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Abstract

propose a research agenda.

Background: Health workforce needs-based shortages and skill mix imbalances are significant health workforce
challenges. Task shifting, defined as delegating tasks to existing or new cadres with either less training or narrowly
tailored training, is a potential strategy to address these challenges. This study uses an economics perspective to
review the skill mix literature to determine its strength of the evidence, identify gaps in the evidence, and to

Methods: Studies primarily from low-income countries published between 2006 and September 2010 were found
using Google Scholar and PubMed. Keywords included terms such as skill mix, task shifting, assistant medical
officer, assistant clinical officer, assistant nurse, assistant pharmacist, and community health worker. Thirty-one
studies were selected to analyze, based on the strength of evidence.

Results: First, the studies provide substantial evidence that task shifting is an important policy option to help
alleviate workforce shortages and skill mix imbalances. For example, in Mozambique, surgically trained assistant
medical officers, who were the key providers in district hospitals, produced similar patient outcomes at a
significantly lower cost as compared to physician obstetricians and gynaecologists. Second, although task shifting is
promising, it can present its own challenges. For example, a study analyzing task shifting in HIV/AIDS in sub-
Saharan Africa noted quality and safety concerns, professional and institutional resistance, and the need to sustain
motivation and performance. Third, most task shifting studies compare the results of the new cadre with the
traditional cadre. Studies also need to compare the new cadre’s results to the results from the care that would
have been provided-if any care at all-had task shifting not occurred.

Conclusions: Task shifting is a promising policy option to increase the productive efficiency of the delivery of
health care services, increasing the number of services provided at a given quality and cost. Future studies should
examine the development of new professional cadres that evolve with technology and country-specific labour
markets. To strengthen the evidence, skill mix changes need to be evaluated with a rigorous research design to
estimate the effect on patient health outcomes, quality of care, and costs.

Introduction

In Working Together for Health: The World Health
Report 2006, WHO estimated that countries that had
fewer than 2.28 doctors, nurses, and midwives per 1000
population were, on average, unable to achieve an 80%
coverage rate for deliveries by a skilled birth attendant
[1]. WHO found that 57 countries fall short of that
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threshold, resulting in a needs-based shortage of 4.3 mil-
lion health workers, including 2.4 million doctors,
nurses, and midwives. In addition to the workforce
shortage, the report emphasizes three other workforce
challenges: skill mix imbalances, urban-rural distribution
imbalances, and poor working conditions, including
compensation. With regard to skill mix, the report
states: “In many countries, the skills of limited yet
expensive professionals are not well matched to the
local profile of health needs” (p. xviii). When the skill
mix and each cadre’s activities and tasks are not well
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matched to the local health care need, then health care
services become less accessible, and even when they are
accessible, they become less affordable.

This article provides a review of the health workforce
skill mix literature, focusing on task shifting in low-
income countries. Task shifting is defined as delegating
tasks to existing or new cadres with either less training
or narrowly tailored training. Dovlo describes various
task shifting scenarios, such as shifting tasks from
higher- to lower-skilled health workers (e.g. from a
nurse to a community health worker) [2]. Task shifting
also includes the creation of new professional or non-
professional cadres, whereby tasks are shifted from
workers with more general training to workers with spe-
cific training for a particular task (e.g. assistant medical
officers trained in obstetrics in Mozambique).

The primary objective of task shifting is to increase
productive efficiency, that is, to increase the number of
health care services provided at a given quality and cost,
or, alternatively, to provide the same level of health care
services at a given quality at a lower cost. The efficiency
gain from changing the skill mix of health workers
could result in a number of improvements, such as
increased patient access, a reduction in health worker
training and wage bill costs, and a reduction in the
health workforce needs-based shortage. Another objec-
tive of task shifting is to reduce the time needed to
scale up the health workforce, because the cadres per-
forming the shifted tasks require less training. While
task shifting has been occurring for decades, it is seen
by some as becoming more urgent, because of health
care needs for HIV/AIDS patients and overall health
worker needs-based shortages [3].

This article uses an economics perspective to examine
the strength of the evidence on task shifting, to identify
gaps in the evidence, and to propose a research agenda.
The article is organized as follows: the introductory sec-
tion continues by describing an economic-based concep-
tual framework to analyze skill mix policies; the second
section describes the methods and data used to select
studies to include in the literature review; section three
summarizes the studies’ results; and section four pro-
poses a research agenda. Additional file 1 is appended as
the final section, which includes a table that summarizes
the important elements of each study that was included.

Economic framework to evaluate skill mix

The skill mix of health workers within a health work-
force significantly impacts the delivery of health care
services. At a given facility, the optimal skill mix is the
combination of health workers that produce a given
level of health care services at a particular quality for
the lowest cost. In economic terms, this mix of workers
is defined as ‘productively efficient’.
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Palmer and Torgerson distinguish among technical
efficiency, productive efficiency, and allocative efficiency
[4]. Technical efficiency refers to the relationship
between inputs and outputs, whereby a technically effi-
cient relationship produces the maximum output, given
the inputs. Productive efficiency extends technical effi-
ciency to incorporate input costs. Productive efficiency
is achieved when the maximum output is produced with
a given budget for inputs, or alternatively, it is achieved
when a given level of output is produced with the least
costly mix of inputs. Productive efficiency implies tech-
nical efficiency, although the converse is not necessarily
true. Allocative efficiency extends productive efficiency
to incorporate the output’s value to society. Allocative
efficiency is achieved when economic social welfare is
maximized, which occurs when the marginal social ben-
efit of the output (i.e. its price, under free market condi-
tions) equals the marginal social cost to produce the
output. Allocative efficiency implies productive effi-
ciency, although the converse is not necessarily true.
Note that allocative efficiency does not consider equity.

Figure 1 provides a stylized health care production
process to illustrate the factors that influence the pro-
ductively efficient mix of workers. This optimal mix of
health workers is influenced by (1) the other health care
inputs that are used; (2) the production processes that
utilize the inputs to create health care services; and (3)
the type and quality of services that are produced. The
types of health workers include both health care service
providers (e.g. physicians, pharmacists, nurses, midwifes,
assistant medical officers, assistant pharmacists, and
community health workers [see dotted interior box])
and health management and support workers (e.g.
administrative, computing, and maintenance personnel).
Other health care inputs include facilities, equipment,
information systems, supplies, and pharmaceuticals, as
well as non-health care inputs such as transportation
infrastructure and patients’ education levels. The pro-
duction processes use these inputs to produce health
care services, and the processes are affected by organiza-
tional structure, organizational norms, management,
technology, incentives, and regulations. The type of ser-
vice provided (e.g. primary care, birth deliveries, HIV/
AIDS antiretroviral therapy, chronic care) and its level
of quality will also influence which mix of workers is
productively efficient. Because the above factors vary
within and across countries, the external validity of
many of the studies is relatively weak because the pro-
ductively efficient skill mix depends on these local
factors.

There are many combinations of health worker skill
mixes that could produce a health care service in a par-
ticular setting. Figure 2 illustrates the lowest-cost skill
mix that can be used to produce a particular quantity of
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Figure 1 Health Care Services Production Process.

a given health care service at a given level of quality. It
assumes a scenario in which two health worker types
are available, physicians and nurses, but the same
approach could be used to determine the productively
efficient number of other health workforce cadres as
well as non-human resource inputs for various health
care services. In the figure, the horizontal axis represents
the number of physicians, and the vertical axis repre-
sents the number of nurses. The straight line that inter-
sects each axis represents a fixed budget constraint
along which total staffing costs are equal. The budget
constraint intersects the horizontal axis where the entire
budget is used for physicians (i.e. the number of physi-
cians will be the total budget divided by the physician
wage); and the budget constraint intersects the vertical
axis where the entire budget is used for nurses (i.e. the
number of nurses will be the total budget divided by
the nurse wage). The budget constraint could incorpo-
rate amortized training costs. The curved line Q; is an
isoquant that represents a particular quantity of the
health care service that is produced by different mixes
of physicians and nurses. The second curved line Q,
represents another particular quantity that is greater
than Q;. The figure shows a productively inefficient
skill mix (Point A) and a productively efficient skill mix
(Point B). Point A is not productively efficient because
the service provider could decrease the number of

physicians from P, to Py and simultaneously increase
the number of nurses from N, to Ng. This skill-mix
change would not increase costs, but would produce a
higher quantity of health care services (Q, > Q). The
productively efficient mix of workers is the point where
the budget constraint is tangent to the isoquant, where
the quantity of services at a given quality is maximized,
subject to the available budget. Alternatively, the pro-
ductively efficient mix can be thought of as the mix for
which a given quantity of services at a particular quality
is produced for the lowest cost.

Studies point to evidence that countries may not be
operating at the productively efficient mix. For example,
in 2003, the ratio of nurses to doctors was 8 to 1 in
Africa and 1.5 to 1 in Western Pacific countries [1].
Hongoro and McPake show low- and middle-income
countries that have a physician-to-nurse ratio greater
than the global average (0.43), including Brazil (4.04),
Bangladesh (0.96), and India (0.83) [5]. Zurn et al. show
skill-mix variation within countries with similar eco-
nomic development, and Gupta et al. show skill-mix
variation within and between developed and transi-
tional-economy countries [6,7]. Even with the difficulties
in comparing cadre definitions across countries with dif-
ferent health care systems, such variations clearly sug-
gest that countries are operating at different efficiency
levels in terms of skill mix. However, the productively
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efficient skill mix will vary across and within countries,
because of the different health care services being pro-
vided and because of different contextual factors, such
as the health system, payment scheme, workforce train-
ing, and management culture.

If the skill mix is not at the productively efficient point,
the potential inefficiencies are significant. For example,
Fulton and Scheffler examined 84 low- and middle-
income non-African countries, and estimated that
12 countries would experience a needs-based shortage of
doctors, nurses, and midwives in 2015, totalling 581 000
health care professionals, costing $1.8 billion (2007 U.S.
dollars) per year to eliminate [8]. Based on simulations,
they estimated the percent reduction in the additional
wage bill resources required to fill these shortages under
three different scenarios of substituting community
health workers (CHW) for nurses and midwives.

All three scenarios increased the needed number of
nurses and midwives relative to doctors. In the first, or
baseline, scenario, no nurses and midwives were
replaced with CHWs. In the second and third scenarios,
10% and 20%, respectively, of each country’s needed
nurses and midwives were replaced with CHWs. For
each scenario, the number of doctor equivalents was the

same, whereby nurses, midwives, and CHWs were con-
verted into doctor-equivalents. A nurse’s or midwife’s
productivity was assumed to equal 0.8 of a doctor’s,
based on estimates in the United States, because there
are few reliable estimates of this relative productivity
factor in low- and middle-income countries [9-11].
A CHW'’s productivity was assumed to equal 0.3 of a
nurse’s or midwife’s, and a CHW’s wage was assumed to
be 0.2 of a nurse’s or midwife’s. Because of the lack of
CHW studies estimating productivity and wages, the
relative CHW productivity and wage as compared to a
nurse or midwife were based on the authors’ preliminary
assessment, and the authors realize these estimates will
vary across countries. The relative productivity factor
could be estimated at a facility level using time
and motion studies (e.g. see Kurowski et al. [12]). When
the needed nurse-plus-midwife-to-doctor ratio was
increased by 50% in each of the 12 countries, the overall
reduction in the annual wage bill shortage was 4%.
Under that new ratio, when 10% of the needed nurses
and midwives were replaced with CHWs, the annual
wage bill reduction grows to 10%; when 20% of the
needed nurses and midwives were replaced, the annual
wage bill reduction grows to 15%.
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Economic factors will not be the only influence gov-
erning skill mix decisions. Health care worker associa-
tions and licensure requirements define workers’
scope of practice and can influence the extent to
which the ratio of, for example, doctors to nurses can
be altered [9].

If sufficient data exist, the facility or firm-level studies
can be aggregated up to the country level to determine
the productively efficient skill mix for a country. This
type of aggregation is important, as the determination of
the optimal mix of health worker cadres has important
implications on country-level budgetary planning and
training.

Methods and data

We examined different methods to conduct our litera-
ture review. A systematic literature review is a common
method, but it is better suited for a narrowly defined
research question [13,14]. Because our research scope
was broad, we followed the steps below to review the lit-
erature. These steps were based on the guidelines for a
systematic literature review by the Centre for Reviews
and Dissemination and adjusted for our article:

1. Determine research areas
2. Determine eligibility criteria for study selection
- search Google scholar using keywords
- limit studies to primarily include low-income
countries
- limit time range to primarily between 2006 and
September 2010
- select studies based on strength of evidence (i.e.
research design, methods, and statistical signifi-
cance of results)
3. Conduct search based on the above eligibility cri-
teria to select studies
4. Evaluate studies, primarily based on research
design, methods, and health care topic
5. Extract key information from selected studies,
such as research design, methods, and results
6. Summarize results with suggestions for future
research

Steps 1, 2, and 5 are discussed in further detail next.
The research area included skill mix, with an emphasis
on task shifting among health care service providers in
low-income countries. The skill-mix studies examined
health outcomes, health care utilization, and budget
impacts of different skill mixes of workers.

We searched for studies on skill mix using Google
Scholar with the following keywords: skill mix, task
shifting, assistant medical officer, assistant clinical offi-
cer, assistant nurse, auxiliary nurse, enrolled nurse, aux-
iliary health worker, health care assistant, assistant
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pharmacist, and community health worker, as well as
various combinations of these keywords. Google Scho-
lar’s ranking system heavily weights an article’s citation
count [15]. We supplemented the Google Scholar search
using PubMed to search for additional select articles.
We obtained additional studies from the authors” knowl-
edge of relevant studies as well as examining the biblio-
graphies of recent studies. We selected 31 studies to
critically analyze, based on the strength of evidence pre-
sented (i.e. research design, methods, and statistical sig-
nificance of results) and how recently they were
published. We mostly searched for studies published
between 2006 and September 2010, but included earlier
studies when there was a compelling reason (e.g. high
strength of evidence).

The elements we used to describe the studies included
the following: research question(s), population studied,
study design, analytic method, and key results. These
elements are presented for each of the 31 studies in a
table (see Additional file 1). The research question(s)
included the study’s primary research questions, whether
a health workforce intervention was tested, and related
policy questions.

The population studied was defined along several
dimensions, including the geographical location, year(s),
unit of analysis (e.g. patient, health worker, health facil-
ity); data source (e.g. survey, administrative records, or a
trade association); data structure (e.g. cross-section,
repeated cross-section, and longitudinal); and sample
size.

There were seven study designs, ordered by the
strength of evidence: randomized controlled trial
(known as an experimental design), quasi-experimental,
multi-group comparison, forecast, case study, descriptive
study, and literature review. A study was considered to
be a randomized controlled trial if treatments (e.g. skill
mixes) were randomly assigned to patients. Quasi-
experimental studies included those for which the skill
mix assignment was the result of an exogenous policy
that was not directly related to the outcome of interest
(e.g. patient outcomes; see Barber et al. [16]). Multi-
group comparison studies included those for which two
or more groups of workforce cadres were compared to
each other, based on measures such as patient outcomes
or costs; however, the patients were not randomly
assigned to the workforce cadre, so the potential for
confounding factors biasing the estimated results is
high. Forecast studies included those for which forecasts
were prominent. A study was considered to be a case
study if it used formal case study protocols [17].
A study was considered descriptive if it did not use for-
mal protocols, and relied primarily on qualitative assess-
ment rather than quantitative evidence. The descriptive
studies usually examined a specific health workforce
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issue, and in many cases argued for a particular view-
point based on the author(s)’ expertise and judgment.
We included literature reviews as part of our review,
but primarily relied on original research.

The two types of analytic methods were quantitative
and qualitative. A quantitative method was denoted
when data analysis strongly influenced the findings.
A qualitative method, typically used for a descriptive
evaluation, was denoted when the author’s/authors’ find-
ings were based on key-informant interviews and their
own expertise and judgment. When quantitative meth-
ods were used, we noted whether the method involved
descriptive statistics, comparing means, or multivariate
regression analysis. For a literature review, the analytic
methods included systematic review (e.g. meta-analysis),
structured review (i.e. protocols for study selection were
documented), and unstructured review (i.e. protocols for
study selection were not documented).

Results

Many of the health workforce skill mix studies exam-
ined whether patient health outcomes, quality of care,
and costs differed among different skill mixes of health
care service providers. The studies examined task shift-
ing, particularly the development of new professional
cadres designed to increase productive efficiency and
reduce the time needed to scale up, resulting in
increased patient access and a reduction in health
worker training and wage bill costs.

Task shifting includes various scenarios, such as sub-
stituting tasks among professionals, delegating tasks to
professionals with less training, including creating a new
cadre, delegating tasks to non-professionals, or a combi-
nation of these [2]. For example, the work can shift
from specialist physicians to general practitioners,
nurses, midwives, or assistant medical officers. Other
cadre titles that participate in task shifting include clini-
cal officer, assistant clinical officer, assistant nurse, aux-
iliary nurse, enrolled nurse, auxiliary health worker,
health care assistant, assistant pharmacist, and commu-
nity health worker.

The work can also be redistributed according to new
categories of health workers. There are many examples
of new professional cadres being developed, from health
extension workers being trained in one year in voca-
tional schools in Ethiopia, to assistant medical officers
being trained in obstetrics in Mozambique, to physician
assistants being trained in the United States [18-20].
Task shifting, including the development of new profes-
sional cadres, has been occurring for decades in both
high-income countries (e.g. in the USA, see Hooker)
and low-income countries, but is seen by some as
becoming more urgent in low-income countries because
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of health care needs for HIV/AIDS patients and overall
health worker needs-based shortages [3,20,21].

The review produced three main findings. First, the
studies provide substantial evidence that task shifting is
an important policy option to help alleviate health work-
force shortages and skill mix imbalances, whether the
shortages and imbalances are needs-based or economic
demand-based. This finding is supported by other recent
reviews of task shifting, including HIV/AIDS treatment
and care provided by lay and community health workers
in Africa, maternal and child health care as well as the
management of infectious diseases by lay health work-
ers, and doctor-nurse substitution in primary care in
developed countries [22-24]. As we discuss below, the
reviews emphasized the success of task shifting depends
on local contextual factors. Although the studies that
evaluated task shifting were typically not based on an
experimental design such as a randomized controlled
trial (as noted by, e.g. Buchan and Dal Poz; and by Zurn
et al.), there is substantial evidence from non-experi-
mental studies [6,25].

Several example studies are discussed next, and the
first two are based on randomized controlled trials. In
Kenya, no significant clinical differences were found
between HIV/AIDS patients who received clinic-based
antiretroviral therapy care versus primarily community-
based care delivered by people living with HIV/AIDS
who received pre-programmed personal digital assistants
with decision support [26]. In Uganda, non-physician
clinicians (NPC) and physicians had considerable
strength of agreement for HIV/AIDS patient assessment,
particularly with the final antiretroviral therapy (ART)
recommendation, WHO clinical stage assignment, and
tuberculosis status assessment [27]. Surgically trained
assistant medical officers (tecnicos de cirurgia [TC]) in
Mozambique produced similar patient outcomes as
compared to physician obstetricians and gynecologists,
but the TC’s cost of surgery was estimated to be one-
quarter of physician specialists, and TC’s provided over
90% of obstetric surgery delivered in district hospitals
[19,28]. Clinical officers and medical officers providing
obstetric surgery in Malawi produced similar patient
outcomes [29]. Huicho and colleagues found that the
number of years of pre-service training was generally
not associated with the appropriate assessment, diagno-
sis, and treatment of young children in Bangladesh,
Brazil, Tanzania, and Uganda [30]. Lekoubou and collea-
gues reviewed the evidence of nurses managing chronic
conditions, specifically hypertension and diabetes
mellitus in sub-Saharan Africa, and concluded that they
are a potentially promising cadre to efficiently manage
these chronic conditions [31]. While nurse-led care
is common in sub-Saharan Africa, nurse-led care with
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a specific application to chronic diseases is relatively
new.

In a mental health example, which used an experimental
design, Rahman and colleagues found that lady health
workers (community health workers) in Pakistan trained
in cognitive behaviour techniques significantly lowered
depression prevalence among new mothers more than
lady health workers without the training [32]. While out-
comes were not compared to physician specialists and
other psychosocial care providers, the study demonstrates
the potential to train CHWs in mental health treatments
(also see Patel [33]). This is important, given that there is
a large needs-based shortage of mental health workers in
low- and middle-income countries [34,35].

Second, while there is substantial evidence that task
shifting has the potential to increase productive effi-
ciency and reduce the time needed to scale up, there are
a number of challenges, and results have not always
been favourable. In the study by Zachariah et al. of task
shifting in HIV/AIDS in sub-Saharan Africa, they note
quality and safety concerns, professional and institu-
tional resistance, and the need to sustain motivation and
performance [36]. For example, quality of care may
decrease if CHWs are given complex tasks. In Kenya,
where CHW s had broad responsibilities of diagnosing
and treating children, a study found that 80% of all
guideline-recommended procedures were performed
correctly, but only 58% of ill children were prescribed
all potentially life-saving treatments [37]. The same is
true in high-income countries: Buchan and Calman
found that many questions remain on the efficacy of
nurses replacing doctors prior to a patient receiving a
diagnosis [38]. In a systematic review of CHW studies
in the United States, Viswanathan and colleagues found
mixed evidence on participant behaviour change and
health outcomes [39]. Supervision and training is an
important component for quality of care. Barber et al.
found quality improvements at public health facilities in
Indonesia that had at least one physician versus those
that had none [16]. The Ministry of Health in Mozambi-
que suspended training of non-physician clinicians pro-
viding antiretroviral therapy until the training program
could be revised, because of poor quality of care results
[40]. However, the particular type of supervision and
training is sometimes difficult to measure and replicate
in other settings.

The third finding is conceptual. When tasks have been
shifted from traditional professional cadres (e.g. specia-
lists, doctors or nurses) to new professional cadres, most
studies compare the new cadre’s productivity and
patient outcomes to the traditional cadre’s. The parallel
comparison occurs between higher- and lower-skilled
workers. However, the appropriate comparison is
between the results from the care received by the new
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cadre and the results from the care the patient would
have received—if any care at all-had the new cadre not
been available. Verteuil articulated this point well in his
response to Kruk et al.’s Mozambique study: “An appro-
priate comparator to tecnicos de cirurgia would be a ‘do
nothing’ comparator as opposed to using formally
trained surgeons...a more realistic alternative for
patients treated by tecnicos de cirurgia would be no for-
mal treatment at all, which would, it is presumed, result
in far worse outcomes for the patients” [28] (p. 1260).
Additionally, the opportunity cost of task shifting needs
be incorporated into an evaluation, because a cadre that
has shifted tasks will no longer be able to perform its
original tasks.

The use of cost effectiveness analysis helps ensure
appropriate comparisons are made. For example, Hounton
et al. found newborn case fatality rates after a caesarean
section in Burkina Faso were highest among those per-
formed by clinical officers (198 per 1000) versus general
practitioners (125 per 1000) and versus obstetricians
(99 per 1000) [41]. By calculating the incremental cost
effectiveness ratio, they found that the cost per avoided
newborn fatality was only $200 when 1000 caesarean
deliveries were performed by a general practitioner
instead of a clinical officer, but the cost per avoided new-
born fatality increased to $11 757 when 1000 caesarean
deliveries were performed by an obstetrician versus a
general practitioner (dollars expressed in 2006 United
States dollars).

To generalize potential savings from task shifting,
Scheffler et al. use simulations to illustrate how skill mix
changes can mitigate overall wage bill gaps in sub-
Saharan Africa in 2015 [42]. They estimate that 31 sub-
Saharan Africa countries will experience needs-based
health workforce shortages in 2015, and estimate the
annual wage bill required to eliminate these shortages to
be approximately $2.6 billion (2007 U.S. dollars). Their
simulations show this wage bill could be reduced, for
example, by between 2% and 5% by increasing the
needed nurse-plus-midwife-to-doctor ratio by 50%,
assuming a nurse or midwife is between 0.7 and 0.9 as
productive as a doctor. Fulton and Scheffler extend this
simulation to include CHW:s (as discussed in Section 2
of this article), and Babigumira and colleagues used a
time-motion survey of CHWs and other workforce
cadres to estimate savings from task shifting [8,43]. The
simulations provide a framework for policy makers to
assess their own health workforce mix in the context of
resource constraints.

Discussion

Proposed research agenda

Based on these three key findings, the research agenda
should include studies that evaluate the impact of skill



Fulton et al. Human Resources for Health 2011, 9:1
http://www.human-resources-health.com/content/9/1/1

mix changes, particularly task shifting, on productive
efficiency. It is important that the studies use an appro-
priate research design to estimate the effect of skill mix
changes on patient health outcomes, quality of care, and
costs. The particular areas of study should be based on
local conditions, driven by the burden of disease and the
areas where task shifting could have the most benefit,
such as HIV/AIDS, malaria, tuberculosis, maternal
health including obstetric surgery, children’s health, and
chronic conditions (e.g. see Lopez et al. [44]). These
areas closely align with the health-related United
Nations Millennium Development Goals (MDG). The
studies should seek to determine whether health care
services of a given quality are being produced at the
lowest cost. For example, Walker and Jan critically
review cost-effectiveness studies involving community
health workers [45].

The role of new technologies, including e-health and
telemedicine, needs to be considered (e.g. see Chandra-
sekha & Ghosh [46]). Information and communication
technology (ICT) can influence the geographical need
and training requirements for health workers. For exam-
ple, in Kenya, community-based antiretroviral therapy
care was augmented with pre-programmed personal
digital assistants with decision support [26]. For compli-
cated HIV/AIDS cases in Zambia, health workers con-
sulted HIV clinicians in the United States, Canada, and
South Africa via the internet [47]. Technology can pro-
foundly modify the skills required, for example, by shift-
ing the need for invasive and life-threatening surgical
skills in favour of medical treatment or non-invasive
procedures that can be performed by technicians.

A randomized trial is the best research design to esti-
mate the causal effect of a particular policy interven-
tion—in this case, a skill mix change—on a particular
outcome. However, randomized controlled trials tend to
lack external validity, because the study is testing a spe-
cific intervention within a specific context, defined by
factors such as the health system, payment scheme,
workforce training, and management culture. Therefore,
it is important to not only estimate the main effect of
task shifting policy, but to also estimate how the effect
is influenced by contextual factors. Because of ethical,
logistical and political economy issues, randomized
controlled trials are sometimes not feasible, so quasi-
experimental designs need to be utilized, but they carry
the same external validity concerns. Ideally, multi-country
studies should be conducted using a similarly rigorous
experimental design. This would be a priority area for the
international community to support.

Case studies, including the comparison of different
health care providers, are another important research
design. For example, a provider group or facility that
produces high-quality health care at low costs can be
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studied to better understand the management, supervi-
sion, skill mix, training, incentives, and processes that
produce these results. These findings can also inform
the skill mix interventions that should be tested with a
randomized controlled trial. More emphasis needs to
be given to these contextual and enabling factors that
determine whether task shifting will be effective (e.g.
for community health workers, see Lehmann and San-
ders; for community health workers providing HIV ser-
vices, see Celletti et al. and Hermann et al.) [48-50].
These contextual factors include patients’ acceptance
of the cadre’s new role, such as a community health
worker [50].

Two cases studies from Pakistan and Ethiopia are dis-
cussed to illustrate the importance of contextual and
enabling factors. A recent review of the Pakistan Lady
Health Worker program suggests contextual factors are
important in determining the success or failure of a skill
mix policy change [51]. There was high-level political
support for this program-—at the level of prime minister.
The lady health workers had to be residents of the com-
munity in which they work. Each lady health worker
was attached to a government health facility from which
she received training, a small allowance, and medical
supplies. Candidates had to be recommended by the
community and meet a set of criteria, including having
a minimum of eight years of education. Further study is
needed to determine which of these factors were most
important relative to their cost in enabling the program
to achieve better health outcomes as compared to the
control population.

Similarly, the community-based health extension
workers (HEW) within Ethiopia’s Health Extension Pro-
gram offer insight into the potential importance of con-
textual factors, particularly the use of HEWs in remote
areas [18]. Some of the factors identified include leader-
ship and training (e.g. mentoring, continuing education,
supervision, monitoring), workplace infrastructure (e.g.
buildings, equipment, supplies, reference material) and
living conditions (e.g. housing, transportation, relation-
ship with community). Given that the Health Extension
Program has a limited budget, it is important for future
studies to identify which factors are most important
relative to their cost.

Study limitations

This article includes four limitations that warrant dis-
cussion. First, the literature review focused on studies
published in 2006 or later, but included some studies
with strong evidence prior to 2006. While the review
may have omitted particular studies, we do not think
their inclusion would change the main findings of this
article, given the substantial evidence presented by the
included studies. Second, there is a bias for investigators
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to submit, and editors to publish, studies based on the
direction or strength of the findings, which is known as
publication bias [52]. Within published studies, there is
a bias to selectively report these same types of out-
comes, known as outcome reporting bias [53]. It is diffi-
cult to estimate the effect of this potential bias, but it is
likely be present given its pervasiveness. However, its
effect is somewhat mitigated in studies involving task
shifting, where a finding of no significant differences
(e.g. on patient quality of care measures or outcomes)
between workforce cadres is an important finding that
will likely be published. Third, many of the included
studies involved small sample sizes, limiting their ability
to detect differences between workforce cadres. Larger-
sample studies in the future will add important informa-
tion. Fourth, countries have different entry and educa-
tion requirements for health workers (e.g. non-physician
clinicians) and the included studies used different train-
ing interventions for cadres [21]. Comparisons across
countries and studies need to control for these
differences.

Information gaps

Recent evidence in developing countries shows that the
major information gaps in health policy are not on
‘what to do’ but rather on implementation - ‘how to do
it’ [54]. The ‘how to do it’ depends on contextual fac-
tors, and WHO developed a series of research questions
to be asked, including the following [55]:

+ What are the country-specific factors that will
guide decision-making in the implementation of task
shifting?

+ What preconditions must be met for the safe, effi-
cient and effective implementation of task shifting?

« How can countries create enabling conditions for
task shifting through an appropriate regulatory
framework?

» What measures must be taken to ensure quality of
care under the task shifting approach?

« How can task shifting be implemented in a way
that is sustainable [both politically and fiscally]?

Some of these questions, however, suggest that there
is strong evidence that the current skill mix and task
allocation are the most productively efficient, implying
that task shifting represents a risk. However, in many
cases, the evidence either does not exist or is based on
weak research designs. Current task allocation is often
influenced by tradition and the political power of
health worker cadres. In many low income countries,
task shifting may be an essential strategy to improve
service delivery, because of health worker shortages,
low productivity, and low quality of care. Therefore,
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some other questions could be added to the above list,
such as:

+ What is the evidence that shows the current skill
mix is productively efficient?

+ Is the current skill mix responding to the country’s
needs?

+ What skill mix is needed to improve the country’s
health indicators?

+ Which skill profiles provide more productively effi-
cient care delivery?

+ What are the constraints to introduce flexibility
into education and training policies to adjust the
skill mix and each cadre’s activities and tasks to
evolving needs and technology?

« What informal task shifting is occurring outside
scope of practice regulations?

While studies can identify the primary contextual fac-
tors that influence which skill mix is most productively
efficient in a particular setting, there are too numerous
combinations of factors to test them all. Therefore, it is
important that the health care system include the neces-
sary incentives for health care administrators to use the
most productively efficient skill mix in their local
setting.

Conclusion

In summary, by providing health care services at the
productively efficient skill mix—the mix that produces
the maximum number of health care services at a
given quality and cost—more health care services are
going to be accessible and affordable to populations
seeking care. Task shifting is a policy option that
should be considered to help achieve productive effi-
ciency and provide access to services that otherwise
might not be available. A more productively efficient
skill mix will partially dampen the effect of health
workforce needs-based shortages and better enable
countries to meet the health-related United Nations
Millennium Development Goals.

Additional material

Additional file 1: Studies analyzed [2,5,16,20-23,25-30,32,36-38,40-42,56-
66]. The details of the 31 studies that we analyzed are included in Table
1 within Additional file 1.

Acknowledgements

The authors are grateful to Mario Dal Poz (Coordinator, Human Resources
for Health, World Health Organization) and to Mistique Felton (Senior
Research Associate, Global Center for Health Economics and Policy Research,
School of Public Health, University of California, Berkeley) for their helpful
comments on a draft of this study. This study was funded by the Global
Health Workforce Economics Network, a joint collaboration among the


http://www.biomedcentral.com/content/supplementary/1478-4491-9-1-S1.DOC

Fulton et al. Human Resources for Health 2011, 9:1
http://www.human-resources-health.com/content/9/1/1

Global Center for Health Economics and Policy Research in the School of
Public Health at the University of California-Berkeley, The World Bank, and
the World Health Organization. The findings, interpretations, and conclusions
expressed in this paper are the authors’ and do not necessarily reflect the
views of their affiliated institutions.

Author details

'Global Center for Health Economics and Policy Research, School of Public
Health, University of California-Berkeley, Berkeley, USA. ?School of Public
Health, Harvard University, Cambridge, USA. *Graduate School of Social
Welfare, Ewha Womans University, Seoul, Korea. “Human Development
Network, The World Bank, Washington DC, USA. SHuman Development,
African Development Bank, Tunis-Belvedére, Tunisia.

Authors’ contributions

BF participated in the study concept and design, acquisition and
interpretation of studies, and drafting the manuscript. RS participated in the
study concept and design, interpretation of the studies, and critically
revising the manuscript for important intellectual content. SS participated in
the acquisition and interpretation of the studies and drafting the
manuscript. EA, AS, and MV participated in the study concept and design,
and drafting the manuscript. All authors read and approved the final
manuscript.

Competing interests
The authors declare that they have no competing interests.

Received: 26 October 2010 Accepted: 11 January 2011
Published: 11 January 2011

References

1. World Health Organization: Working Together for Health: The World
Health Report 2006. Geneva: World Health Organization; 2006.

2. Dovlo D: Using mid-level cadres as substitutes for internationally mobile
health professionals in Africa. A desk review. Human Resources for Health
2004, 2(7).

3. Lehmann U, Van Damme W, Barten F, Sanders D: Task shifting: the answer
to the human resources crisis in Africa? Human Resources for Health 2009,
7(49).

4. Palmer S, Torgerson DJ: Definitions of efficiency. British Medical Journal
Publishing Group 1999, 318:1136.

5. Hongoro C, McPake B: How to bridge the gap in human resources for
health. Lancet 2004, 364:1451-56.

6. Zurn P, Dal Poz MR, Stilwell B, Adams O: Imbalance in the health
workforce. Human Resources for Health 2004, 2(13).

7. Gupta N, Diallo K, Zurn P, Dal Poz MR: Assessing human resources for
health: what can be learned from labour force surveys? Human Resources
for Health 2003, 1(5).

8. Fulton BD, Scheffler RM: Health Care Professional Shortages and Skill-Mix
Options Using Community Health Workers: New Estimates for 2015.
forthcoming chapter in a book being published from papers selected from The
Performance of National Health Workforce Conference, sponsored by World
Health Organization, Neuchatel, Switzerland, October 2009 Neuchatel: World
Health Organization; 2010.

9. Scheffler RM: Is There a Doctor in the House? Market Signals and
Tomorrow’s Supply of Doctors. Palo Alto, Calif: Stanford University Press;
2008.

10.  Scheffler R, Waltzman N, Hillman J: The productivity of physician
assistants and nurse practitioners and health work force policy in the
era of managed health care. Journal of Allied Health 1996,
25(3):207-217.

11. Record JC, McCally M, Schweitzer SO, Blomquist RM, Berger BD: New
health professions after a decade and a half: delegation, productivity,
and costs in primary care. Journal of Health Politics, Policy and Law 1980,
5(3):470-497.

12. Kurowski C, Wyss K, Abdulla S, Yémadiji N, Mills A: Human Resources for
Health: Requirements and Availability in the Context of Scaling-up
Priority Interventions in Low-Income Countries: Case Studies from
Tanzania and Chad. Department for International Development (DFID),
LSHTM Health Economics and Financing Programme; 2003.

20.

22.

23.

24.

25.

26.

27.

28.

29.

30.

32.

Page 10 of 11

Centre for Reviews and Dissemination: Systematic reviews: CRD's
guidance for undertaking reviews in health care. York: University of York;
2009.

Petticrew M, Roberts H: Systematic Reviews in the Social Sciences:

A Practical Guide. Malden, MA: Blackwell Publishing; 2006.

Beel J, Gipp B: Google Scholar’s ranking algorithm: an introductory
overview. In Proceedings of 3rd International Conference on Research
Challenges in Information Science (RCIS ‘09). Institute of Electrical and
Electronics Engineers (IEEE) 2009 [http://www.beel.org/files/papers/
asestestpapers/Google%20Scholar%27s%20Ranking%20Algorithm%20-%
20An%20Introductory%200verview%20-%20prepri.pdf], (accessed on April
8, 2010).

Barber SL, Gertler PJ, Harimurti P: The Contribution of Human Resources
For Health To The Quality of Care In Indonesia. Health Affairs 2007, 26(3):
w367-w379.

Yin RK: Case Study Research: Design and Methods. Thousand Oaks, CA:
Sage Publications;, 4 2009.

Teklehaimanot A, Kitaw Y, Yohannes AG, Girma S, Seyoum A, Desta H, Ye-
Ebiyo Y: Study of the working conditions of health extension workers in
Ethiopia. Ethiopian Journal of Health Development 2007, 21(3):246-259
[http://ejhd.uib.no/ejhd-v21-n3/246%20Study%200f%20the%20Workeing%
20Conditions%200f%20Health%20Extension%20Workers%20in%20Ethiopia.
pdf], (accessed September 25, 2010).

Pereira C, Bugalho A, Bergstrom S, Vaz F, Cotiro M: A comparative study of
caesarean deliveries by assistant medical officers and obstetricians in
Mozambique. British Journal of Obstetrics and Gynaecology 1996,
103:508-512.

Hooker R: Physician assistants and nurse practitioners: the United States
experience. The Medical Journal of Australia 2006, 185:4-7.

Mullan F, Frehywot S: Non-physician clinicians in 47 sub-Saharan African
countries. Lancet 2007, 370:2158-63.

Callaghan M, Ford N, Schneider H: A systematic review of task-shifting for
HIV treatment and care in Africa. Human Resources for Health 2010, 8(8).
Lewin S, Munabi-Babigumira S, Glenton C, Daniels K, Bosch-Capblanch X,
van Wyk BE, Odgaard-Jensen J, Johansen M, Aja GN, Zwarenstein M,
Scheel IB: Lay health workers in primary and community health care for
maternal and child health and the management of infectious diseases.
Cochrane Database of Systematic Reviews 2010, 3.

Laurant M, Reeves D, Hermens R, Braspenning J, Grol R, Sibbald B:
Substitution of doctors by nurses in primary care. Cochrane Database of
Systematic Reviews 2004, 4.

Buchan J, Dal Poz MR: Skill mix in the health care workforce: reviewing
the evidence. Bulletin of the World Health Organization 2002, 80(7):575-580.
Selke HM, Kimaiyo S, Sidle JE, Vedanthan R, Tierney WM, Shen C, Denski CD,
Katschke AR, Wools-Kaloustian K: Task-Shifting of antiretroviral delivery
from health care workers to persons living with HIV/AIDS: clinical
outcomes of a community-based program in Kenya. Journal of Acquired
Immune Deficiency Syndromes 2010, 55(4):483-90.

Vasan A, Kenya-Mugisha N, Seung KJ, Achieng M, Banura P, Lule F,

Beems M, Todd J, Madraa E: Agreement between physicians and non-
physician clinicians in starting antiretroviral therapy in rural Uganda.
Human Resources for Health 2009, 7(75).

Kruk M, Pereira C, Vaz F, Bergstrom S, Galea S: Economic evaluation of
surgically trained assistant medical officers in performing major
obstetric surgery in Mozambique. British Journal of Obstetrics and
Gynaecology 2007, 114:1253-1260.

Chilopora G, Pereira C, Kamwendo F, Chimbiri A, Malunga E, Bergstrom S:
Postoperative outcome of ceasarean sections and other major
emergency obstetric surgery by clinical officers and medical officers in
Malawi. Human Resources for Health 2007, 5(17).

Huicho L, Scherpbier RW, Nkowane AM, Victora CG: The Multi-Country
Evaluation of IMCI Study Group. How much does quality of child care
vary between health workers with differing durations of training? An
observational multicountry study. Lancet 2008, 372:910-16.

Lekoubou A, Awah P, Fezeu L, Sobngwi E, Kengne AP: Hypertension,
diabetes mellitus and tasks shifting in their management in Sub-
Saharan Africa. International Journal of Environmental Research and Public
Health 2010, 7:353-363.

Rahman A, Malik A, Sikander S, Roberts C, Creed F: Cognitive behaviour
therapy-based intervention by community health workers for mothers


http://www.ncbi.nlm.nih.gov/pubmed/15207010?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15207010?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19545398?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19545398?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15488222?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15488222?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8884433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8884433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8884433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6109745?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6109745?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/6109745?dopt=Abstract
http://www.beel.org/files/papers/asestestpapers/Google%20Scholar%27s%20Ranking%20Algorithm%20--%20An%20Introductory%20Overview%20--%20prepri.pdf
http://www.beel.org/files/papers/asestestpapers/Google%20Scholar%27s%20Ranking%20Algorithm%20--%20An%20Introductory%20Overview%20--%20prepri.pdf
http://www.beel.org/files/papers/asestestpapers/Google%20Scholar%27s%20Ranking%20Algorithm%20--%20An%20Introductory%20Overview%20--%20prepri.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17389634?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17389634?dopt=Abstract
http://ejhd.uib.no/ejhd-v21-n3/246%20Study%20of%20the%20Workeing%20Conditions%20of%20Health%20Extension%20Workers%20in%20Ethiopia.pdf
http://ejhd.uib.no/ejhd-v21-n3/246%20Study%20of%20the%20Workeing%20Conditions%20of%20Health%20Extension%20Workers%20in%20Ethiopia.pdf
http://ejhd.uib.no/ejhd-v21-n3/246%20Study%20of%20the%20Workeing%20Conditions%20of%20Health%20Extension%20Workers%20in%20Ethiopia.pdf
http://www.ncbi.nlm.nih.gov/pubmed/8645640?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8645640?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8645640?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16813537?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16813537?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17574662?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17574662?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20356363?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20356363?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12163922?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/12163922?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20683336?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20683336?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20683336?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19695083?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877677?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17570847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17570847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17570847?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790314?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790314?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790314?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790314?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20616978?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20616978?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20616978?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790313?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790313?dopt=Abstract

Fulton et al. Human Resources for Health 2011, 9:1
http://www.human-resources-health.com/content/9/1/1

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

49.

50.

51.

with depression and their infants in rural Pakistan: A cluster-randomised
controlled trial. Lancet 2008, 372(9642):902-900.

Patel V: The future of psychiatry in low- and middle-income countries.
Psychological Medicine 2009, 39(11):1759-62.

Scheffler RM, Bruckner TA, Fulton BD, Yoon J, Shen G, Chisholm D, Morris J,
Dal Poz MR, Saxena S: Human Resources for Mental Health: Workforce
Shortages in Low and Middle Income Countries. Human Resources for
Health Observer # 8 Geneva: World Health Organization; 2011.

Bruckner TA, Scheffler RM, Shen G, Yoon J, Chisholm D, Morris J, Fulton BD,
Dal Poz MR, Saxena S: The mental health workforce gap in low- and
middle-income countries: a needs-based approach. Bulletin of the World
Health Organization , online 2010 [http//www.who.int/bulletin/online_first/
10-082784.pdf], (accessed December 6, 2010).

Zachariah R, Ford N, Phillips M, Lynch S, Massaquoi M, Janssens V,

Harries AD: Task shifting in HIV/AIDS: opportunities, challenges and
proposed actions for sub-Saharan Africa. Transactions of the Royal Society
of Tropical Medicine and Hygiene 2009, 103:549-558.

Rowe SY, Kelly JM, Olewe MA, Kleinbaum DG, McGowan JE, McFarland DA,
Rochat R, Deming MS: Effect of multiple interventions on community
health workers’ adherence to clinical guidelines in Siaya district, Kenya.
Transactions of the Royal Society of Tropical Medicine and Hygiene 2007,
101:188-202.

Buchan J, Calman L: Skill-Mix and policy change in the health workforce.
OECD Health Working Papers 2005, 17.

Viswanathan M, Kraschnewski JL, Nishikawa B, Morgan LC, Honeycutt AA,
Thieda P, Lohr LN, Jonas DE: Outcomes and costs of community health
worker interventions: a systematic review. Medical Care 2010,
48(9):792-808.

Brentlinger PE, Assan A, Mudender F, Ghee AE, Torres JV, Martinez PM,
Bacon O, Bastos R, Manuel R, Li LR, McKinney C, Nelson LJ: Task shifting in
Mozambique: cross-sectional evaluation of non-physician clinicians’
performance in HIV/AIDS care. Human Resources for Health 2010, 8(23).
Hounton SH, Newlands D, Meda N, De Brouwere V: A cost-effectiveness
study of caesarean-section deliveries by clinical officers, general
practitioners and obstetricians in Burkina Faso. Human Resources for
Health 2009, 7(34).

Scheffler RM, Mahoney CB, Fulton BD, Dal Poz MR, Preker AS: Estimates of
health care professional shortages in Sub-Saharan Africa by 2015. Health
Affairs 2009, 28(5):w849-w862.

Babigumira JB, Castelnuovo B, Lamorde M, Kambugu A, Stergachis A,
Easterbrook P, Garrison LP: Potential impact of task-shifting on costs of
antiretroviral therapy and physician supply in Uganda. BMC Health
Services Research 2009, 9:192.

Lopez AD, Mathers CD, Ezzati M, Jamison DT, Murray CJL: Global and
regional burden of disease and risk factors, 2001: systematic analysis of
population health data. Lancet 2006, 367:1747-57.

Walker DG, Jan S: How do we determine whether community health
workers are cost-effective? Some core methodological issues. Journal of
Community Health 2005, 30(3):221-229.

Chandrasekhar CP, Ghosh J: Information and communication
technologies and health in low income countries: the potential and the
constraints. Bulletin of the World Health Organization 2001, 79(9):850-55.
Morris MB, Chapula BT, Chi BH, Mwango A, Chi HF, Mwanza J, Manda H,
Bolton C, Pankratz DS, Stringer JSA, Reid SE: Use of task-shifting to rapidly
scale-up HIV treatment services: experiences from Lusaka, Zambia. BMC
Health Services Research 2009, 9(5).

Lehmann U, Sanders D: Community Health Workers: What Do We Know
About Them? The State of the Evidence on Programmes, Activities,
Costs and Impact on Health Outcomes of Using Community Health
Workers. Geneva: World Health Organization; 2007.

Celletti F, Wright A, Palen J, Frehywot S, Markus A, Greenberg A, de
Aguiarc RAT, Campos F, Buche E, Samba B: Can the deployment of
community health workers for the delivery of HIV services represent an
effective and sustainable response to health workforce shortages?
Results of a multicountry study. AIDS 2010, 24(Suppl 1):545-57.

Hermann K, van Damme W, Pariyo GW, Schouten E, Assefa Y, Cirera A,
Massavon W: Community health workers for ART in sub-Saharan Africa:
learning from experience - capitalizing on new opportunities. Human
Resources for Health 2009, 7(31).

Global Health Workforce Alliance Task Force on Scaling Up Education and
Training for Health Workers: Country Case Study: Pakistan’s Lady Health

52.

53.

54.

55.

56.

57.

58.

59.

60.

62.

63.

64.

65.

66.

67.

Page 11 of 11

Worker Programme. Geneva: Global Health Workforce Alliance; 2008, 2-7
[http://www.who.int/workforcealliance/knowledge/case_studies/Pakistan.
pdf], (accessed September 25, 2010).

Dickersin K: The existence of publication bias and risk factors for its
occurrence. Journal of the American Medical Association 1990,
263(10):1385-89.

Dwan K, Altman DG, Arnaiz JA: Systematic review of the empirical
evidence of study publication bias and outcome reporting bias. PLoS
ONE 2008, 3(8):¢3081.

Peters DH, El-Saharty S, Siadat B, Janovsky K, Vujicic M: Improving Health
Service Delivery in Developing Countries: From Evidence to Action.
Washington, DC: The World Bank; 2009.

World Health Organization: Task Shifting: Global Recommendations and
Guidelines. Geneva: World Health Organization; 2008 [http://www.who.int/
healthsystems/TTR-TaskShifting.pdf], (accessed September 25, 2010).
Herbertson R, Blundell A, Bowman C: The role of clinical support workers
in reducing junior doctors’ hours and improving quality of patient care.
Journal of Evaluation in Clinical Practice 2007, 13:272-75.

Kinnersley P, Anderson E, Parry K, Clement J, Archard L, Turton P,
Stainthorpe A, Fraser A, Butler CC, Rogers C: Randomised controlled trial
of nurse practitioner versus general practitioner care for patients
requesting “same day” consultations in primary care. British Medical
Journal 2000, 320:1043-8.

Gary TL, Batts-Turner M, Yeh HC, Hill-Briggs F, Bone LR, Wang NY,

Levine DM, Powe NR, Saudek CD, Hill MN, McGuire M, Brancati FL: The
effects of a nurse case manager and a community health worker team
on diabetic control, emergency department visits, and hospitalizations
among urban African Americans with type 2 diabetes mellitus: a
randomized controlled trial. Archives of Internal Medicine 2009,
169(19):1788-94.

Pereira C, Cumbi A, Malalane R, Vaz F, McCord C, Bacci A, Bergstrom S:
Meeting the need for emergency obstetric care in Mozambique: work
performance and histories of medical doctors and assistant medical
officers trained for surgery. British Journal of Obstetrics and Gynaecology
2007, 114(12):1530-33.

McCord C, Mbaruku G, Pereira C, Nzabuhakwa C, Bergstrom S: The quality
of emergency obstetrical surgery by assistant medical officers in
Tanzanian district hospital. Health Affairs 2009, 28(5):w876-w855.

De Brouwere V, Dieng T, Diadhiou M, Witter S, Denerville E: Task shifting
for emergency obstetric surgery in district hospitals in Senegal.
Reproductive Health Matters 2009, 17(33):32-44.

Sanne |, Orrell C, Fox MP, Conradie F, Ive P, Zeinecker J, Cornell M,
Heiberg C, Ingram C, Panchia R, Rassool M, Gonin R, Stevens W, Truter H,
Dehlinger M, van der Horst C, McIntyre J, Wood R: Nurse versus doctor
management of HIV-infected patients receiving antiretroviral therapy
(CIPRA-SA): a randomised non-inferiority trial. Lancet 2010,
376(9734):33-40.

Wools-Kaloustian KK, Sidle JE, Selke HM, Vedanthan R, Kemboi EK, Boit LJ,
Jebet VT, Carroll AE, Tierney WM, Kimaiyo S: A model for extending
antiretroviral care beyond the rural health centre. Journal of the
International AIDS Society 2009, 12(1):22.

Shumbusho F, van Griensven J, Lowrance D, Turate |, Weaver MA, Price J,
Binagwaho A: Task Shifting for scale-up of HIV care: evaluation of nurse-
centered antiretroviral treatment at rural health centers in Rwanda. PLoS
Medicine 2009, 6(10).

McCourt W, Awases M: Addressing the human resources crisis: a case
study of the Namibian health service. Human Resources for Health 2007,
5(1).

Kober K, Van Damme W: Scaling up access to antiretroviral treatment in
southern Africa: who will do the job? Lancet 2004, 364:103-07.
Ehrenberg RG, Smith RS: Modern Labor Economics: Theory and Public
Policy. Reading, Massachusetts: Addison-Wesley;, 7 2000.

doi:10.1186/1478-4491-9-1

Cite this article as: Fulton et al: Health workforce skill mix and task
shifting in low income countries: a review of recent evidence. Human
Resources for Health 2011 9:1.



http://www.ncbi.nlm.nih.gov/pubmed/18790313?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18790313?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20162837?dopt=Abstract
http://www.who.int/bulletin/online_first/10-082784.pdf
http://www.who.int/bulletin/online_first/10-082784.pdf
http://www.ncbi.nlm.nih.gov/pubmed/18992905?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18992905?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17064747?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17064747?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20706166?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20706166?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20939909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20939909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20939909?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19371433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19371433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19371433?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19661111?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19661111?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19845963?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19845963?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16731270?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16731270?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16731270?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15847247?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15847247?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11584733?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11584733?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11584733?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19134202?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19134202?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20023439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20023439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20023439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20023439?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19358701?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19358701?dopt=Abstract
http://www.who.int/workforcealliance/knowledge/case_studies/Pakistan.pdf
http://www.who.int/workforcealliance/knowledge/case_studies/Pakistan.pdf
http://www.ncbi.nlm.nih.gov/pubmed/2406472?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2406472?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18769481?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18769481?dopt=Abstract
http://www.who.int/healthsystems/TTR-TaskShifting.pdf
http://www.who.int/healthsystems/TTR-TaskShifting.pdf
http://www.ncbi.nlm.nih.gov/pubmed/17378875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17378875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10764366?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10764366?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/10764366?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19858437?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19858437?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19858437?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19858437?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19858437?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877775?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877775?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17877775?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19661113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19661113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19661113?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19523580?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19523580?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20557927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20557927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20557927?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19788755?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19788755?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19823569?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/19823569?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17224048?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17224048?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15234864?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15234864?dopt=Abstract

	Abstract
	Background
	Methods
	Results
	Conclusions

	Introduction
	Economic framework to evaluate skill mix

	Methods and data
	Results
	Discussion
	Proposed research agenda
	Study limitations
	Information gaps

	Conclusion
	Acknowledgements
	Author details
	Authors' contributions
	Competing interests
	References

