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Abstract  Background: Attaining universal access to 
primary healthcare services require radical changes in human 
resource and retention strategies. Hence, the task shifting is 
introduced. This is a process of delegation whereby tasks are 
moved to the most appropriate but less specialized level of 
Community Health Workers (CHWs). Effective planning to 
enhance scaling up of this strategy however, needs evidence 
which according to many researchers is vital but lacking. 
Methodology: This study provides such data for evidence 
based health policy decision making through the health 
services consumers’ perceptions on task shifting in relation 
to CHWs current roles and responsibilities. The study was 
qualitative with fifteen focus group discussions held with 
health service consumers linked to the CHWs services. 
Ethical approval was gained through the Moi University and 
Great Lakes University of Kisumu Ethical Review Board 
and Committee respectively. Results: Short duration training 
programs, with mostly promotional, preventive and some 
curative tasks were suggested to be shifted to CHWs with a 
relatively strong monitoring and supervision mechanism. 
Consumers agreed that task shifting had significantly 
increased access to health services and improved health 
outcomes. Conclusion: Task shifting if well implemented 
could play a major role in improving access to, and equity in 
provision of primary healthcare services. However, there is 
the need to recognize, and carefully plan and implement task 
shifting. Failure to do so could result in it becoming a parallel 
health system competing with the formal healthcare system 
but with compromised quality. Hence, the Ministry of Health 
and other relevant stakeholders need to institute quality 
assurance frameworks, including standardized training, 
supervision, certification and regular assessments for 
effective task shifting models. 
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1. Introduction
Globally, WHO in 2008, advocated for the use of a task 

shifting strategy as an option towards meeting the healthcare 
work force shortage [1]. Working towards the achievement 
of universal access to comprehensive quality health care 
services for all has faced a major setback especially in low 
income countries. African states are encountering constraints 
such as a shortage in the health profession workforce as a 
result of increased demand for healthcare services due to 
existing and emerging diseases and other demographic 
factors. In overcoming this barrier, the use of CHWs was 
seen as one of the solutions. In Kenya, the training and 
existence of CHWs by the Ministry of health and 
non-governmental organizations started in 1970s [2]. This 
community health strategy however formally commenced in 
2006. It involved the training and deployment of CHWs to 
reach every household with an essential care package for the 
community level, as provided for in the health sector 
strategic plan II [3]. Task shifting from professional health 
workers to community health workers was considered to be a 
means to make more efficient use of the human resources to 
improve health status of the population at reasonable cost 
[1].However, this task shifting strategy also faces challenges 
[4]. This includes the need for CHW to cover a wide range of 
duties of health promotion and preventive services coupled 
with their own family needs. Fulton et al., found that as much 
as task shifting is an important strategy in ensuring access to 
health services at the community level, its successful 
implementation is hindered by challenges with more need for 
research on the model [5]. Use of available human resource 
data through the community and stakeholders was seen as an 
important component in task shifting planning towards 
making changes in health service provision and in analysing 
the impact of task shifting in the community and the health 
system. Lack of data leaves many countries unprepared to 
engage in effective planning [6]. Informal task shifting for 
example is a reality in many developing countries without 
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policies, job description and standards of practice. The extent 
to which this is done remains unknown due to lack of data 
[7]. 

According to Schneider, no clear framework for task 
shifting has been conceptualized in Kenya. Whereas there is 
evidence that tasks shifted to community level workers can 
be undertaken effectively, the perspectives of various 
stakeholders in the Kenyan context have not been described 
[8]. Franco et al., suggests that non-financial incentives are 
successful in motivating workers yet these strategies have 
not been described in different Kenyan contexts [9]. It is vital 
to analyse health services consumers' perspective on task 
shifting to CHWs. Defining limits, guidelines and protocols 
in task shifting so as to reach a consensus on where it can 
have the strongest and most sustainable impact in the 
delivery of quality health services through evidence-based 
actions is therefore recommended. 

Butere district is in the rural parts of Western Kenya. It 
covers 211km2 and has a population of 139,780 people with 
whom 66,669 are males and 73,111 are females. Butere has a 
population density of 663.9 people per km2 with an 
approximate number of 30,867 households according to the 
Kenya Open Data, 2009 census. The Sub County has 6 
public health facilities comprising of one district and one sub 
district hospital, two health centers and two dispensaries [10]. 
This is approximately 5000 households per health facility. 

2. Literature Review 
Community Health Workers and Task shifting 

According to WHO (2006), there is a need for an 
estimated total number of 817,992 doctors, nurses and 
midwives in the African as a whole [11]. Within the 
education systems in Africa, it takes almost 3 to 6 years to 
train a nurse or a doctor respectively in a setting where 
training facilities are also inadequate. This means that the 
production of work force to meet the increasing demand for 
healthcare services is slow [11]. In overcoming this barrier, 
many states opted to take a radical approach to tackle this 
human resource crisis. Most countries realized the need to 
incorporate community health workers who according to 
research have potentially proved to be capable of delivering 
a wide range of health services at the community level [12]. 
This task shifting strategy has gone a long way in expanding 
the human resource pool by bridging the health facility and 
the community. CHWs perform preventative medical 
services mostly in the community with minor curative 
services as part of their responsibility in some countries. 
Given different names in different countries from bare foot 
doctors to community village workers, they educate and 
monitor the community's individuals and environmental 
health, refer patients at risk forming a link between the 
community and the formal health system. However, many 
researchers have shown the need for the CHWs program to 
be reviewed to enhance its sustainability. Lack of evidence 

on its effectiveness is a major concern especially in 
achieving the MDGs [7, 13]. 

Task Shifting in Human Resource 
Task shifting of primary care functions from health 

professionals to community health workers is considered to 
be a cost effective use of human resources currently 
available for improving the health status of the populations 
[14]. Research shows that community-based health 
programmes are often successfully executed through 
community health workers [12]. 

According to the health services consumers, task shifting 
has shown a significant improvement in the United States 
whereby CHWs have empowered health consumers to 
advocate for quality care, use self-help practices, exercise 
their rights as patients, take advantage of community 
resources, and learn about their risks for certain health 
conditions. CHWs also work to improve health outreach 
efforts to vulnerable patient populations [15]. 

A study done in Brazil shows that, between 1990 and 2002 
the infant mortality rate dropped from about 50 per 1000 live 
births to 29.2[16]. This period saw the Family Health 
Program increase its coverage of the population from 0 to  
36% with a large impact in the reduction of deaths from 
diarrhoea. Though the program utilized teams of physicians, 
nurses and CHWs, it could not have covered the population it 
did without the CHWs [17]. In Ghana, task shifting was used 
long before the term came into existence whereby the role of 
medical assistant was introduced in 1969 with one year 
training, and focused on diagnosis and treatment of common 
disorders in places where doctors were scarce. Hence, the 
need for regulation practices for Community health workers. 

In Uganda, task shifting has proved handy in the provision 
of antiretroviral therapy. With only one doctor for every 22 
000 patients and an overall health worker deficit of up to 
80%, Uganda has seen the necessity of task shifting with 
tasks that were formerly the responsibility of nurses being 
shifted to community health workers, who have training but 
not professional qualifications. These tasks include: HIV 
testing; counselling and education on antiretroviral therapy; 
monitoring and supporting adherence to antiretroviral 
therapy; filling in registers; triage; clinical follow-up; taking 
weight and vital signs; and explaining how to store 
antiretroviral drugs. It is evident that CHWs have an 
important role in strengthening the health systems through 
the increase of access to health care services by the 
underserved populations. 

Perceptions on Task shifting 
Although not so much has been done on the health service 

consumers’ perceptions on task shifting of primary health 
care functions to community health workers, research studies 
show that the scarcity of health workers is most intense in 
rural and impoverished areas, and in health facilities that 
serve the poor [18]. Population growth, the rise of chronic 
diseases, increased purchasing power of health services, and 
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the spread of HIV pandemics are some of the factors that 
have been attributed to the increased demand for community 
health workers’ skill in diverse settings [19]. Task shifting 
therefore has been seen as a strategy to increase access to 
health care and advice in under-served communities, 
particularly in the rural areas 

Maintaining Quality and Safety in Task shifting 
A study done by Freddy et al., in the rural Mali showed 

that CHWs reported lack of supervision and proper training 
as a major hindrance in their understanding of their practices 
and responsibilities accompanied with lack of support from 
the formal health system[13]. The study further showed that 
the health service consumers acknowledged the fact that the 
CHWs needed to be equipped with drugs, continuous 
training and other support equipment in order to deliver the 
health services effectively at the community level. Scaling 
up community health workers effectiveness therefore, is 
linked to the need for evidence on their current performance. 
One way to do this is through the health service consumer’s 
perceptions [13]. This evidence is still needed. 

Access and Equity to Healthcare Services through Task 
Shifting 

Barriers in access to health care and differences in the 
quality of care received certainly contribute to health 
disparities. However, health is not merely the result of 
medical or clinical care but is the sum of what we do as a 
society to create the conditions in which people can be 
healthy [20]. Hence, the inclusion of other social 
determinants of health including income and poverty status, 
education, employment and working conditions, housing 
quality, and environmental features including access to 
healthy food choices, good transportation and security 
systems. Access and equity in health therefore, takes into 
account the social, cultural, economic and environmental 
factors impacting on one’s life. Promoting access and equity 
thus needs a plan that can give a holistic approach in 
addressing health disparities. This brings in the necessity of 
CHWs as people who understand the complexity of the 
context in which they are serving hence the introduction of 
task shifting. 

Looking at a broader perspective other than addressing the 
human resource crisis in health care service delivery, task 
shifting can be seen as a model geared towards enabling the 
population to have access to affordable and available health 
services at the most convenient time in the community 
through the community health workers. Community health 
workers generally enhance health promotion strategies 
where they educate and empower the community to take 
charge of their own health thus changing individual’s health 
practices and health seeking behaviour and also advocating 
for unavailable health resources to reach them [21]. For 
example, research from Botswana reported an increase of 
uptake in Antiretroviral therapy with the introduction of task 
shifting in December 2007[21], with similar cases in South 

Africa, Mozambique, Swaziland, Malawi and Kenya 
respectively[22,23,24,25,26]. 

An economic barrier to accessing health care services 
especially in the agrarian rural areas whereby their main 
income is through farming is significant. The inexistence of a 
health insurance mechanism and the inability to become 
members is evident. Lack of proper means of transport also 
hinders the rural communities in accessing healthcare 
services hence the need for programmes that can make these 
formal health care services accessible and fairly distributed. 
This is evidenced by studies on the Lady Health Workers 
Initiative in Pakistan [27] and community-based 
breastfeeding peer counsellors in Bangladesh by Haider, R. 
et al., which has shown that CHWs can enhance community 
health development and improve access and coverage to 
basic health services [28]. 

2. Methodology 
Study Design and data collection methods 

The study deployed descriptive design using qualitative 
methods of data collection. Focus Group Discussions (FGDs) 
were conducted among the female and male health service 
consumers in different community units where community 
health strategy had been implemented. Purposive sampling 
method was used to identify the health service consumers 
who were adults of over eighteen years in the households 
being served by the CHWs. Fifteen FGDs were carried out 
giving one hundred and twenty consumers participants 
selected to determine their perceptions and views on task 
shifting strategies that could improve the quality of services 
and motivate community health workers at the community 
level. The study was purposively undertaken in four 
community units in Butere Sub-County as part of the 
community health strategy scaling up areas in Kenya 
undertaken in collaboration with the ministry of Public 
Health and Sanitation. 

Sample size determination 
The FGDs contained questions that sought clarifications 

on specific issues on task shifting. New issues relevant to the 
study were added to the discussion guide and were further 
explored in the subsequent groups with data saturation 
concept being considered which gave rise to our sample size. 
The main thematic areas in all the data collection tools 
focused on practical knowledge and experiences of the 
existing task shifting practices aimed at the main themes as 
to which tasks to be shifted, quality and safety of task 
shifting, career advancement, recruitment and training, 
recognition and acceptability with sub themes being 
remuneration, promotion, supervision, motivation, 
productivity assessment and training. 

Data analysis Procedure 
The recorded data from Focus Group Discussions was 
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transcribed, anonymized and coded then subjected to 
thematic content analysis as described by Miles, M. B. and 
Huberman [29]. Commonly raised concerns and issues that 
emerged from the themes and sub themes were then 
identified and narratives constructed. Transcripts were read 
and reread to reflect the generated possible concepts 
suggested as appropriate for task shifting practices rather 
than the questions or concepts predetermined in the 
interview guide. 

Ethical Considerations 
This was a wider study carried out in three different 

socio-demographic contexts being the peri-urban (Kisumu, 
Nyalenda), the nomadic (Garrissa) and the rural agrarian 
(Butere) sites. The study was reviewed and granted ethical 
approval by the Moi University Ethical Review Board and 
the Great Lakes University of Kisumu Ethical Review 
Committee. 

3. Results 
Access and Equity through Task Shifting 

Health service consumers perceived distance and lack of 
transport means to the health facilities, the inability to pay 
for the few available means by the rural community coupled 
with nurses spending considerable time on attending to many 
patients, as a factor leading to the recognition of CHWs as 
principal recipients of the tasks formally in the health system. 
In this rural context, task shifting of some of this 
responsibilities from the Health facility level to the 
Community health workers was seen to have increased 
access to health care. The health service consumers 
acknowledged the fact that the community health Strategy 
had undertaken the recruitment and initial short training of 
the community health workers in different health capacity 
building courses. This had enabled them to provide 
community support for prevention, adherence support, and 
home and palliative care and other health promotive services. 
Mostly, the CHWs focused on the vital health services 
including community education and services for HIV/AIDS, 
tuberculosis, malaria, maternal and child health, 
immunizations, and nutrition an area that has tried to address 
the MDGs 1, 4 and 5. This focus has seen the prevention of 
diseases, reduction of infant, child and maternal mortalities 
and morbidities, increase in immunization rates and 
utilization of health facility delivery services by expectant 
mothers through surveillance of cases and health promotion 
provided by the CHWs according to the consumer’s 
perspectives. One of the discussant said, “There is a low rate 
of child mortality, increased rate of immunization and 
increased health facility utilization especially for delivery by 
women.” 

Health service consumers agreed that, it was through the 
health education talks and empowerment they received from 
the CHWs that had enabled most of them to be active 

participants in their own health and their health seeking 
behaviors. They referred to CHWs as, “people who are 
upgrading our health status through health education.” 
Health being a state of complete physical, mental and social 
well being and not merely the absence of a disease or an 
infirmity, takes into account all its social determinants 
including: the level of income, poverty, occupation, social 
gradient, education background, working conditions, 
housing quality, and the environmental surroundings 
including access to healthy food choices, and safe 
neighbourhoods. The health consumers understood that all 
this was not merely dependent on medical or clinical care but 
rather what community health workers did towards 
achieving healthy living conditions. 

It was therefore evident that CHWs could facilitate the 
improvement in equity and access in health and to health 
services especially maternal and child care hence 
contributing towards the achievement of MDGs in many 
states in Sub-Saharan Africa and elsewhere in the future. 

Tasks proposed to be shifted 

Currently, the CHWs in this context were engaged in 
health prevention services including personal hygiene, 
environmental sanitation, use of bed nets, basic child and 
maternal health care management for malaria, acute 
respiratory infection, deworming and diarrhoea, the 
importance of completing vaccination schemes among 
children and pregnant women, vitamin A supplementation 
and periodic households follow-ups among other actions as 
perceived by health service consumers and the community 
health workers. Much of the health promotion services were 
seen or opted to be shifted with some of the curative services 
including health care support such as ARVT according to the 
health service consumers. 

The health service consumers listed the following as some 
of the services to be shifted, drugs dispensation and 
administration, Family planning, offering of toxoids 
vaccines especially in cases where the patient could not 
access the health facility on time and management of minor 
ailments such as diarrhoea and bacterial infections. However, 
some of the service consumers, mostly the youth, did not 
agree on the some of the services to be shifted to the CHWs 
which to some extend were being informally practiced. One 
of the youth consumers suggested, “injections, drugs and 
other FP services such as Norplant implantations” should 
not be shifted to the CHWs unless there was enough and 
adequate training. This was a point which was confirmed to 
be very important in designing an effective delivery package 
by the CHWs themselves. 

Therefore, there is a lot of basic health services currently 
under the nurses delivery package that could be shifted and 
rolled down to the community through the CHWs such as 
ART adherehence, management of childhood illnesses such 
as pneumonia, malaria as long as it is done with adequate 
training, monitoring and supervision accompanied by 
enough equipments to facilitate their work at the community 
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level according to health services consumers perceptions.  

Maintaining Quality and Safety in Task Shifting 

Management and Supervision 
The Health service consumers comprehended the fact that 

the CHWs could not stand on their own but rather they 
needed supervision and support from the formal health 
system in order to carry out most of the major tasks being 
shifted to them. The interaction of other support systems was 
vital to the long term sustainability of the program. The 
consumers recommended, “a proper training need 
assessment mechanism and increased collaboration of the 
CHWs with the ministry of Health.” said one of the 
consumers. 

There was the fear too for informal task shifting to be in 
existence with time in this agrarian context as perceived by 
the youth health service consumers. Adequate training and 
supervision therefore, was seen to be essential for the 
community health workers to retain their skills and 
knowledge necessary to provide appropriate care including 
curative service.  

Career Advancement, Recruitment and Training 
The health service consumers suggested that CHWs 

should be given more training to enable them deal with the 
changing health situations in the community. One consumer 
discussant said that the CHWs need, “a chance for career 
progression”. This was seen to increase their efficiency in 
health service delivery.  

Recognition and Acceptability 
The health service consumers saw the need to recognize 

the CHWs in the community. They requested if they could be 
given some funding, recognition of their importance and a 
voice in the running of the program by the government 
through the ministry of health and other stakeholders. They 
also recognized the need for the CHWs to have a safe 
working office too with adequate supplies both to ensure 
their own safety and have an ease in delivering health 
services. Transportation of the sick to referral hospital 
facilities, communication and their movement for routine 
checkups had to be easily facilitated. Basic equipment like, 
first aid kits and other means of maintaining precautions was 
absolutely essential, and thus logistical systems for 
supplying rural communities had to be strengthened. 

Key findings showed that, the use of community health 
workers had a huge impact on improving the health 
determinants of the populations. According to the 
perceptions of the health Service consumers on the aspect of 
task shifting of primary health care functions to Community 
Health Workers in the Rural Context, Task shifting 
implementation had effectively occurred as a coping to 
overcome the human resource crisis .Health service 
consumers further perceived CHWs as, “people who help the 
community to solve their own health problems”. They 
therefore, recognized community health workers to be the 

people in response to many health and development tasks at 
the community level hence expressed the need to expand 
their duties but through a strategically placed health system. 

4. Discussion 
Tasks Shifted 

The road towards accomplishing the community health 
strategy of task shifting starts with an assessment of which 
tasks to be shifted in order to utilize the CHWs. In some 
countries, curative of minor elements, dispensation of drugs, 
dressings and minor operations are some of the activities 
already in practice by the CHWs. Others include; First aid, 
Surgery assistance, Operating room technician and 
equipment sterilization, Giving pre- and postnatal advice, 
Delivering babies, Giving child care advice, Nutrition 
education, monitoring and feeding, Immunization education, 
monitoring, Family planning services, Sanitation and 
hygiene promotion and education, Communicable disease 
screening, monitoring, follow-up and medication provision, 
Assisting in health centres activities, Making health care 
referrals, Performing school health activities, Collecting 
vital statistics, Maintaining records, making reports, 
Performing home visits, Participating in community 
dialogues and action day meetings. 

However, in other countries such as Kenya as perceived 
by this research study, some of these activities are still under 
discussion whether they should be carried out by the CHWs 
or not. Furthermore, some of the curative services are 
already in practice in the nomadic and peri urban contexts in 
Kenya[30] Moreso, for these tasks to be effectively 
undertaken, important elements of support include a good 
initial training, regular continuing education, and access to 
further information whenever needed according to the health 
services consumer’s perspectives. In addition the CHWs 
must be provided with sufficient supplies, practical patient 
referral options, adequate funding, recognition of their 
importance and a voice in the running of these programs as 
evidenced in the research findings. 

Maintaining Quality and Safety in Task Shifting 

Management and Supervision 

Management and Supervision is also important in the 
context of task shifting as it ensures some level of quality 
assurance as perceived by the health service consumers and 
also according to Vujicic, M. et al.,[31] . Supervision is vital 
for motivation and it provides a platform whereby new 
information and skills are transmitted from the Health 
system to the community. Just like the community in this 
rural context, Freddy, P. et al., also attributes continuous 
support through training, adequate supervision and 
motivation of CHWs as key factors to improving the work of 
CHWs in rural communities [13]. 

Lack of supervision by the professional health workers to 
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the CHWs is considered detrimental to the functionality of 
task shifting programmes with studies showing greater 
improvements in child health where supervision of CHWs 
has been conducted not only in this study but also in other 
parts of the world [13, 32]. According to the research 
findings and other researches done earlier, it is perceived that 
with proper training, supervision, support coupled with 
uninterrupted supply of necessary equipments and drugs, 
CHWs can identify and correctly treat some of the childhood 
illnesses such as pneumonia, malaria and diarrhoea [33, 34]. 

However, many of these tasks are already in practice by 
the CHWs without prior training, policies, supervision, job 
description and standards of practice [7, 30]. The health 
service consumers therefore, calls for pushing for policies to 
support them as part of coordinated efforts to improve 
health-care systems a fact acknowledged to be very 
important [36]. More so, evaluation on the sustainability and 
maintenance of quality by the CHWs has been cited to be 
critical in their mission of extending formal health services 
to the community in Kenya [37]. 

The health service consumers cite recruitment of CHWs 
from communities they serve in collaboration with the 
community itself as a key strategy to its effectiveness [38]. 
Selection criteria with some level of school education of the 
CHWs have also proved to be more crucial in the 
performance of their activities in the rural context [12, 39]. 

Putting theory into practice, a system need analysis of task 
shifting to CHWs in this context indicates that, for efficiency 
and effectiveness to be achieved, community health workers 
need support to maintain and enhance their skills in assessing 
and managing illnesses in the community. Management and 
supervision therefore, is seen as an important tool towards 
quality assurance in task shifting. Refresher training should 
be undertaken at periodic intervals, and supportive 
supervision needs to be planned and carried out on a regular 
basis. Supervision and practical mentoring for curative of 
some minor elements is very important for quality assurance 
of the tasks being shifted and safety of the community whom 
are the recipients of the services. 

Recognition and Acceptability 

It is also worthy to note that very often will we find 
communities composed of completely like-minded 
individuals with a common goal and a full spirit of 
cooperation. Mostly they will have different agendas, and an 
understanding of this element is vital for effective planning. 
CHWs can only function well if they are well-trained and 
working in a well-designed program, with proper 
supervision and support, and with a clear understanding of 
the social dynamics of the individual community that they 
serve. Analysis of complexity of the contexts of such 
programs around the world has yielded clues to the success 
or failure of these programs. In general, CHWs are more 
likely to be effective if they are truly representative of the 
community, are chosen by the community, and are well 
supported by both the community and the Healthcare system 

according to the health service consumer’s perspectives. 
Task shifting not only in the rural but in different 

socio-demographic contexts therefore, should receive more 
review to find out more on its progress and the effectiveness. 
In addition, task shifting must be implemented with systems 
that contain adequate checks and balances to protect both 
health workers and the people receiving treatment and care 
hence the need for the need for continuous evaluation 
through health service consumer’s perceptions on task 
shifting. 

5. Conclusions 
The community Health Strategy of deploying the 

community health workers holds the key to extending access 
and equity in health and health care delivery to the 
populations dealing so much with health promotion at the 
community level hence improving the health outcomes. Its 
implementation has led to reduced health disparities 
including infant, child and maternal mortalities and 
morbidities. It has also seen increase of numbers in Health 
facility utilization including deliveries and immunizations. 
Consumers perspectives at the community level has shown 
that CHWs can become an effective work force to address 
the most common causes of diseases especially childhood 
illnesses such as pneumonia, diarrhea, malaria, malnutrition, 
HIV/AIDS etc that results into increased child mortalities. 
Hence, an effective option for investment as part of a 
comprehensive primary health care system. 

However, there is so much concern of the strategy existing 
as a competing parallel healthcare system if quality 
assurance mechanisms are not put in place. The existence of 
informal task shifting is a reality which needs to be addressed. 
Based on analysis of discussions with health service 
consumers and during the focus group discussions, the 
following recommendations are vital in moving the task 
shifting process forward. 
 There should be regular and continuous supervision 

and monitoring systems in place and supervision 
should be taught to be undertaken in a participatory 
manner that ensure two-way flow of Health 
information between the community and formal 
health system for proper planning. 

 Career development opportunities should be provided 
to CHWs for mobility and professional development. 
These should include opportunities for continuing 
short term training. 

 The CHW programs should regulate a clear selection 
and recruitment procedure that reassure appointing 
those who certify the course completion and pass the 
writing or verbal exam at the end of training for 
quality assurance. 

 The Ministry of Health should assist with establishing 
a working group or task force which could include 
relevant multiple stakeholders. The task force should 
design policies and regulations to foster an enabling 
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environment for task shifting, including identification 
of resources needed to support the CHWs such as 
transportation systems, identification gadgets and 
other core supplies to enable their effective 
functionality, indicators and targets, and monitoring 
tools, and be formally authorized by the Ministry of 
Health to fit different socio-demographic contexts. 

 Coordination, planning, implementation, and 
monitoring of task shifting activities need to be 
strengthened. The activities should be accompanied 
with effective polices, support, training, supervision 
and performance maintenance 

Therefore, incorporating CHWs into the formal health 
system is the key to achieving MDGs as evidenced by 
Community Health Strategy. However, all this will not be 
enough to ensure the efficiency and sustainability of 
task-shifting programs focusing on a new cadre of 
community health workers. Instead, governments and donors 
are obligated to fund and implement the planning, 
monitoring and evaluation systems that are essential to 
service delivery of such a system with standard setting, 
identification of best practices, and close monitoring of 
existing programs being important first steps to this 
successful planning. 

Task shifting therefore, can only be successfully planned 
and implemented only if there is basically continued 
collaboration and ownership based on an agreement between 
the communities and health workers and between the health 
workers and the ministry of health and other involved 
stakeholders. 
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