on
Task Shifting in Addis Ababa, Ethiopia, January 8th — 10th 2008 to address the human resource
constraints that are impeding progress towards the realization of the Millennium Development
Goals to reduce child mortality (Goal 4), to improve maternal health (Goal 5), and to combat HIV
and AIDS, malaria and other diseases (Goal 6) and towards achieving universal access to HIV
and AIDS services by 2010;

1. recognize that the global health workforce deficit exceeds four million and that shortages of
health workers are particularly acute in many low- and middle-income countries that also face
major health challenges including a high burden and prevalence of communicable diseases
(for example, HIV and AIDS, malaria, tuberculosis, diarrhoea, and pneumonia), non-
communicable diseases (for example, diabetes, hypertension and cancer), trauma and
incidents, and unacceptable high levels of maternal mortality;

2. acknowledge that there is an urgent need for rapid increases in access to essential health
services, especially for the poor, and that improvements in the performance of health
systems, including significant strengthening of human resources for health, are necessary to
deliver services which are accessible, safe, efficient, effective, equitable and sustainable;

3. acknowledge that increased investment in health is of major importance, not only for
attaining the health goals but also for contributing to development in general;

4. recognize that reorganization and decentralization of health services including task shifting
can help to address the current shortages of health workers, if implemented alongside a
broad range of other strategies that are designed to address other aspects of the human
resources for health crisis;

5. note the on-going efforts to address the broader aspects of the human resources crisis, such
as issues relating to the production, retention and migration of health workers, as well as the
financing of human resources. The Global Health Workforce Alliance is providing an
appreciated leadership together with other partners. Specific calls for action have been
issued from different regions across the world;

6. note that task shifting as a response to health workforce shortages, as well as health systems
needs, is being implemented in different ways and to a variety of extents in many countries,
often informally. It is important to build on existing efforts, especially those that empower
communities while expanding the number of community health workers and providing them
with the necessary support;

86



ANNEX 8

7.

8.

10.

11.

12.

note the evidence that access to quality primary health care can be provided using a task
shifting approach, where there is an enabling environment that includes a supportive
regulatory framework, functioning referral systems, robust quality assurance
mechanisms(such as standardized training and supportive supervision), and where there is
adequate remuneration of health workers and resources for health service delivery;

welcome the WHO global recommendations and guidelines on task shifting which provide a
broad and flexible global framework that can contribute to national adoption and urgent
action, or expansion, of a task shifting approach as one method of strengthening and
expanding the health workforce to fight HIV and AIDS and to rapidly increase access to
primary health care services;

commit to pursue a process of national, sub-regional and regional consultations (including
also Ministries of Finance) on the WHO recommendations and guidelines on task shifting and
make necessary adjustments if needed. These consultations could also address the broader
human resources for health agenda and the need for additional strategies and solutions.

call on countries to adapt and to implement the WHO global recommendations and
guidelines, where appropriate, according to the specific circumstances of individual countries
and develop national action plans for the implementation of task shifting, within national
human resources policies, strategies and budgets, that can ensure quality and effectiveness
of essential health services contributing to the strengthening of health systems;

call on countries and all partners to also urgently address the broader human resources
agenda, including the production, education, recruitment and retention of health workers,
adequate financing (including adequate fiscal space) as well as challenges of migration and
brain drain moving towards a long term sustainable situation;

call on governmental, multilateral and bilateral agencies and other partners to take shared
responsibility for providing appropriate and increased financial resources and technical
support for the implementation and evaluation of the task shifting approach by those
countries who choose to adopt, or expand, the approach and to promote task shifting as one
of the range of strategies under the WHO Treat, Train, Retain plan, and alongside other
interventions to increase human resources for health.
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