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Abstract  

Background Zambia is one of the 30 countries accounting for 89% of the 

HIV infection and 57 countries with a critical health staff shortage in the 

world. In response to these challenges Zambia has opted to implement a 

task shifting strategy of shifting task from nurses to CHW as a way of 

expanding the pool of staff to provide HIV services. 

Objective To critically analyze the Zambian strategy of shifting of HIV care 
tasks from nurses to community health workers, and to learn from other 

parts of the world using the WHO recommendations and guidelines as 

standard to identify the gaps. 

Methodology The methodology for this study is literature review. Published 

and unpublished literature will be reviewed to retrieve relevant information 

for this study. 

Findings Gaps identified in the Zambian strategy of shifting HIV care tasks 

from nurses to CHW includes not formally adopting task shifting as a public 

health initiative, having a specific task shifting policy and the country’s 

inability to sustain the provision of essential health services by not 

adequately planning and costing for the implementation of the strategy. 

Conclusion Zambia like other low income countries has recognized the 
value of task shifting and is implementing this strategy without fully 

considering the WHO recommendation and guidelines. Zambia can learn 

from evidence from countries such as South Africa and Botswana who have 

developed comprehensive CHW management policy and sustained the 

management of lay counsellors within the government health system 

respectively.   

Recommendations Zambia to develop a task shifting policy with legal 

provision to protect the cadre to whom tasks have been shifted to and the 

patients, recognize and set a remuneration structure for all charged with 

extra tasks in order to retain the cadres introduced to provide HIV services. 

Key words 

Task shifting, community health worker, HIV care services 

 

Word count 8535 

 

 



 

 

12 

CHAPTER ONE 

1.0 Introduction 

Service provision for 13% of HIV positive Zambians has become a challenge 

because of the critical shortage of health staff. The government has opted to 

implement the task shifting strategy in the provision of HIV services. This 

enables clients to access services in all primary health care facilities closer to 

their homes. 

This study was conducted in order to critically analyze, identify the gaps and 

review evidence base on the current task shifting strategy being 

implemented in Zambia and other countries. The task shifting strategy is 

very critical to improve access to needed HIV care and critical examination 

of the roll out of the strategy. This strategy facilitates the reduction of HIV 

transmission, keep the HIV positive people healthy and contribute to the 

attainment of 2030 global target of 95% of the people knowing their HIV 

status, 95% ART coverage with 95% virology.  

1.1 Concept Mapping 

This section presents a brief overview of how the notion of ‘Task Shifting’ is 

understood in public health practice 

Definition of task shifting is “a process of delegation whereby tasks are 

moved where appropriate to less specialized health worker. By recognizing 

the workforce this way, task shifting can make more efficient use of human 

resources currently available” (WHO, 2007). It is important to note that task 

shifting includes creation of a new cadre of staff who will take over one or 

some of the responsibilities (Paterson, 2007). 

WHO describes 4 types of task 

shifting 

Type I – the extension of 

responsibilities from a physician 

who is senior to non-physician 

for example a doctor to perform 

the duties of the senior. 

Type II – this is the shifting of 

tasks from non-physician 

(doctor) who is senior to nurses 

Fig 1 Types of task shifting Source WHO 2007 
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or midwives to perform the duties of senior staff. 

Type III – the shifting of tasks from the nurse to the non-health worker or 

lay counsellor to perform the duties of the nurse. 

Type IV – the shifting of tasks from the non-health worker to people living 

with HIV who have been trained in self-management to support others. 

In this study we mainly discuss task shifting Type III.  

In Zambia Community Health Workers are conceived as 

“Members of the community who either work for pay or as a volunteer in 

association with the local health care system and usually share ethnicity, 

language, socio-economic status, and life experiences with community 

members whom they serve. They have many titles including home based 

care givers (often in work with faith based programs), health promoters,  

community health advisors, lay health advocates, community health 

representatives and peer health advocates”(MoH, 2010). 
 

1.2 BACKGOUND  

1.2.1 Geography 

Zambia is a 

landlocked country in 

sub-Saharan Africa 

with 8 neighboring 

countries (refer to fig 

2). Zambia covers a 

land area of 752 612 

square kilometers 

and is 

administratively 

divided  into 10 

provinces and 74 

districts (CSO, 2015). 

 

Fig 2 Map of Zambia with its neighbors (UN Maps) 
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1.2.2 Demography 

Zambia’s population has 

increased by 33.9% from 

9,885-591 in 2000 to 13, 

092,666 in 2010. Population 

distribution by sex stands at 

49.3% for males and 50.7% 

for females (refer to fig 3), 

while by place of residence 

60% for rural and 40% for 

urban. Zambia has a young 

population with a population 

of those below 15 being 

45.8% and below 18 52% 

(Mujira, 2013). Population in transition reveals that some of the reasons why 

countries have youthful populations are the lack of use of family planning, 

low information on the family planning and the valued traditional status of 

having large families. This corresponds with the findings of the ZDHS 1992 

when Zambia recorded the lowest contraceptive prevalence of 15% and the 

reasons why women did not use any family planning method was, they 

wanted to have more children and the lack of knowledge. It is important to 

note that the contraceptive prevalence has since than continued to improve 

from 26% in 1996 to 49% in the 2013 – 2014 DHS (CSO, 2015). Apart from 

that, the youthful populations have resulted into a high youth unemployment 

level of 16.7% in the country with a lower rural youth unemployment rate of 

7.5% compared to their urban counterparts with 22% (CSO, 2012).  

1.2.3 Social Cultural Context 

Zambia has a multi-cultural society consisting of diverse racial, ethnic, 

religious and traditional groupings (WHO website). There are 73 ethnic 

groups in Zambia with 7 languages being commonly spoken and aired on the 

radio being; Lozi, Bemba, Lunda, Nyanja, Luvale, Kaonde and Tonga (apart 

from English the national language) (CSO 2012). 85% (8 million) of the 

people in Zambia are Christians (Missions Atlas Project website).  

 

 

Fig 3 Population and sex structure (CSO, 2012) 
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1.2.4 Economy 

Zambia has been classified as a lower middle income. (World Bank, 2015). 

The GDP per capita was $1,721 with the Purchasing Power Parity was $3, 

904 in 2014 (World Bank 2014). The main stay for the Zambian economy is 

copper mining and agriculture. With fluctuations in the pricing of copper and 

poor harvests due to changes in the rain patterns, among other things, the 

GDP has reduced 10.3% ($97, 215.88) in 2010 to 6.7% ($117, 743.12) in 
2013 (CSO, 2014).  

Table 1 Selected demographic and Socio-economic indicators (MoH, 2010) 

1.2.5 Education and gender 

Zambia’s literacy rate for persons aged 5 and older as of 2010 was at 70.2 

disaggregated by 60.5% in the rural and 83.8% in urban areas. Females had 

a lower literacy rate of 67.3% compared to the males with 73.2% (CSO 

2012). The same report indicates that for the percentage distribution of the 

population (25 years and older) that ever attended school, considering the 

different level of education, females have a higher completion rate of 56.7% 

at primary school education than males of 39.7%. However, in the same 

proportion of the population aged 25 and older that ever attended school by 
level of education, males have a higher completion rate at secondary and 

tertiary levels with 42.6% and 17.5% than their female counterparts at 

31.45% and 11.45% respectively.  

 

1.2.6 Social political system 

Zambia has a multi-party democracy with elections being held every 5 years 

with one republican candidate emerging as leader by a 50 plus one margin 

(LAZ website). There are 158 members of parliament in Zambia. 12.6% (20) 

are female (ZNA, website). The president appoints his cabinet to form 

government. The three arms for government namely judiciary (courts of 

law), legislature (members of parliament) and executive (cabinet) have a 

distinct separation of powers (ZDA website). 
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1.2.7 Health system and Financing 

The health system in Zambia is organized in a pyramid based structure with 

basic health services being provided at the community level, health posts of 

health centers which cover a limited geographic area. The health centers are 

supported by the district and provincial level which is responsible for 

coordination of health services and the ministry of health headquarters 

responsibility of regulating the health care provision in Zambia by setting 
standards, policy making, target definition and monitoring and evaluation 

(MoH, 2010). The health services are provided by 79% Ministry of Health, 

14% Ministries of Defense and Home Affairs and 6.5% Church Association of 

Zambia health institutions (WHO, MoH, 2010). Other service delivery 

structures include the private institutions which are both profiting or non-

profit making; and CSOs. The strategy of providing mobile health services to 

the hard to reach areas, to improve access to health services, is also 

implemented. Traditional and alternative health care is quite significant, 

despite the long history of malpractice. Medical logistics, drugs and supplies 

are procured and donated centrally, delivered to the district level and then 

the districts distribute to the health centers. Leadership and governance is 

demonstrated by developing appropriate legislation and regulation, public 
policy, organization and management, planning and resource mobilization, 

accountability, transparency, monitoring and evaluation (MoH, 2012).  

 

1.2.8 Healthcare Financing 

MoH 2012, indicates that the health care system in Zambia is financed 

through a mix of financing mechanisms namely revenue collection, pooling 

and purchasing. Revenue collection consists of money received from donors, 

general tax and private expenditure (Chitah, 2015). Pooling has not a 

minimal contribution because only 500,000 people contribute to personal 

schemes. The Zambian government plans to introduce Social Health 

Insurance in November 2016 (HFP, 2016)   

 
Between 2010 and 2013, the major source of finances, to support the health 

finances, has been the Private Health Expenditure (PHE) and donors.  The 

PHE as percentage of Total Health Expenditure (THE) contributions ranged 

between 44.6% in 2010 to 42%, while the donor resources as a percentage 

of THE, ranged from 58% in 2010 to 34% in 2013 (refer to fig 3). Zambia 

has a high Out of Pocket Expenditure (OPE) as percentage of the THE 

ranging from 29% in 2010 to 28% in 2013. In light of the universal health 

coverage, there is no financial protection or financial equity as the poor 

households incur a lot of cost to access their services and this places a 

financial burden on them. This may contribute to the high poverty level of 

the Zambian citizens and poor access to health services (Chitah, 2015). 
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In terms of health expenditure, the analysis of the health care expenditure 

reveals the Total Health Expenditure (THE) as percentage of the Gross 

Domestic Product (GDP) has ranged between 4% in 2010 to 5% in 2013. 

The General Government Expenditure on Health (GGHE) has been constant 

at 12.6 since 2010 until 2013.  

 

Fig 4 Analysis of health care income and expenditure (WHO, 2015) 

 

1.2.9 Health Situation 

The life expectancy in Zambia in 2010 was 51.3 years (CSO, 2012). Even 

though Zambia has not attained the targets for MDGs 4, 5 and 6, the 

national has strived to reduce the maternal and childhood mortality rates 

between 1992 and 2014 [refer to figure 5] (CSO 2015). In 2012, spectrum 

projections estimated the Adult HIV incidence rate to be at 0.8% translating 

to 46,000 new infections (refer to fig 5). 

 
Fig 5 Trends in Maternal and Child Mortality Rates from 1992 - 2013 

MMR from 1996 – 2013 Child Mortality from 1992 – 2013 
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1.2.10 Human resource in the health sector 

Zambia still faces a critical shortage of staff despite the recruitment 

exercises conducted in 2005 and 2012 (MoH, 2010). For every 1000 people 

the WHO suggested at least 2.3 health workers (which include the doctor, 

nurses, and enrolled and registered midwives) serve for the essential clinical 

interventions and minimum public health. The WHO further proposed that at 

least 0.55 physicians and 1.73 nurses per 1000 to achieve the MDGs 

(Herbst, 2011). Herbst, 2007 reported the Zambia’s health worker ratio was 

0.0777/1000 for doctors and 0.6905/1000 for nurses. As of 2010, Zambia 

still had a low health worker ratio, refer to fig 6 below.  

Fig 6 Physician, nurse and midwife per 1000 population for selected 

SADC countries 

Source:  MoH/World Bank African Region Development 2010 
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CHAPTER TWO 

2.0 Problem Statement 

Zambia is one the countries in Sub-Saharan Africa with a mature generalized 

HIV epidemic whose mode of transmission is mainly heterosexual (NAC, 

2015). The adult prevalence is 13%. 671,066 adult and children are on ART 

as of 31 December 2014.  Although there is a reduction in the adult 

prevalence from 14.3% in 2007 to 13.2% in 2013 as well as among young 

women aged 20-24 from 11.8 in 2007 to 11.2% in 2013; reproductive 

people and the children are still threatened by the epidemic (CSO, 2015; 

and HMIS). Focusing on accelerating access to all the HIV prevention, 

treatment and care remains on top in the MOH agenda (NAC 2011).  

The WHO 2013 consolidates guidelines in the recommends of the use of the 

public health approach to improve access to ART in the countries, for the 

purpose of keeping reducing the HIV transmission and keep HIV positive 

people healthy. UNAIDS 2013, proposes a fast track strategy to bring the 

AIDS epidemic to an end, by each country prioritizing to rapidly scale up HIV 

prevention, treatment and care. Specific targets to be achieved by 2030 are 

95% of the people knowing their HIV status, 95% ART coverage and 95% 

virology reduction. The same report indicates that Zambia is one the thirty 

countries in the world accounting for the 89% new infections worldwide. 

Therefore, an extra effort should be made to fast track “national responses, 

extensive mobilization of human resources and finances as well as national 

responses.” Ethiopia has demonstrated that the use of public health 

approaches such as task shifting and decentralization are instrumental to the 

large scale up of ART in the country as recommended by the WHO (Assefa, 

2014; WHO, 2008). 

Task shifting is not new to Zambia as this has been implemented in the 

country following the 1978 Alma Ata declaration of primary health care, as 

community health workers were used for health promotion and community 

mobilization (WHO, 1994). Dovlo 2004, highlights that Zambia had 

substituted abortion management tasks to nurses or the use of clinical 

officers, to conduct obstetric procedures such as caesarian sections in the 

place of doctors. The WHO has revived the focus on task shifting, with the 

emergence of the AIDS epidemic, provided guidelines and recommendation 

on how to initiate and sustain the task shifting response (WHO, 2008). The 

task shifting response implies that tasks can be reassigned to different 
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cadres of staff in the clinical setting. For instance, Nurses can be engaged to 

prescribe drugs, lay health workers may take on nurses’ tasks and the HIV 

positive clients can be involved in their own care (Callagan, 2010).  

Task shifting involves delegating tasks from nurses to nurse assistants and 

Community health workers. This has been helpful, especially in the rural 

areas which have a limited number of health care providers. CHW referred to 

as lay counsellors or Adherence Support Worker (ASW) or Peer Educator 

(PE) and are engaged in the provision of HIV prevention treatment and care 

(UNICEF, 2012). A new cadre called a Community Health Assistant has also 

been introduced in an attempt to formalize the CHWs with a view of 

repositioning and providing a career path for them (MoH, 2010). This has 

been achieved by the production of the National Community Health Worker 

Strategic Policy. The strategic plan further spells the job description of CHAs, 

salary, regulatory body and how they can progress career wise.  

Despite the existence of task shifting in Zambia, evidence suggests that it 

has not been adequately integrated and formalized in the health system. 

Dovlo reports that there is limited recognition and appreciation of the roles 

of the cadres to whom tasks have been delegated to as awarding of 

incentives is biased towards doctors by government which appeared to be a 

threat to the scale up of the ART treatment “3 by 5” initiative advocated for 

by WHO (Dovlo, 2004). Other authors expressed concern on the continuity 

of the lay counsellors’ program due to the lack of a long term sustainable 

plan, the desire for a structured payment and formalizing of the job, since 

they are considered as volunteers (Sanjana, 2009). Born 2012, 

recommended the need to address the following conditions clearly by 

defining the scope and practice, recognition structures and use of a certified 

program for training. 

2.1 Justification 

With 671,066 HIV positive clients on ART, the implication of providing a 

continuum of care for the HIV treatment cascade is dependent on skilled, 

motivated and a  low burn out. But in the Zambian context, the skilled staff 

is not enough to support the system, and Zambia has consciously opted to 

implement a task shifting strategy as part of its response. Though the 

Ministry of Health has implemented task shifting in the past 5 years in the 

field of HIV care, there has been no critical analysis of how it is being 

operationalized and formalized. The task shifting initiative which currently is 
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being implemented in Zambia is clearly critical to improve access to the 

much needed HIV care services, and for it to work. It is important that one 

critically examines the rollout, identifies the gaps, learns from evidence and 

experiences from other parts of the world and continuously improve the 

implementation of the task shifting program. This study is a step in this 

direction, it will critically review the implementation processes and progress 

made by the government in implementing task shifting; it will do so with 

reference to the WHO task shifting guidelines and recommendations. 

2.2 General Objective 

To critically analyze the Zambian strategy of shifting of HIV care from nurses 

to community health workers, and to learn from other parts of the world in 

order to make recommendations to improve the strategy and its 

implementation.    

2.2.1 Specific Objectives 

 Critical analysis of the task shifting strategy being implemented in 

Zambia. 

 Identify the gaps in the current approach  

 Review the evidence base on the task shifting strategies and their 

implementation specifically from countries with similar context. 

 Draw lessons from the evidence in order to inform the task shifting 

strategy and implementation. 

 

2.3 Methodology 

The methodology for this study is literature review. Published and 

unpublished literature will be reviewed to retrieve relevant data for this 

study. 

2.4   Search Strategy 

Several websites, databases and search engines will be used to retrieve 

literature namely (refer to annex … for word in combination in reviewing 

literature pertinent to the topic) 

Search engines: Google scholar 

Academic research databases: PubMed, BioMed central, Cocraine library, VU 

e-library. 

Specific organization websites: WHO, UN, Zambian Ministries of Health, 

Finance and National Planning, Education Science Vocational Training and 
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Early Child education, Chiefs and Traditional Affairs, Tourism and Arts; and 

Central Statistics office. 

 

2.5 Inclusion and exclusion criteria 

Documents written in English and published between 1980 and 2016, grey 

literature and abstracts of any published work will be used. Apart from that, 

focus will be restricted within the context of the thesis topic. Only literature 

on task shifting for nursing staff and CHW were included. 

2.6 Conceptual framework 

The WHO recommendations and guidelines on task shifting of HIV care will 

be used as a standard to analyze the Zambian strategy of shifting of HIV 

care from nurses to community health workers. The WHO guidelines and 

standards are briefly summarized below.   

2.7 WHO Global recommendations/guidelines for task shifting of 

HIV care 

2.7.1 Adopting task shifting as a public health initiative 

Countries opting to adopt task shifting should collaborate with appropriate 

stakeholders as well as consider other services constrained by shortage of 

staff while making an effort to address the need to employ more skilled 

staff. The governments should engage very pertinent stakeholders, such as 

people living with HIV and efforts should be made to work within an existing 

framework. Prior to adoption of the task shifting, the country should have a 

baseline on the human resources, in terms of numbers per cadre services, 

skills and tasks needed to be performed by each cadre in order to identify 

the gaps in the existing task shifting and quality assurance mechanism in 

HIV services being provided (WHO, 2008).  

2.7.2 Creating an enabling regulatory environment for 

implementation. 

Countries should analyze the regulatory frameworks such as laws, 

guidelines, rules and regulatory policies. Where they are gaps identified, 

governments should expedite the process of having a regulatory frame that 

would enable the new cadres, practice according to the expected scope of 

work. Apart from that, governments should work in a sustainable way of 

implementing task shifting (WHO, 2008). 
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2.7.3 Ensuring quality of care 

Countries should put in place quality assurance mechanisms to monitor and 

improve the quality of services being provided by the cadres. This requires 

defined roles and associated competencies of each cadre. For new cadres’ 

entry requirements should be stipulated for recruitment, training and 

appraisal. Building skills for these cadres should use standardized 

competence based training which is need based on and according to the 

scope of work for each cadre. Continuous professional development should 

be tied to registration, certification and career development of each health 

care provider in accordance to the national standards. Support supervision 

and a clinical mentorship schedule should be put in place for each cadre and 

this should be done by staff who is competent and has supervisory skills in 

the profession. Performance for each cadre should be enhanced by assessing 

staff against clearly established role standards and competence levels (WHO, 

2008).   

 

2.7.4 Ensuring sustainability 

Countries should map out ways of rewarding the staff upon introducing the 

extra tasks for the existing cadre or the newly created cadre. These can be 

either financial or non-financial incentives, using whatever modalities there 

are feasible in the country to ensure performance of each cadre. Fundament 

to task shifting, governments should recognize that essential health services 

can be sustained by volunteerism. Therefore, adopting task shifting implies 

that the governments and the partners involved should adequately cost for 

all the activities needed to implement this approach. Namely recruitment 

training and wages/incentives commensurate to the tasks they perform 

monthly (WHO, 2008).  

2.7.5 Organization of clinical care services 

Countries should adopt task shifting models that are best suited for their 

circumstances based on the disease burden, health workforce demographics 

and identified gaps in the HRH situation analysis. In addition, a referral 

system should be put in place to effectively provide the quality of services 

and only tasks that are safe for the lower cadre should be relegated in the 

continuum of care of HIV services. Apart from the community health 

workers, PLWA can also provide safe and effective HIV services at the facility 

and community level as long as they are trained in specific tasks particularly 

to do with self-care and overcoming stigma and discrimination. Other health 
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professionals such as pharmacists, pharmacy technologists or laboratory 

technicians should not be left out in task shifting (WHO, 2008). 

2.8 Study limitation 

The literature search was limited to studies written in English.  
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CHAPTER THREE 

3.0 CRITICAL ANALYSIS OF THE TASK SHIFTING STRATEGY BEING 

IMPLEMENTED IN ZAMBIA 

This chapter will analyze the strategies used to implement task shifting from 

nurses to community health workers in the provision of the HIV prevention 

and treatment and care in Zambia using the WHO recommendations and 

guidelines as a standard to identify gaps in the current strategy. 

3.1.1 APPROACHES FOR THE ADOPTION AND IMPLEMENTATION OF 

TASK SHIFTING IN THE ZAMBIAN CONTEXT 

Analysis of current human resources for health in the public and 

non-state sector 

Zambia is one of the 53 countries in Sub Saharan Africa with a critical 

shortage of staff. There is a gap of 59% for clinical staff while the 

administrative staff has gone beyond the needed levels by -20% (MoH, 

2010). There is no evidence describing how Zambia has formally adopted 

task shifting, though the strategy is being implemented suggestive as a 

strategy being implemented without official recognition.  

3.1.2 ANALYSIS OF THE EXISTING POLICY AND REGULATORY 
APPROACHES ON TASK SHIFTING IN ZAMBIA 

In Zambia, there is no specific policy on task shifting. The Ministry of Health 

plans to develop the policy document in the future (MoH, 2011). However, 

the Zambia Counselling Council, National HIV Counselling and testing 

guidelines, National Community Health Worker Strategy and 2011-2015 

National Human Resources Strategic Plan are providing the policy direction 

on task shifting from nurses to community health workers. 

This section will critically analyze the provisions in each of these documents, 

to understand how  conducive  the environment is for task shifting for HIV 

services for CHWs in Zambia. 

The Zambia Counselling Council – 1996 

According to MSF 2015, ZCC is a regulatory body for certifying, registering 

and the issuing of practicing licenses for lay and psycho counsellors. It also 

protects its members, provides mentorship and guidance as well as ensures 
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that counselling standards are adhered to. Apart from that, the council 

attends all policy revision meetings on behalf of its members.  

From the authors work experience, the ZCC capacity to reinforce all the 

provisions, it has mandated to do for its members, is limited. Lay counsellors 

are trained in all the provinces of Zambia and there is no effort to coordinate 

with training organizations the need for registration or collection of 

practicing licensees. Mentorship has become a function of the Ministry of 

Health through the health Centre or facility staff supervising the lay 

counsellors.  

The National Guidelines HIV Counselling and Testing - 2006 

The Zambian HCT guidelines are designed to ensure access to Voluntary 

Counselling and Testing. It has also adopted a human rights based approach 

to ensure that the clients personal integrity and welfare is protected. It 

outlines the operational procedure for CT services, record keeping, quality 

assurance procedure, guidelines for HIV testing and counselling.  In view of 

task shifting, it allows trained lay counsellors to perform finger prick testing 

with a HIV rapid diagnostic test kit, pre and post-test counselling only to 

clients who have been voluntarily consented to be tested for HIV. The 

testing algorithm in the guidelines recommends the use of serial testing of 

HIV samples (WHO, 2015). 

However, the guidelines only allow the Lay counsellors to conduct the HIV 

testing in the health facility and not in the community, which provides 

personal comfort for the clients and an ability to personalize the services. 

Apart from that, it allows the use of a tie breaker for clients who have an 

indeterminate test and which can lead to misclassification of a client’s status 

(Mwangala, 2015). It is silent on the use of oral fluid based HIV rapid 

diagnostic testing for lay counsellors (Flynn, 2015).  

Zambia National Community Health Worker Strategy 2010 

The ZNCHW focuses only on the human resources management issues for 

the newly introduced cadres refer to as Community Health Assistants 

(CHAs). Specifically, the document attempts to formalize the CHW cadre and 

integrate them in the health system. It further specifies the anticipated 

duration of training, standardized training curriculums, reporting and 

supervision structure in the facilities or community, career path, job 

description, standard remunerations and regulatory body for the CHAs.   
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However, the strategy disapproves that the body of the community health 

volunteer is considered under this strategy as they are considered not to be 

a formalized cadre and only trained for 2 – 5 weeks. It also does not provide 

for the management of these trained volunteer lay counsellors or community 

health workers whom the WHO has formalized to provide HIV counseling and 

testing and is thereby not comprehensive enough. It does specify that the 

community based volunteer will only be formalized and absorbed as when 

they meet the selection criteria for CHAs training (refer to fig 7) 

 

Fig 7 Community Health Structure (Source MoH, 2010) 

National Human Resource for Health Strategic plan 2011-2015  

This document focuses on the management, development and shortages of 

professional staff such as doctors, nurses/midwives, clinical officers and 

medical licentiates whose skills are vital to the provision of quality health 

services. 

However, the document hardly addresses the task shifting concerns in the 

context of expanding the pool of health workers to the extent of embracing 

the complimentary roles of trained volunteer CHW. It merely indicates the 

intent to develop a task shifting policy as well as to implement coaching, 

support supervision, mentorship and regular in-service programs to the 

lower cadre (MoH, 2011).  
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3.1.3 ENSURING QUALITY OF CARE 

Adapted quality assurance mechanisms to support task shifting  

Zambia has adopted the WHO recommended quality assurance mechanisms 

of training, supervising and clinical mentoring of cadres to whom tasks have 

been shifted (MoH, 2012).  Morris et al, 2009 describes a comprehensive 

quality assurance mechanisms defining the roles and training programs for 

clinical officers, nurses and peer educators with supervision and one-on-one 

clinical mentorship by a team of trained mentors of physicians and nurses. 

This is sustained by a comprehensive quality assurance program comprised 

of exchange visits between clinics to improve overall clinical quality, 

evaluation of clinical care services and feedback and training in areas of poor 

site performance. 

Task shifting further recommends the introduction of new Cadres.  The 

ministry of health in conjunction with the General Nursing Council of Zambia 

(GNC), University of Zambia (UNZA) and other cooperating partners 

introduced the HIV Nurse Practitioner (HNP) who has had their task shifted 

from physicians (Mulenga et al 2015). Their  roles are clearly defined and 

the entry requirement is being a qualified (two years training) or registered 

(three years training) nurse to be enrolled in a one year competence based 

training program, consisting of intensive clinical mentoring and didactic 

classwork; and candidates quality with a diploma and certified by the 

General Nursing Council of Zambia (McCullock et al 2016). However there is 

an insufficient on going mentorship for this cadre after training and an 

inadequate training duration (Mulenga et al 2015). Apart from that, there is 

no legal provision for them to provide these services (McCullock, 2016). 

Another cadre introduced by MoH is the Community Health Assistant (CHAs) 

who has trained for one year in this program and is selected from the pool of 

community based volunteers, which includes the volunteer CHWs and after 

training they are deployed back to work in the districts where they came 

from, thereby integrating them in the health system (MoH, 2010). Their 

curriculum is developed by accredited institutions such as UNZA, GNC, 

Health Professionals Council of Zambia (HPCZ) and Lusaka School of 

Nursing. CHAs are considered to be competent compared to other volunteer 

cadres because they are awarded with certificates by the Examination 

Council of Health Services. They are registered and issued with practicing 

licenses by the HPCZ and a career progression path to nursing, clinical 

officers or any other medical is permissible for CHAs (Zulu et al, 2015; MoH, 
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2010). However other reports have highlighted that the payment of 

allowances for the CHAs are delayed or are not available for some of them. 

Apart from that, the health post supervisors at the facility are not oriented, 

giving rise to the misconceptions about the role of and inadequate 

knowledge on CHAs program (Zulu, 2014). Shelley et al 2015 reports that 

supervision is insufficient as the supervision mechanism was inconsistent 

thereby limiting the assurance of services provided by the CHAs. 
 

Literature does not clearly highlight the performance assessment mechanism 

for both cadres, owing to the fact their condition of services and 

performance evaluation process are not yet addressed. 

 

3.1.4 ENSURE SUSTAINABILITY 

LaPelle 2006 defines sustainability in the health program as a “capacity to 

maintain program services at a level that will provide ongoing prevention 

and treatment for health problem after termination of major financial 

management and technical assistance from external donor.” Torpey 

describes how the elements of sustainability have been strengthened in 

Zambia namely technical (training of cadres, mentors and development of 

standard tools for QA/QI), financial (funding of HIV services from program 

design, implementation and MoH as part of the exit strategy), programmatic 

and social (creating demand for services).  Despite these efforts, Zambia has 

not put in place mechanisms to sustain the task shifting strategy for the 

existing and the new cadres to whom tasks have been shifted to. 

Literature reveals that, Zambia has opted to utilize volunteers CHWs, trained 

by various cooperating partners, providing HIV prevention, treatment and 

care services in conjunction with the MoH as part of the task shifting 

strategy (Torpey 2008, Morris 2009 and Sanjana 2009). There is no policy 

for the package of incentives to be given to the volunteer CHW or CBV 

(Sunkutu, 2009). There is no coordination and standardization of incentives 

for all community based volunteers making them look for multiple 

organizations to serve in order to make ends for their families (Sunkuntu, 

2009). Apart from that, owing to the stakeholder involvement in handling 

the CHAs program, there is insufficient program ownership resulting in the 

district health teams not being fully and confidently involved in the 

management of their affairs as they are considered to be a special group 

(Zulu, 2015). The payment of allowances for the CHAs are delayed, erratic 

or not available for some of them, despite signing a contract indicating that 

they will be paid a monthly salary (Zulu, 2014). No means of travelling to 
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Figure 8 Administrative and clinical care responsibilities in the 
traditional health care model and the introduced task shifting 
model. Morris-2009 

cover a large catchment area and challenges arise in fulfilling salaries for 

CHAS because the government depends on funds from cooperating partners 

and inadequate supplies needed logistics for providing needed services 

(Perry, 2014). Similarly the newly introduced cadre of the HIV Nurse 

Practitioners are not compensated and recognized for the services they 

provide (Mulenga et al 2015). 

Despite the MoH planning for training and recruitment of 5000 CHAs to 

improve access to health services in the rural areas, the resource envelope 

in the HRH 2011-2015 strategic plan has only made provision to fund the 

evaluation of the CHAs training program after one year of implementation 

without considering the cost of implementing the recruitment process later 

on the remuneration of CHAs will come from. Therefore there is a gap in the 

government’s inability for meeting the financial or non-financial incentives 

for all cadres whose tasks have been shifted. This may be a response to 

adhering to the defined Ministry of Finance personnel emolument ceiling 

according to the IMF or World bank set restrictive conditions, for hiring staff 

or improvement of remuneration for staff (Bemelmans 2016). 

3.1.5 ORGANISATION OF CLINICAL CARE SERVICES 
The increase in the HIV disease burden has influenced the move of care from 

hospitals to primary health care facilities of further on to the community 

levels for stable patients (Bemelemans, 2014). One model of HIV services in 

Kenya is being provided by community based lay workers, for stable patients 

reduced clinic visits, without compromising patient outcomes (Wilkinson, 

2013). Similar to Zambia has adopted task shifting models according to the 

country’s context. Owing to the readily available volunteer CHW, introduced 

with the coming of primary health care, the task shifting models have 

utilized this cadre to develop as well as health workers to provide HIV 

services both at facility and community levels (Campbell 2014).   

Morris 2009, highlights the task 

shifting model being implemented in 

Zambia with clinical tasks being shifted 
from doctors to clinical officers while 

clinical officer tasks being shifted to 

nurses and nursing tasks being shifted 

to peer educators which is in tandem 

with the WHO recommended types of 

task shifting (refer to fig 8, WHO, 

2007). The staff to perform the tasks 

given competence based training and 

the use of treatment protocols or job 
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aids for the services they provide (Stringer, 2008). There is significant 

evidence that non-physicians provide safe and effective HIV service. For 

instance, the patients who receive HIV services from HIV Nurse Practitioners 

in Zambia are satisfied and appreciate the quality of services they provide 

(Mulenga 2015)). Cohort studies conducted in Rwanda and Ethiopia reported 

to have high retention rates above national targets to 89% and 91% 

respectively (Shumbusho 2009, Hartman 2011). The CHW based models 
involves the training volunteer as well as expert patients to serve as lay 

counsellors, peer educators and adherence support workers (Sanjana 2009, 

Born 2012, Morris 2009). The same reports have reported varying training 

duration per cadre with each organization using its own training materials 

and not all organizations have their trainees certified after training. 

Despite the above achievements, there are gaps in the maintenance of an 

efficient referral system. Furth 2012, revealed that some facilities do not 

have referral notes and the referring facilities do not get a feedback from the 

next level where the patient was referred to. Apart from that, the models of 

transport provided are not suitable for the nature of the roads which become 

impassable during the rainy season particularly in the rural areas where only 

50% (compared to 99% in urban areas) of the population live within 5 km of 
the nearest health facility (Furth 2012, ACCA 2013). 

 

3.2 CRITICAL ANALYSIS OF TASK SHIFTING STRATEGIES IN FIVE 

OTHER COUNTRIES WITH SIMILAR CONTEXT TO ZAMBIA 

This section will analyze the task shifting strategies being utilized by other 

countries in the Sub Saharan region. This is with the view of learning from 

the evidence based best practices from which Zambia can draw lessons 

from. 

3.2.1 ANALYSIS OF THE EXISTING POLICY AND REGULATORY 

FRAMEWORK APPROACHES ON TASK SHIFTING 

Gaps in the Legal or Policy framework 

Despite not having a specific task shifting policy in South Africa, there are 

lessons which Zambia can learn from South Africa, regarding creating a 

conducive environment on task shifting, from nurses to lay health workers. 

South Africa has developed a Community Care Worker Management policy of 

2009 which is inclusive and comprehensive to cover all volunteers providing 

HIV service under the auspice of support programs and home community-

based care for social development and health (DoH, 2009). This document 

has replaced the Community Health Worker strategy of 2004 and focuses on 

management issues for community health workers which include 
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qualifications for training, immediate supervisor and coordinating bodies; 

conditions of service which are aligned to the provisions in the employment 

act. Apart from that, the HIV counselling and testing guidelines have been 

revised and updated to the current practice in HIV testing and counseling, 

particularly regarding the country’s stance on self-testing and not allowing 

community health workers and nurses to use of oral fluid based test kit 

(DoH, 2015). Apart from that, the 2012/13 -2016/17 HRH strategic plan 

provides policy direction on task shifting in terms of reviewing and revising 

the scope of practice for all health workers, as well as develop agreements 

regarding CHW’s terms and conditions service, standardized scope of 

practice, competences required, training and supervision package (DoH, 

2011).   

3.2.2 ENSURING QUALITY OF CARE 

Gaps in maintaining the quality of care. 

Ethiopia has managed to scale up art services by utilizing the public health 

approach which focuses on providing universal access to health services 

(WHO, 2015). This approach is implemented alongside a decentralized 

health system and task shifting (Assefa, 2014). Trained and adequately 

mentored nurses and health officers initiate the ART treatment to non-

severe patients while community health worker provide adherence 

counseling (Assefa, 2012). The government has invested in strengthening 

the health system, building appropriate infrastructure, training more health 

professionals to expand the pool of health workers and improved the 

logistics supply (Assefa, 2014). 

3.2.3  ENSUSURING SUSTAINABILITY 

Gaps in adequate remuneration, appropriately planned and budgeted 

for  

Botswana with one of the highest HIV prevalence began implementing task 

shifting as early as 2004 with lay counsellors being part of the roll out team 

(Dreesch, 2007). Lay counsellors are planned for, in the Ministry of Health 

Strategic Plan and lay counsellors are established positions on the 

government pay rolls and they receive a salary every month which makes 

this sustainable (MoH, 2012; Wagler, 2008). Therefore provision of essential 

health services is not done by volunteers. Apart from that, the government 

has considered the concerns about the compromised quality of services in 
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Table 2  Clear roles per cadre in the ART services area source MoH 2012 

the context of task 

shifting. As such, 

more profession staff 

provides clinical 

tasks with a low 

number of lay staff. 

The Ministries of 

health and the local 

government 

adequately plan and 

budget for all staff 

levels determined by 

the country’s 

population, each 

person’s role is 

clearly stated (refer 

to table 2). In the 

provision of HIV 

services, staffing in HIV services is based on function to be performed at 

each service area and according to the desired and realistic workload to be 

implemented per cadre. Therefore, the MLG projects the number of staff 

needed per PHC site. Lay counsellors are employed central and posted to the 

areas of need and then paid according to the determined salary scale on the 

MLG establishment (HRH, 2012). The governments funds 90% of the total 

health expenditure exceeding the set Abuja target of 15% (WHO, 2009). 
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CHAPTER FOUR: Discussion and Conclusions 

The main aim of this study was to critically analyze how Zambia is 

operationalizing and formalizing the task shifting from nurses to community 

health workers as recommended by WHO. This section will discuss and 

highlight the gaps identified in Zambia’s current task shifting strategy, and 

present the lessons to be learned from available evidence form the other 

countries to address these gaps.   

4.1 Gaps in the Adopting task shifting as a public health initiative 

The severe shortage of staff in Zambia has created a gap in the service 

provision of HIV services to such an extent that government responded by 

implementing task shifting. There is no evidence describing the process of 

formally adopting task shifting strategy by the government. However 

literature reveals that Zambia has been utilizing CHW since the adoption of 

Primary Health Care and informally sharing tasks among health workers in 

view of the chronic staff shortages in the rural areas which may suggest that 

health system transitioned into shifting tasks to among cadres in the era of 

the HIV epidemic.  

4.2 Gaps in creating and enabling regulatory environment for 

implementation. 

Zambia does not have a specific task shifting policy. The task shifting 

strategy is being implemented using the existing provision in the HIV 

Counselling guidelines which allows non-medical staff such as CHW to 

provide pre and post testing counselling and use the finger stick blood based 

testing kit. This is consistent with the findings in the other five countries 

(Flynn, 2015). The ministry of health has developed a National Community 

Health Worker strategy, which defines the conditions of services for a newly 

introduced cadre, with their roles. This is consistent with findings in South 

Africa and Botswana. The existence of the Zambia Counselling Council is an 

advantage for the purpose of certification and registration of CHW trained.  

The gaps in this approach are that the National Community Health Strategy 

is not comprehensive enough to address the management of the volunteer 

community Health Workers, who are readily available, in all parts of the 

country. Apart from that, the volunteer CHW is not recognized in this 

document as well as in the National HRH strategic plan. Zambia can draw 

lessons from South Africa, who developed an inclusive and comprehensive 

community care giver who is equivalent to the volunteer CHW providing HIV 

services. The document has addressed the management of community care 
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givers. Through the country’s HRH strategic plan, the government 

demonstrated its will to revise the scope of practice for all professional staff 

and the CHW (DoH, 2011). 

The Zambia Counselling Counsel has limited operationalization of its 

functions, for instance reemphasizing the need for the members to be 

certified and registered as well, as the inability to provide the support 

supervision to its members. There is no nationally endorsed policy document 

or legislation that addresses task shifting for any cadre in Zambia.  This 

is consistent with findings in other countries (USAID 2010, Munga 2012). 

The new cadre in nursing, HNO, has no legal protection for the services they 

are providing.   

4.3 Gaps in ensuring quality of care 

Zambia has challenges in ensuring the quality of care provided by the CHW. 

This arises from the inability to regulate the recruitment practices and not 

standardizing and accrediting of the training curriculum for CHW. This is 

consistent with evidence from countries as Tanzania and Botswana (Killewo, 

2012; UoW, 2015; Ledikwe, 2013; Smith 2014). There is no memorandum 

of understanding with partners, on the standard training duration or systems 

of engaging the volunteers. Other features such as supervision and 

mentoring or in services training are inconsistent. Apart from that, health 

system factors, such erratic supplies of laboratory reagents, inappropriate 

infrastructure and lack of orientation of health center staff in the 

supervisions, are attributing to a compromised service provision. 

4.4 Gaps in ensuring sustainability 

Zambia is struggling with the sustainability of CHWs. The country has not 

identified the ideal package for remunerating the CHWs. There is no 

standardized package for CHW and efforts to address this, have not been 

achieved (Sunkutu, 2009). The dependence on donor agency support, for 

training and remuneration, does not account for the sustained existence of 

CHW engagement in the provision of HIV services. This finding is consistent 

with the findings in Tanzania, Malawi and South Africa (ASH 2015, 

Greenspan…, Mwisongo, 2009). From the author’s work experience, CHW 

are an added asset to the provision of not only HIV services but sometimes 

even going out their way to provide services to the community, yet there is 

no sustainability of remunerating them. Woolman 2009, sums up the 

governments’ inability to strategize on remuneration of CHW as a 

“retrogressive measure” while Mendeva 2016 describes task shifting to CHW 

as exploitation of the cadre. However Zambia can draw lessons from 
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Botswana who has integrated lay counsellors in the health sector (BMoH, 

2012). 

4.5 Organization of clinical care 

In as much as CHW being trained as peer educator, expert patients are 

being trained as Adherence Support Workers or any other in in the provision 

of HIV prevention, treatment and care, there is evidence that the referral 

services components are not adequately addressed. With 50% of the rural 

population not living within 5 km, the community should be provided with a 

referral system for clients to access the health services. The gap of the 

poorly coordinated referral system also frustrates the provision of health 

services for CHW in Zambia.    

4. 6 Usefulness of the framework to the study 

The WHO recommendations and guidelines have been helpful in appraising 

the literature found in line with the research objectives. It has helped to 

shed light on how Zambia has designed and implemented task shifting, in 

light of the critical staff shortages and the emerging HIV disease burden 

consequences. In as much as the guidelines were helpful, it did not provide 

the tools and insight to fully explain some of the specific contextual issues. 

For example, in the Zambian context (similar to many LMIC contexts), NGOs 

are major actors in the health sector, and development aid funded projects 

are ubiquitous. Standalone donor projects compete with each other to 

attract CHWs; this competitive process is a force that fragments efforts 

towards task shifting in general. The framework falls short in helping to a 

better understanding of this context specific situation.  

4.7 Conclusion. 

Low income countries have recognized the value of task shifting. These 

countries are responding to the critical staff shortage by implementing task 

shifting without adequately considering the WHO recommendation and 

guidelines in the provision of HIV services. With Zambia having a high HIV 

prevalence rate and introduction of ART, the burden of disease requires the 

adoption of the public health approach to improve access to HIV services.  

However, there are gaps that have been identified to be addressed, based 

on the evidence drawn from other countries.  
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CHAPTER FIVE 

This chapter builds on the discussion and conclusions presented above to 

propose context appropriate and actionable recommendations to tackle the 

gaps identified in the Zambian task shifting strategy for HIV care. 

Recommendations are structured in terms of time line for action; for each 

recommendation, the process and actor responsible, are also proposed.  

5.0 Recommendations 

 Preparation for the development of a task shifting policy 

The Senior Human Resources Officer at the MoH headquarters has to set 

the stage for development of the task shifting policy by conducting a 

situational analysis and reviewing evidence based success in the 

implementation of comprehensive task shifting strategy for the purpose 

of inform the development of a concept paper which should be shared the 

all stakeholders. This will be conducted from the 1st October 2016 to the 

31st December 2016. 

 Creating a conducive environment for implementation of task 

shifting   

The Director of Human Resource Management in conjunction with the 

technical working group will develop a concept paper which will be shared 

with the minister of health and facilitated by the office of the permanent 

secretary. The Government has to create a task shifting technical working 

group, whose scope of work should be to develop an inclusive and 

comprehensive national task shifting policy or legal framework to provide 

and protect all health care providers who take on extra tasks as well as 

providing for the patients autonomy and beneficence. Apart from that the 

policy has provided guidance on the integration of task shifting as a 

formal option of expanding the pool of health care providers. This process 

will be conducted between the second week of January to the end of June 

2017.  

 Improved quality of HIV services  

The government has to strengthen the provision of quality assurance 

mechanisms by developing training programs which are accredited and 

standardized for all health workers and to reinforce certification of all staff 

trained. Health center staff has to provide supervision to be oriented as 

well as include to this element in the health facility performance tool, for 

constant monitoring and reinforcement of appropriate supervisory skills. 
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Adequate provision of job aids, quality monitoring tools and reinforced by 

consistent on site mentorship. To set standards to govern the training 

and recruitment of existing and new cadres. This will be coordinated by 

the Director technical Services in liaison with professional bodies and 

other stakeholders from the first week of January to the end of July 2017. 

 Recognition and remuneration structure. 

The Ministry of health in conjunction with the Public Service Management 

Divison should recognize the new cadres introduced, or extra tasks in 

order to adequately develop a lasting solution for remuneration 

equivalent to the work done. This improves job satisfaction and retains 

the newly recruited cadres. For volunteer CHW, efforts have to be made 

to standardize the financial and non-financial incentives and government 

to reinforce adherence to set a standard by including these standards in 

the memorandum of understanding signed with the implementing 

partner. Integration of community health, assists the health system to 

include in employing them in the ministry of health with a consistent 

payment of a monthly salary. This will be coordinated by the Deputy 

Director Human Resource Management and the Director for PSMD in 

conjunction with union representatives from March to July 2017. 
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