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Summary  
 
For millions of people around the world the global shortage of trained health care workers has 
become the greatest barrier to HIV treatment, care and prevention. This shortage of health 
workers is a major obstacle preventing the realization of the international targets of universal 
access to HIV treatment by 2010 and the Millennium Development Goals. It is most severe in 
sub-Saharan Africa, where a complex combination of factors have led to this ongoing crisis.1   
 
The World Health Organization (WHO), the Joint United Nations Program on AIDS (UNAIDS) 
and the U.S. President’s Emergency Plan for AIDS Relief (PEPFAR) are developing global 
recommendations to guide countries in implementing ‘task shifting’ safely and effectively, as one 
strategy to address the health worker shortage and to expand access to health care services. 
These recommendations will be published in January 2008.  
 
According to WHO, task shifting is the “process of delegation whereby tasks are moved, where 
appropriate, to less specialized health workers.”2 Task shifting can involve shifting 
responsibilities to existing cadres of health workers (for example, shifting prescription of 
antiretroviral medicines from physicians to trained, qualified nurses). Task shifting can also 
involve the shifting of responsibilities to new cadres of health workers (for example, shifting the 
task of tracing patients lost to follow up from nurses to a new cadre of lay health workers).  
 
WHO has described four types of task shifting:  
 
Task shifting I – The extension of the scope of practice of non-physician clinicians in order to 
enable them to assume some tasks previously undertaken by more senior cadres (e.g. medical 
doctors).  
Task shifting II – The extension of the scope of practice of nurses, and midwives, in order to 
enable them to assume some tasks previously undertaken by senior cadres (e.g. non-physician 
clinicians or medical doctors).  
Task shifting III – The extension of the scope of practice of community health workers (often 
called non-professional health workers or lay providers) in order to enable them to assume 
some tasks previously undertaken by senior cadres (e.g. nurses and midwives, non-physician 
clinicians, and medical doctors).  
Task shifting IV – People living with HIV/AIDS, trained in self-management, assume some tasks 
related to their own care that would previously have been undertaken by health workers, and 
play a role in the support of others.  
 
Ideally, task shifting results in expanded capacity among health workers to deliver HIV and other 
priority services, more rational and efficient use of existing human resource capacity, and 
expanded access to community-based health services, particularly in terms of reaching 
underserved rural and peri-urban populations.  
                                                
1 At the same time that developing countries suffer 90% of the world’s burden of poor health and disease, 
they have to make do with only 12% of health care expenditures and a tiny percentage of the global health 
workforce.  Pablo Gottret & George Schieber, Health Financing Revisited:  A Practitioner’s Guide (The 
World Bank 2006).  Africa is particularly under-resourced – it bears 24% of the global burden of disease 
with 3% of the world’s health workforce paid with less than 1% of global health expenditures. World 
Health Report 2006, Working together for health (WHO, Geneva, 2006). 
2 Van Damme, Wim et al. “Classification of task shifting in delivery of HIV services.” Available at: 
http://www.who.int/hiv/mediacentre/kigali_07/en/index.html Accessed December 1, 2007 
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Consultation methodology  
Health GAP (Global Access Project) conducted a consultation of people living with HIV (PLHIV) 
to determine their views on task shifting—both as patients receiving health care services and as 
providers of health care services. Our consultation brought together key PLHIV informants in six 
sub-Saharan African countries for focus group discussions, using a format of semi-structured 
interviews. The focus groups were virtually all conducted in local languages. We collaborated 
with local organizations at all stages of the consultation. Our survey instrument used open-
ended questions regarding: 
 

• current access to health care services;  
• the quality of health care services;  
• the acceptability of task shifting, with a focus on task shifting types III and IV;  
• what qualities characterize an effective community health worker; and  
• how community health workers should be selected and retained.  

 
For those participants with experience as community health workers, we used a modified 
questionnaire with additional questions about their training and current levels of supervision; 
their willingness to take on various additional tasks; and the material and non-material support 
they would require in order to perform successfully as community health workers.  
 
Recommendations  

Overall, the participants in our consultation showed willingness both to receive “task shifted” 
care and to expand their own scope of service provision as community health workers. 
However, in a majority of focus group discussions, the participants also explained that in 
order for task shifting to be successful, implementation efforts must include the following 
components:  
 
1. salaries—not stipends—for community health workers and increased 

remuneration for professional health workers, in particular for nurses;  
2. simultaneous efforts to increase the absolute number of physicians, non-physician 

clinicians and nurses;  
3. increased training and supervision among all cadres of health workers; 
4. adequate provision of supplies, including regularly-refilled medical kits, 

transportation and spending money to support the food, communication and 
transport needs of patients; 

5. concerted efforts to decrease stigma and discrimination of PLHIV by health 
workers; and  

6. increased numbers of clinics and other health facilities providing antiretroviral 
treatment at the primary health care level.   

 
Recent reports from established HIV treatment programs show alarmingly high rates of attrition 
in programs that lack active engagement of health workers in ongoing patient follow up 
underscoring the urgent need for HIV treatment programs to bring care and treatment services 
closer to the patient.3 Importantly, according to the individuals surveyed for this project, task 

                                                
3 A major review of attrition/retention found that only 60% of ARV patients were retained in treatment in 
selected Sub-Saharan treatment programs.  The major lost to follow-up category is unexplained attrition 
56% followed by death 40%.  The best programs retained 85% of their patients at 2 years but the worst 
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shifting creates an opportunity to bring care and treatment closer to PLHIV, by expanding the 
capacity and skills base of the community health workers, and increasing access by PLHIV to 
life extending health services through ongoing patient monitoring, treatment literacy, adherence 
support, and patient follow up. In particular, task shifting to community health workers was 
reported by interviewees not only as a way to reorganize existing health workers but also as a 
way to increase the capacity of communities to deliver essential HIV services and to increase 
the quality of AIDS treatment programs by scaling up community involvement. 
 
The remainder of this report consists of four sections. We begin with a brief discussion of our 
methodology in collecting the data that reforms this report. The main body of the report, the 
results, is broken into two sections. The first of these contains findings related to respondents’ 
discussion of their experiences and assessments of current systems and services. The second 
part of the results look forward, offering the views of people living with HIV on the acceptability 
of proposed changes created by task-shifting and suggested practices and guidelines for 
moving forward. 
 
It is difficult to overemphasize the importance of engaging PLHIV as well as broader civil society 
at the earliest stages of country-level efforts to construct a plan to implement task shifting. This 
consultation of PLHIV revealed important perspectives, concerns, and analysis about the 
potential pitfalls and opportunities associated with task shifting. It underscored the role of PLHIV 
not only as vital collaborators and stakeholders in efforts to increase access to quality HIV 
services but also as a largely untapped resource for the delivery of those services to 
underserved communities in urgent need of HIV treatment, care and prevention. 
 
Limitations of the consultation  
This consultation was performed over a period of approximately 2 months. This was a rapid 
assessment; the very short time frame limited our ability to pilot the interview tool. It also limited 
our ability to recruit substantial numbers of community health workers who were formally 
associated with a health facility, clinic or hospital; additional consultations of PLHIV should focus 
on that population of lay health workers in order better to expand these findings.  

                                                                                                                                                                     
retained only 46%. Sydney Rosen, et al., Patient Retention in Antiretroviral Therapy Programs in Sub-
Saharan Africa:  A Systematic Review, 4 PLoS Medicine e298, abstract, introduction, and discussion only 
(Oct. 2007) http://medicine.plosjournals.org/archive/1549-1676/4/10/pdf/10.1371_journal.pmed.0040298-
L.pdf  Retention was much higher in other programs that emphasized patient adherence/follow-up.  Paul 
J. Weidle et al., Adherence to antiretroviral therapy in a home-based AIDS care programme in rural 
Uganda, 368 Lancet 1587-94 (2006) http://download.thelancet.com/pdfs/journals/0140-
6736/PIIS0140673606691186.pdf 
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Consultation methodology  
 
We conducted a consultation of people living with HIV (PLHIV) to determine their views on task 
shifting—both as patients receiving health care services and as providers of care. Our 
consultation brought together key PLHIV informants for focus group discussions, using a format 
of semi-structured interviews. The focus groups were virtually all conducted in local languages. 
We collaborated with local organizations at all stages of the consultation and representatives of 
local organizations conducted the interviews. Our survey instrument used open-ended questions 
regarding: 
 

• current access to health care services;  
• the quality of health care services;  
• the acceptability of task shifting, with a focus on task shifting types III and IV;  
• what qualities characterize an effective community health worker; and  
• how community health workers should be selected and retained.  

 
For those participants with experience as community health workers, we used a modified 
questionnaire with additional questions about their training and current levels of supervision; 
their willingness to take on various additional tasks; and the material and non-material support 
they would require in order to perform successfully as community health workers.  
 
We interviewed a total of 633 in 5 countries (Kenya, Lesotho, South Africa, Uganda, and 
Zambia, as well as six PLHIV in Ethiopia) to determine their perspectives on task shifting. Of 
those 633 PLHIV interviewed (507 women and 126 men), approximately 253 identified as 
community health workers. Respondents were from a mix of rural, peri-urban and urban 
environments.   
 
Focus group discussions were virtually all conducted in local languages and participants were 
informed of the purpose of the consultation as well as their rights as respondents through an 
informed consent.  
 
We collaborated with local partner organizations in the development of the interview 
questionnaire, the convening and execution of the focus group discussions, and the analysis of 
the results. We also organized an international advisory group of physicians, program 
implementers, academics, PLHIV, and civil society who provided expert feedback during the 
course of the consultation.  
 
Advisory group members were (affiliation provided for identification purposes only):  

Dr. Protas Ndayanga, Interchurch Medical Association, HIV/AIDS Program Manager  
Annie Kaseketi, African Network of Religious Leaders, Zambia 
Kim Nichols, African Services Committee, Co-Executive Director 
Sharonann Lynch, Médecins Sans Frontières Lesotho 
Dr. Nelson Musoba, Action Group for Health, Human Rights and HIV/AIDS (AGHA) 
Emily Bass, AIDS Vaccine Advocacy Coalition, Senior Publications and Program Advisor 
Dr. Lola Dare, African Council for Sustainable Health Development (ACOSHED) 

Executive Secretary 
Pat Daoust, Physicians for Human Rights, Health Action AIDS Campaign Director  
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CONSULTATION FINDINGS: CURRENT SYSTEMS AND SERVICES  
 
Barriers to health care services 
Overall PLHIV reported significant barriers preventing access to health care services, such as: 
lack of access to funds for transportation, traveling long distances to distant health facilities to 
receive HIV-related health care and long wait times in health care facilities brought on by 
shortages of nurses, physicians and clinical officers.  
 
A focus group in rural areas around Gatundu (Kenya) reported that the nearest location to 
obtain antiretroviral drugs was a hospital over five hours away in each direction. In Kabangwe, a 
district near to Lusaka (Zambia) members of local support group described the experience of 
one woman who was raped and beaten during a journey home from the nearest ART center by 
foot at night because she had no money for transport.  
 
Among community health workers interviewed, there was an intense frustration brought on by 
the lack of access to free transportation for their clients. Many community health workers 
reported desperate efforts to find funds from their friends and family for transportation for sick 
and dying patients. They requested ambulance services, as well as stretchers and wheelchairs 
at the community level. Community health workers also emphasized the need for personal 
transportation such bicycles or mopeds in order to expand the provision of health services to 
PLHIV.4  
 
Even PLHIV lucky enough to live near health facilities reported having to devote an entire day to 
attending clinics because of shortages of health workers, among other factors. A very small 
minority of participants reported rapid access to care at some non-public facilities, such as 
church- or NGO-run clinics and hospitals, where waiting time was significantly less, due to 
increased numbers of health staff and fewer patients, and where staff remuneration was higher.  
 
In several cases among PLHIV in Zambia, patients attending clinic simply for refills of 
antiretroviral medication waited all day, were not seen, were sent home with only enough 
medicine for one day, and were told to return again the next day. In Lesotho, one participant 
repeated a question she asks herself when she knows she needs to go to the clinic: “Will I be 
able to get health care or might I have to return home unattended which will mean wasting my 
transport money?” Access to free or more affordable transportation, new facilities in rural and 
peri-urban areas, and additional trained professional and lay health workers are urgently needed 
to address these bottlenecks. 
  
Additional barriers: access to medicines, monitoring tests, medical supplies, and food 
Many respondents described the positive impact of increased access to antiretroviral medicine 
in their communities. According to one community health worker from the Korogocho slums of 
Nairobi, “It used to be that you could walk not very far and find ten people on their last legs. 
Now, I can walk all day and only see one or two.”  
 

                                                
4 Although many of the community health workers we interviewed were not currently formally affiliated 
with health facilities (most had received sporadic training, for example in provision of a specific service 
such as home-based care) and since that time had been trying to provide services to their communities 
with extremely limited resources, capacity and supplies, because according to these community health 
workers, people living with HIV otherwise were not being linked with health care services. 
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However, only antiretroviral medicines were consistently provided free of charge; respondents  
report frequently being charged for other medications, such as some medicines for treatment 
and prevention of opportunistic infections, and well as monitoring and diagnostic tests (such as 
CD4 tests and viral load tests). PLHIV were also charged for injections and basic medical 
equipment such as gloves. In Zambia, respondents who appeared at their HIV care clinic for a 
consultation outside of their scheduled appointments were referred to the outpatient treatment 
department, where they had to pay for each consultation, as well as for any medicines apart 
from antiretrovirals.  
 
These unpredictable costs were major barriers to care. In addition, stock-outs of medicines and 
medical supplies as well as a lack of essential equipment such as x-ray and CD4 testing 
machines often thwarted treatment uptake.   
 
HIV-positive community health workers also reported that they were profoundly troubled by not 
being able to meet their communities’ needs for food. Despite struggling financially themselves, 
community health workers commonly paid out of pocket to provide food for sick patients and 
their families. PLHIV consistently pointed out that they needed food—not only medicines.  
 
In South Africa a participant said: “We are never provided with food especially those of us who 
are expected to initiate treatment. We feel that there is no point of getting antiretrovirals without 
any food.”  
 
Systems of support  
Many respondents used PLHIV networks and support groups to increase their access to 
information, to address problems, and to get answers to their HIV related questions. In Zambia, 
local support groups, which were associated with a national treatment literacy and advocacy 
organization, were a foundational source of information for PLHIV.  
 
In Kenya and Uganda, PLHIV who were not organized or had less access to sources of support, 
such as through home-based care providers or other community health workers, stated that 
stigma was more of a barrier.  
 
PLHIV experiences with professional health workers 
Participants in focus groups in all countries reported largely negative assessments of their 
treatment by nurses.5 From breaches of confidentiality to stigmatizing and rude behavior to lack 
of confidence in their medical training and knowledge, PLHIV reported regularly experiencing 
poor treatment by nurses. These negative experiences caused some community members to be 
concerned about nurses taking on expanded clinical roles, such as prescribing antiretrovirals. 
This widespread community distrust for nurses will need to be further explored as part of task 
shifting to better understand the expectations, roles, responsibilities and barriers at work. 
Participants recommended anti-stigma training for nurses, as well as encouragement that 
nurses get tested for HIV.  
 
Some respondents acknowledged that the rude treatment they experienced was most likely the 
result of extreme stress brought on by nursing shortages, poor pay, and poor working 
conditions, and pointed out that improving the attitude of nurses would require improving their 
motivation, remuneration and working conditions.  
                                                
5 It is likely that some respondents in some settings used titles such as nurse, medical officer and doctor 
somewhat interchangeably. 
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Nurses were commonly considered rude, stigmatizing and judgmental and are distrusted by 
many community members–in particular nurses working inside of hospitals (as opposed to 
community-based postings). PLHIV reported that nurses were typically not willing to take time to 
answer their questions, but would routinely take long tea breaks and very long lunch breaks.  
  
A participant in one group said “the thought of going to health clinic just kills us before going. 
Fearing what will happen [at the clinic] comes first before our illnesses. What is going to be said 
today? How am I going to be treated? Should I go there to be humiliated or rather stay home 
with my ailment and use herbs?” Some respondents felt that nurses spoke down to them and 
“expected us to be thankful all the time with whatever services we were being given” and that 
nurses “make us feel as though we are in a desperate situation for their help.”  Respondents 
found nurses to be unsympathetic and often tied this to nurses not being HIV positive and/or not 
knowing their status. In South Africa, a respondent said: “They are less interested in caring for 
PLHIV. It has always seemed to be a burden to them” and “We would rather have PLHIV trained 
or given more responsibilities to care for PLHIV and other sick people [than to have nurses take 
on more tasks]” and “It should be mandatory for nurses to test and know their status so that they 
cannot isolate us in the way that they do.” 
 
Participants reported that nurses were overworked, lacked motivation, and did not have enough 
knowledge of AIDS treatment. There were concerns that nurses lacked sufficient supervision. 
However, some respondents were sympathetic to the challenges nurses face. One person said: 
“[Nurses] are also under a lot of pressure because they are short staffed. At one clinic there are 
three nurses to see about 250 patients per day. It’s a lot and it is very exhausting. Many leave 
the country and go overseas.” Nurses who were HIV positive were reported by respondents to 
be more supportive and empathetic—in several focus groups in Lusaka and Chibusa (Zambia), 
respondents said they thought many nurses were in denial about their own HIV positive status.   
 
This negative assessment of nurses might be due to the fact that nurses are the health care 
providers PLHIV were most likely to see at the health facilities they were attending; physicians 
are often not present, or are relatively inaccessible. Any problem related to providing care is 
therefore likely to be seen as the responsibility of the nurse, whether in fact it is or not, as 
she/he is the relatively accessible representative of the health system.  
 
The persistent recommendation from respondents about how to address the rude treatment they 
experienced by nurses was to improve nurses’ working conditions, including increasing their 
salaries. In addition, respondents recommended that nurses be provided with anti-stigma 
training and that they be encouraged to undergo HIV testing. Respondents recognized that 
certain attitudes and behaviors were the result of nurses being inundated and not being 
supported by the health care system, financially and otherwise. One respondent remarked, “We 
think nurses should be paid better salaries because most of them are leaving the country for 
better pastures.” 
 
The majority of respondents in South Africa and Lesotho stated that doctors are highly trusted 
because of their knowledge in the field of HIV. In focus groups in Lesotho, respondents reported 
that in their experience, doctors often only visit health centers and do not live in their patients’ 
communities, and were therefore perceived as having less of opportunity to violate patient 
confidentiality. Some respondents in the same communities found doctors to be less 
discriminatory and felt that doctors listened attentively to patients’ concerns.  
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Community health workers also expressed a concern about the lack of knowledge about HIV 
they experienced with some nurses. In Lesotho one respondent said, “sometimes nurses do not 
even have knowledge about the treatment they provide. When we observe side effects nurses 
are not willing (or able?) to sit down with us and explain what is going on.” 
 
Respondents noted the shortage of nurses and stated that the few remaining are overworked. 
When they become accustomed to a nurse she/he emigrates to another country or moves to 
another area. One result of the nursing brain drain is that support staff such as lay counselors, 
are moved to assist remaining nurses or work in the pharmacy, thereby leaving the patients with 
no one to counsel them. Some PLHIV noted that often times community health workers are so 
stretched that they end up only being able to visit those who are dying and are in need of 
hospice care.  
 
PLHIV experiences with community health workers 
Respondents had variable experiences with community health workers; for example, some 
PLHIV reported that community health workers were not providing meaningful services, could 
not be trusted to keep sensitive information confidential, and treated PLHIV unfairly. One 
respondent said “[community health workers] throw around words like we are already dead.” In 
addition, there were concerns that community health workers are not well trained and do not 
have standard scopes of work or guiding rules for their activities. One person remarked that 
community health workers “do not receive adequate trainings for the job and that is why we do 
not trust their work—of course, there are exceptions.” 
 
Breaches of confidentiality by lay health workers (as well as professional health workers) were a 
major concern, because of the overwhelming stigmatization associated with AIDS in the 
communities where these respondents live.  
 
Respondents from focus groups in multiple countries reported community health workers based 
both at health care facilities and at the community level were extracting bribes from PLHIV, for 
example, community health workers stationed in clinics in Lusaka (Zambia) that are responsible 
for managing the queue of patients, will let a patient move to the front of the queue if the patient 
pays the community health worker. At the community level, community health workers who 
distribute food aid to PLHIV are reported to reveal the HIV status of their clients, and to retain 
portions of clients’ food packages, in order to make a profit.  
 
There were reports of community health workers stealing and selling medication, as well, such 
as the supplies from medical kits, which are supposed to be given for free to anyone who is ill in 
the community. Respondents reported uneven motivation and low levels of compassion among 
some community health workers.  
 
Many participants explained their negative experiences with community health workers by 
pointing out that community health workers were not being paid for their work, and were 
themselves not supported.  
 
HIV positive community health workers were seen as distinctly trustworthy, because “they 
experience what a person with HIV and AIDS goes through.” In Zambia, respondents repeated 
that because of their personal experience, HIV positive community health workers can relate to 
other HIV positive people, other PLHIV have more trust for the information those community 
health workers provide. 
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Services currently provided by community health workers  
The community health workers interviewed for this consultation were providing a range of 
services, with the majority engaged in basic activities such as awareness raising, community 
education on HIV prevention, facilitating PLHIV groups, and general counseling. Others 
provided more targeted services, such as adherence counseling, patient follow-up, and 
supporting pharmacists by filling pill bottles.   
 
Some community health workers made referrals to hospitals and clinics, and would try to 
arrange transportation and/or accompany patients in order to ensure they received the services 
they needed—including services for health emergencies. Community health worker respondents 
in Uganda expressed a need to be trained in basic first aid if they are to be the clinical “front 
line.” In Kenya, community health workers were described as an “entry point for communities” 
and as people who “look at the whole situation, like dealing with food, water and organizing 
transport”—not only with medical care. According to a woman living with HIV from Mathere slum 
in Nairobi, “community health workers are first responders.” 
 
The majority of PLHIV community health workers interviewed were sorely restrained in their 
ability to respond to community needs: most were working on a voluntary basis, they were not 
receiving ongoing supervision and training, and they were not receiving reimbursement for basic 
expenses, such as transportation to patients’ homes.  
 
For example in Kenya, respondents were largely performing only basic (but important) home-
based care services such as counseling, personal care, bathing and hygiene, and nutrition 
promotion, rather than clinical services. However, almost all of those respondents expressed a 
strong desire for increased training and oversight to increase their skills and the sophistication of 
services they are able to provide.  
 
In Zambia, community health workers interviewed were struggling to do follow up targeting 
people with HIV who had not appeared for appointments, as they were receiving no 
reimbursement for their expenses. One HIV-positive community health worker reported finally 
being able to reach the house of a “defaulter” only to find out he had died. One community 
health worker respondent commented that “we make so many sacrifices and [patients] realize 
that. We share food and money to go and get help from the nearest clinics.” Other community 
health workers who were living openly with HIV in this cohort assisted people in their 
communities who needed support and encouragement to seek HIV testing.  
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What problems do community health workers face?  
Inadequate training: the community health workers in these focus groups had limited medical training, 
with little to no training in the provision of curative care services. A Ugandan community health worker 
reported that even though his CHW training course was supposed to last three full days, the coordinators 
could only afford to support a one-day training. He reported that the resulting instruction was inadequate.  
 
Lack of formal recognition: In this cohort, some community health workers interviewed had limited 
relationships with health centers, health professionals and hospitals, and others had more extensive 
linkages. Respondents in Kenya and Uganda reported that they were not recognized in the local clinics 
or hospitals and were not even allowed to walk their patients into the facility, or give vital information and 
background about the patients whom they had transported. Among other respondents, however, 
community health workers we interviewed were directly linked with a health facility, for example an HIV 
positive peer educator participating in a support group in Zambia who provided adherence support. 
 
Other community health workers are overburdened by colleagues in other cadres who community health 
workers do not feel are fulfilling their responsibilities; as a result those duties fall on community health 
workers. One respondent said “we feel we have to do it because there is nobody who is willing to do it—
even though they are being paid.” Community health workers felt discouraged by health care systems 
that do not recognize the hard work they do. They stated frustration with not being offered jobs after 
spending time as volunteers. They also spoke of opportunities for career advancement lost because of 
their choices to be volunteer community health workers. One person said “We don’t go to school to 
further our education because we don’t have money.”  
 
Uncompensated labor: A problem community health workers emphasized was the completely voluntary 
nature of their work. Constant out-of-pocket costs associated with the work had led many experienced 
community health workers to leave the field. Most community health workers felt that they should be paid 
a salary and that the small stipends that a few of them got were insufficient. One respondent remarked 
“the community is very big and there are just a few volunteers. We have no money to travel long 
distances.” 

There was complete unanimity on the question of whether CHWs should be paid. “These are the people 
who seem to provide the primary health support to communities therefore work hard without thinking 
about their families. They should have some bit of cash to help them be able to support their families.” 
One respondent noted that they are practically on call 24/7 and another cited their harsh working 
conditions.  Others saw remuneration as a way to ensure a high standard of work. “With payment this 
can be seen as real job which comes with certain expectation and roles.” Respondents thought that there 
should be payment as incentive as well as a schedule of training sessions. The amount of remuneration 
suggested among South African PLHIV ranged between 300 and 1,000 rand per month ($43-$143), 
while Kenyan focus group participants suggested a range of $150-$225 USD per month.  Others 
suggested just following the government salary scales.  Yet others thought that as CHWs can be retired 
nurses, there should be consideration given to educational background to determine level of salary.  One 
respondent expressed appreciation for the extent of CHWs sacrifice and worthiness for payment, “They 
end up sharing their wealth and health to patients—like sharing food, medical expenses and transport—
They need to make a living!” 
 
Overwork and unmanageable case loads: Unpaid community health workers were exhausted from 
overwork or traveling long distances on foot, and were neglecting other obligations to family and paid 
employment. In Uganda, for instance, respondents doing community-based home care reported visiting 
8-15 patients per day, while counselors were seeing between up to 50 clients per day. 
 
Shortages of professionals for supervision and referrals: The majority of community health workers we 
interviewed had reported inadequate ongoing supervision by medical professionals. Some respondents 
reported that they did not receive clear directions on what they were supposed to be doing to needing 
more guidance and feedback on their work.  There were several complaints of giving reports to 
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supervisors and coordinators but not getting any response. One quote on the subject of reporting was, “It 
feels like a waste of time. We need more feedback.” 
 
Shortages of additional professional and lay health workers results in caseloads that are too high, or 
medical referrals that are not dealt with. Community health workers reported that sometimes health 
facilities are too overburdened and understaffed to provide care, and urgent community health workers 
generated referrals are left unaddressed. 
 
Lack of equipment: Community health workers consistently reported that they are poorly equipped for 
their work, not provided with equipment, even equipment needed for personal safety. For example, many 
community health workers reported using plastic bags in place of gloves. 
 
Community health workers in these focus groups reported a range of supply needs from health supplies 
such as medical kits, gloves, and testing kits to general items such as pens, notebooks and cell phone 
top-ups to enable check in with supervisors, other colleagues, and patients. Community health workers in 
Limpopo province (South Africa) stated, “we need more female condoms. Women use them, but we don’t 
have any for distribution. We only have samples.” Female condoms were particularly important given 
what was reported as a high risk of sexual assault, “When [women] go out and around they are in 
danger. Many women are attacked by men. There are many cases of rape. It is better to have female 
condoms because they can stay on for eight hours so women can be prepared and protected.” 
 
Trauma: The community health workers in this cohort were often as poor as their patients and could not 
provide needed material resources to the community. The psychological impact of seeing patients die or 
suffer because of lack of funds for transport or treatment caused a tremendous burden. One community 
health worker recalled this example: “My patient was very sick, and the relatives ran away in fear without 
helping. I organized transport to the clinic, but the clinic rejected both me and the patient, because I 
didn’t have enough money. The patient died on the table.” 
 
The burden of high expectations: community health workers acknowledged that families often had 
unrealistic expectations of them, and believe that they can “work miracles.” Families also commonly 
believe that community health worker are being paid and balk therefore at requests by community health 
worker for patient food or transportation assistance. 
 
Lack of support:  being a community health worker is extremely stressful, and respondents wanted more 
opportunities to discuss their frustrations and concerns with peers and mentors in order to reduce burn 
out and increase satisfaction.  
 
CONSULTATION FINDING: PLHIV VIEWS ON PROPOSED ASPECTS OF TASK-SHIFTING 
 
Would people living with HIV accept the provision of more complicated HIV services from 
nurses? 
 
There was a high level of resistance among participants in at least one focus group (a support 
group comprising people with HIV from a peri-urban area outside of Lusaka) to nurses taking on 
additional tasks in HIV clinical management, such as prescribing antiretroviral treatment. This 
was due to the negative experiences people had with nurses. Task shifting will require HIV 
positive people to increase their interactions with and dependence on nurses, which might result 
in serious resistance from the community.  
 
For the majority of focus groups, however, there was a willingness to receive additional services 
from nurses, but only if nurses received adequate clinical training and anti-stigma training. Since 
many respondents associated the poor treatment they received by nurses with their poor 
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working conditions, exhaustion, and inadequate compensation, PLHIV indicated their 
willingness to receive more complicated HIV care from nurses was contingent on the working 
conditions and salaries of nurses improving, and an improvement in the ratio of nurses to 
patients.  
 
Some PLHIV cautioned against community health workers taking on certain tasks they felt were 
too medically complex, such as the refilling of prescriptions for antiretroviral treatment.  
 
Additional services community health workers would like to provide 
 
Community health workers expressed a strong desire to expand the services they could provide, 
in particular voluntary rapid HIV testing and counseling services, information about preventing 
the transmission of HIV to newborns, treatment literacy training for tuberculosis and HIV, 
screening for opportunistic infections, refilling prescriptions of medicines. One respondent said 
“sometimes we get the opportunity to get people ready to be tested but they want to be tested 
by us, because they trust us. We often lose that opportunity because we are not allowed to test 
people.”  
 
Respondents were eager to strengthen their ability to act as a link between clinic facilities and 
patients, and to increase their understanding of existing health system structures so they could 
better serve their patients.  
 
Would people living with HIV accept the provision of additional services from community 
health workers?  
 
The existing experience in this cohort with community health workers was mixed—some 
expressed a high degree of trust for community health workers relative to professional health 
workers, while others emphasized negative or at best neutral experiences. Some respondents 
felt community health workers were less likely to breach confidentiality or to be stigmatizing, 
while other respondents were equally critical of the lack of sensitivity of professional and non-
professional health workers.  
 
However, the fact that community health workers provided free home-based or local services 
was frequently cited as an important benefit, considering the major barriers posed by lack of 
access to transportation. In Kenya and Uganda, focus group participants also highlighted the 
perception that community health workers take more time than professional health workers to 
listen to patients.  
 
Most PLHIV respondents stated that community health workers could be trusted to do more–
with increased training and supervision, as well as payment for their services. Particularly those 
PLHIV in rural areas expressed pragmatic support of task shifting to community health workers, 
but were wary of any degree of increased CHW duties without a commensurate increase in 
training and supervision, and without the provision of a living wage.   
 
Who should be a community health worker?  
 
PLHIV in this cohort expressed strong preference for community health workers who were also 
HIV positive. PLHIV widely reported that the ability to speak with a person living openly with HIV 
in a home-based setting about treatment, prevention and care was a necessary or strongly 
preferred gateway to seeking formal health assistance. The persistent and significant stigma 
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associated with AIDS means that access to a supportive, encouraging peer can mean the 
difference between overcoming stigma and obtaining life saving health care services, or not.  
 
Respondents listed a broad range of criteria defining a successful community health worker: 
sincere commitment, passion, patience, respect, having a non-domineering and consultative 
manner, a passion for caring for people, role model qualities and good communication skills. For 
example, the highly motivated community health workers in this cohort stated that their work 
brought them a great deal of personal satisfaction and made them feel that they were 
contributing substantially to their communities. For example, both Kenyan and Ugandan 
community health workers were very proud of feeling they had made a contribution toward 
reducing HIV prevalence rates. Another community health worker in Zambia stated that 
watching a very ill person whom she brought to care become healthy was extremely rewarding.  
 
Focus group participants indicated that a mix of genders, as well as a range of ages, was 
preferred as sometimes counseling and other sensitive tasks are easier when community health 
workers and patients are the same gender. Likewise, community health workers and patient 
groups regularly noted that elders are less likely to respect younger community health workers.   
 
Women and men should be included, particularly as some patients prefer same-gender care 
givers.  People should be mature with some preference for people above 30 years. CHWs 
should have some understanding of illness including a lack of fear of illness or disease. Formal 
training is preferred and a strong spirit of volunteerism. They should have an empathetic 
aptitude which allows them to put themselves in the next person’s shoes 
 
How should community health workers be selected?  
 
Focus group participants felt that the community should have a role in selecting community 
health workers, that nepotism in selection of community health workers should be prevented, 
and that community health workers should periodically be reviewed and re-approved by the 
community. Most participants stated that the organization supporting the community health 
workers should be involved in selection.  
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PLHIV recommendations: what is needed in order for task shifting to succeed?  
 
Recent reports from established HIV treatment programs6 of alarmingly high attrition of patients 
in programs that lacked active engagement of community health workers in ongoing patient 
follow up underscores the urgent need for HIV treatment programs to bring care and treatment 
services closer to the patient.  
 
Task shifting creates an opportunity to do this, by expanding the capacity and skills base of the 
community health workers, and to increase the access by PLHIV to life extending health 
services through ongoing patient monitoring, adherence support, and follow up.  
 
The following are basic recommendations for any task shifting system from PLHIV and 
community health worker participants.  
 
Community health workers need salaries  
Salaries would allow CHWs to focus more of their attention on their role as health care provider. 
Most participants believed that the government and NGOs should share support for the salaries 
of community health workers. Participants in most focus groups in Kenya arrived at about $150-
$225USD per month as a reasonable salary—not sufficient to support a family, but a reasonable 
rate of pay for full-time work as a community health worker. 
 
In Zambia participants pointed out that paying community health workers would eliminate the 
petty bribery that happens in health facilities: patients would know that community health 
workers were being paid a particular wage, so they could challenge any community health 
worker with that information if the community health workers pressured a patient for a bribe.  
 
Community health workers need job security and the option of a career path  
Many community health workers in this consultation expressed a strong passion and 
commitment for their work, and a desire to advance to higher level jobs as lay health workers. 
Likewise, community health workers had experienced their jobs being eliminated or suspended 
because, for example, a donor program had ended, which compromised their credibility in the 
community. Community health workers wanted confidence that their services would be 
supported and sustained.  
 
Community health workers in most focus groups expressed desires to advance on a career 
path. Some were interested in training to become social workers, nurses, doctors, or 
pharmacists. “We want to be nurses,” said one participant. “We strongly feel in this field we 
know better than the educated nurses—and some nurses acknowledge it and take the 
opportunity to put us in the forefront to assist them especially in their AIDS work.” Specifically, 
community health workers recommended that there be scholarships to go to school after being 
a community health worker for a specific number of years.  
 
Community health workers need recognition by the health system 
Both PLHIV and community health workers discussed the significant problems that result from 
the fact that community health workers are not uniformly recognized by the formal health sector. 
In some cases, community health worker referrals languish unattended in hospitals, and health 
professionals do not recognize the contributions or case reports of community health workers. 

                                                
6  
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Likewise, patients do not necessarily understand the role of the community health worker, and 
respondents felt that it was important to identify clearly community health workers to PLHIV.  
 
Solutions recommended by focus group participants included:  

§ formal and direct relationships between health centers/health professionals and 
community health workers, for example, supervisory relationships—this will also 
decrease the threat health professionals feel sometimes from community health workers. 

§ development of one national system that identifies a community health worker, their 
training, their role within the health system, and their relationship with professional health 
workers 

§ badge or t-shirt identifying the community health worker 
§ education for health professionals about the role of community health workers 

 
Community health workers need ongoing training and supervision tailored to adult 
learners to expand their skills base  
Communities, particularly those in rural areas, expressed a clear desire for increased 
responsibility for community health workers, as well as a great need for expanded training for 
community health workers.  
 
Community health workers also expressed a desire for opportunities to come together with 
other, more senior lay health workers or health professionals to problem-solve and discuss 
difficult cases. Community health workers widely reported having little-to-no regular contact with 
medical professionals to discuss cases or developments in medical care. The absence of 
oversight and ongoing training by health professionals leaves community health workers and 
PLHIV locked into providing—and receiving—very rudimentary levels of care.    
 
Community health workers felt their trainings were far too short and too limited given the 
complex needs of their patients. Community health workers wanted more training on a variety of 
issues, in particular the opportunity for practical training in the field, with “shadowing” and 
“apprenticeship” opportunities before going out on their own. 
 
Most focus group participants requested additional training to enable them to provide the 
following services: 
 

ü rapid HIV testing and counseling 
ü nutrition support 
ü services to prevent the transmission of HIV to newborns 
ü HIV treatment literacy, including drug interactions 
ü counseling HIV positive women and men who want to become pregnant 
ü sexual and reproductive health information, referral and supplies 
ü monitoring for antiretroviral treatment side effects 
ü refilling antiretroviral prescriptions 
ü community advocacy on treatment access, stigma reduction, the rights of women, and 

individual patient advocacy within health institutions 
ü advising PLHIV on income generating activities 
ü signs, symptoms, prevention and treatment  of opportunistic infections  
ü pain management and palliative care 
ü HIV and young people 
ü first aid and emergency care 
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Respondents pointed out that task shifting to lay health workers will require increased numbers 
of health professionals, tasked with providing supervision and ongoing training, such as through 
weekly or biweekly in-person meetings with community health workers to review individual 
cases, and to support ongoing trainings and examinations. There was wide support from many 
PLHIV as well as from community health workers for an accreditation process that would 
legitimize identification as a trained community health worker. 
 
Community health workers need essential equipment  
Generally speaking, community health workers wanted more legitimacy, respect, and official 
acknowledgement of their work. “We need resources to feel like the job we are doing is 
important,” said one respondent. “We need a place where we can have as our own” for records 
and for a meeting space.  
 
Community health workers need a minimum package of essential equipment, restocked at 
regular intervals, including: Medical kits—most respondents had no medical kits at all, or had 
been provided a kit at one time, but did not receive any refills. Kits should include: 
 

• a bag for supplies 
• gloves 
• masks 
• first aid materials 
• sanitary pads 
• soap, disinfectant 
• bandages 
• painkillers 
• cotrimoxazole and other common medicines 
• female and male condoms 
• rapid HIV test kits 
 

Additional equipment:  
 

Ø mobile phone or phone top-ups for personal phones 
Ø petty cash to take care of patients’ needs for food or transport, as well as community 

health workers’ own needs 
Ø identity card, uniform and a cap 
Ø raincoat, umbrella, rain boots, and protection against wind and cold.  
Ø close-toed shoes for navigating open sewers 
Ø transportation: motorcycle or bike.  

 
Community health worker selection must involve the community, and must prioritize the 
selection of motivated, dedicated people, in particular people living with HIV  
The characteristics respondents sought in community health workers were: passion, empathy, 
dedication, and in particular, other people who were openly living with HIV. Participants warned 
that any selection system must prevent nepotism and corruption. Communities and relevant 
NGOs must be engaged in the selection of community health workers. Participants 
recommended the recruitment of a staff base with a mix of ages and genders, in order to 
address particular patient needs as they arise.   
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Increase the number of professional health workers, increase their remuneration and 
improve their training  
PLHIV and community health worker respondents repeatedly emphasized the fact that task 
shifting should not result in the training and deploying of community health workers in isolation. 
Because community health workers will be increasing the utilization of the health system by 
identifying, following and referring additional patients, the number of additional professional 
health workers must increase. Additional health workers will also be needed to take on 
supervisory and management roles.  
 
Many professional health workers will be performing more complex tasks, such as the 
prescription of antiretroviral medicines, and should receive increased compensation as a result. 
Overall, participants recommended that the motivation of nurses be strengthened by increasing 
their salaries. PLHIV acknowledged that unless nurses are paid more, their attitudes towards 
PLHIV are unlikely to improve.   
 
Participants also recommended that nurses receive better HIV-related training, such as training 
in treatment literacy and treatment advocacy, so nurses better understand the needs and 
motivations of PLHIV.  
 
Increase the number of health facilities providing HIV services and improve existing 
facilities, operations and services 
In addition to expanding the number of professional health workers, PLHIV and community 
health worker respondents also emphasized that task shifting will not succeed unless additional 
health facilities are available—particularly in rural and peri-urban areas—for the increased 
numbers of patients identified and followed by community health workers. PLHIV also called for 
improvements in the quality of care provided at existing facilities.  
 
Transportation presented a massive barrier for all respondents; programs should cover 
transportation costs in order to reduce patient loss to follow up.  
 
Fight discrimination by health care workers of people living with HIV 
The routine reports of discrimination, stigmatization and judgment of PLHIV by professional 
health workers and community health workers was alarming. One respondent, a woman living 
with HIV in Kindubay, discovered her status when she overheard nurses discussing her 
diagnosis and that of her child. She did not even know she had been tested.  
 
Acceptance by PLHIV of increased responsibilities for nursing staff is unlikely unless 
discrimination is addressed at every stage of task shifting implementation. Particularly since 
nurses will be expected to take on additional activities, with additional pay, PLHIV rightly expect 
a level of respect, confidentiality, and protection from discriminatory treatment.  
 
Participants also recommended that all staff be encouraged to undergo voluntary HIV 
counseling and testing, in order to increase the number of health workers who know their status.  


