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Hodnett 2011 

HODNETT 2011 

Question: Should continuous support from lay health workers versus usual care be used for women in labour? 
Bibliography: Hodnett ED, Gates S, Hofmeyr GJ, Sakala C, Weston J. Continuous support for women during childbirth. Cochrane Database of Systematic Reviews 2011, Issue 2.  
Settings: USA, Canada, Mexico, Guatemala, South Africa 
Summary of Findings Table author: Claire  Glenton 

Question: Should continuous support from lay health workers versus usual care be used for women in labour? 

Bibliography: Hodnett ED, Gates S, Hofmeyr GJ, Sakala C, Weston J. Continuous support for women during childbirth. Cochrane Database of Systematic Reviews 2011, Issue 2.  

Quality assessment Summary of Findings 

Participants 

(studies) 

 

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute effects 

With usual 

care 

With continuous 

support from lay 

health workers 

Risk with 

Usual 

care 

Risk difference with 

continuous support from lay 

health workers (95% CI) 

Any analgesia/anaesthesia 

9152 

(4 studies) 

serious
1
 serious

2
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊝⊝ 

LOW
1,2

 

due to risk of bias, 

inconsistency 

3757/4578  

(82.1%) 

3624/4574  

(79.2%) 

RR 0.97  

(0.96 to 

0.99) 

821 per 
1000 

25 fewer per 1000 
(from 8 fewer to 33 
fewer) 

Synthetic oxytocin during labour 

1018 

(3 studies) 

serious
3
 serious

2
 no serious 

indirectness 

no serious 

imprecision
4
 

undetected ⊕⊕⊝⊝ 

LOW
2,3,4

 

due to risk of bias, 

inconsistency 

100/546  

(18.3%) 

56/472  

(11.9%) 

RR 0.69  

(0.5 to 

0.94) 

183 per 
1000 

57 fewer per 1000 
(from 11 fewer to 92 
fewer) 

Spontaneous vaginal birth 

1935 

(5 studies) 

serious
5
 no serious 

inconsistency 

no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
5
 

due to risk of bias 

734/1012  

(72.5%) 

736/923  

(79.7%) 

RR 1.12  

(1.07 to 

1.17) 

725 per 
1000 

87 more per 1000 
(from 51 more to 123 
more) 
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Caesarean birth 

2330 

(7 studies) 

serious
6
 no serious 

inconsistency 

no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
6
 

due to risk of bias 

246/1185  

(20.8%) 

169/1145  

(14.8%) 

RR 0.72  

(0.6 to 

0.86) 

208 per 
1000 

58 fewer per 1000 
(from 29 fewer to 83 
fewer) 

Admission to special care nursery 

829 

(2 studies) 

serious
7
 serious

2
 no serious 

indirectness 

serious
8
 undetected ⊕⊝⊝⊝ 

VERY LOW
2,7,8

 

due to risk of bias, 

inconsistency, 

imprecision 

88/449  

(19.6%) 

72/380  

(18.9%) 

RR 0.86  

(0.66 to 

1.12) 

196 per 
1000 

27 fewer per 1000 
(from 67 fewer to 24 
more) 

Negative rating of /negative feelings about birth experience 

1325 

(3 studies) 

serious
9
 no serious 

inconsistency 

no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
9
 

due to risk of bias 

273/660  

(41.4%) 

183/665  

(27.5%) 

RR 0.66  

(0.57 to 

0.77) 

414 per 
1000 

141 fewer per 1000 
(from 95 fewer to 178 
fewer) 

Breastfeeding at 1-2 months postpartum 

804 

(2 studies) 

serious
10

 no serious 

inconsistency 

no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
10

 

due to risk of bias 

298/396  

(75.3%) 

324/408  

(79.4%) 

RR 1.05  

(0.98 to 

1.13) 

753 per 
1000 

38 more per 1000 
(from 15 fewer to 98 
more) 

 

1
 Downgraded for unclear allocation concealment and unclear sequence generation 

2
 Downgraded for heterogeneity 

3
 Downgraded for unclear sequence generation and lack of blinding in one trial and unclear allocation concealment in two trials.  

4
 Some imprecision because of relatively few events, but decision not to grade down due to global assessment of the data 

5
 Downgraded because 2 studies had unclear sequence generation; 1 study had failed concealment while 2 studies had unclear concealment; 1 study had failed blinding and 2 studies had unclear blinding.  

6
 Downgraded because 4 studies had unclear sequence generation; 1 study had failed concealment while 3 studies had unclear concealment; 1 study had failed blinding and 3 studies had unclear 

blinding; 1 study had incomplete outcome data; 1 study had unclear reporting; and 1 study had other bias.  
7
 Downgraded because both studies had unclear sequence generation and unclear blinding  

8
 Downgraded for sparse data and wide confidence intervals 

9
 Downgraded because one study had unclear sequence generation; 2 studies had unclear concealment allocation; one study failed blinding and one study had unclear blinding.  

10
 Downgraded because both studies had unclear concealment allocation; and one study failed blinding.  
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HOFMEYR 2010 

Question: Should external cephalic version be used for breech presentation at term? 
Bibliography: Hofmeyr GJ, Kulia R. External cephalic version for breech presentation at term. Cochrane Database of Systematic Reviews 1996, Issue 1. Review content assessed as up-to-date: 7 
December 2010 
Settings: Sudan, Jordan, Zimbabwe, South Africa, Netherlands, UK, USA 
Summary of Findings Table author: Claire  Glenton 

 

Question: Should external cephalic version be used for breech presentation at term? 

Bibliography: Hofmeyr GJ, Kulia R. External cephalic version for breech presentation at term. Cochrane Database of Systematic Reviews 1996, Issue 1. Review content assessed as up-to-date: 7 
December 2010  

Quality assessment Summary of Findings 

Participants 
(studies) 
 

Risk of bias Inconsistency Indirectness Imprecision Publication 
bias 

Overall quality of 
evidence 

Study event rates (%) Relative 
effect 
(95% CI) 

Anticipated absolute effects 

With 
control 

With external 
cephalic version 

Risk with 
Control 

Risk difference with 
external cephalic version 
(95% CI) 

Non-cephalic births 

1245 
(7 studies) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊕⊕⊝ 
MODERATE

1
 

due to risk of bias 

477/631  
(75.6%) 

229/614  
(37.3%) 

RR 0.46  
(0.31 to 
0.66) 

756 per 
1000 

408 fewer per 1000 
(from 257 fewer to 522 
fewer) 

Caesarean section 

1245 
(7 studies) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊕⊕⊝ 
MODERATE

1
 

due to risk of bias 

187/631  
(29.6%) 

119/614  
(19.4%) 

RR 0.63  
(0.44 to 
0.9) 

296 per 
1000 

110 fewer per 1000 
(from 30 fewer to 166 
fewer) 

Neonatal admission 

52 
(1 study) 

no serious 
risk of bias 

no serious 
inconsistency 

no serious 
indirectness 

very serious
2
 undetected ⊕⊕⊝⊝ 

LOW
2
 

due to imprecision 

3/27  
(11.1%) 

1/25  
(4%) 

RR 0.36  
(0.04 to 
3.24) 

111 per 
1000 

71 fewer per 1000 
(from 107 fewer to 249 
more) 

Perinatal death 

1053 
(6 studies) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

serious
2
 undetected ⊕⊕⊝⊝ 

LOW
1,2

 
due to risk of bias, 
imprecision 

4/529  
(0.76%) 

1/524  
(0.19%) 

RR 0.34  
(0.05 to 
2.12) 

8 per 
1000 

5 fewer per 1000 
(from 7 fewer to 8 more) 

1
 Downgraded for lack of blinding, lack of or unclear allocation concealment, unclear sequence generation, selective reporting, and unclear data assessment 

2
 Downgraded because of wide confidence intervals and few events 
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LASSI 2012 

Question: Should midwives versus obstetricians/doctors + midwives be used for improving the delivery of health services? 
Bibliography: Lassi ZS, Bhutta ZA. Mid-level health workers for improving the delivery of health services. Cochrane Database of Systematic Reviews (awaiting publication) 
Settings: Australia, Canada, UK 
Summary of Findings Table author: Claire Glenton 
 

Question: Should midwives versus obstetricians/doctors + midwives be used for improving the delivery of health services? 

Bibliography: Lassi ZS, Bhutta ZA. Mid-level health workers for improving the delivery of health services. Cochrane Database of Systematic Reviews (awaiting publication)  

Quality assessment Summary of Findings 

Participants 

(studies) 

 

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute effects 

With 

obstetricians/doctors + 

midwives 

With 

midwives 

Risk with 

obstetricians/doctors + 

midwives 

Risk difference 

with midwives 

(95% CI) 

Maternal mortality - not measured 

- - - - - - See comment - - - See comment See comment 

Postpartum haemorrhage 

5901 

(4 studies
3,4,5,6

) 

serious
1
 serious

2
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊝⊝ 

LOW
1,2

 

due to risk of bias, 

inconsistency 

116/2396  

(4.8%) 

59/3505  

(1.7%) 

RR 0.42  

(0.32 to 

0.56) 

48 per 1000 28 fewer per 
1000 
(from 21 
fewer to 33 
fewer) 

Caesarean birth 

9441 

(6 

studies
3,4,5,6,8,9

) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
7
 undetected ⊕⊕⊝⊝ 

LOW
1,7

 

due to risk of bias, 

imprecision 

370/3716  

(10%) 

487/5725  

(8.5%) 

RR 0.92  

(0.81 to 

1.05) 

100 per 1000 8 fewer per 
1000 
(from 19 
fewer to 5 
more) 
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Preterm birth 

9210 

(5 

studies
4,5,6,8,9

) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
7
 undetected ⊕⊕⊝⊝ 

LOW
1,7

 

due to risk of bias, 

imprecision 

205/3604  

(5.7%) 

256/5606  

(4.6%) 

RR 0.87  

(0.73 to 

1.04) 

57 per 1000 7 fewer per 
1000 
(from 15 
fewer to 2 
more) 

Overall fetal loss or neonatal deaths 

9276 

(5 

studies
4,5,6,8,9

) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
7
 undetected ⊕⊕⊝⊝ 

LOW
1,7

 

due to risk of bias, 

imprecision 

69/3610  

(1.9%) 

92/5666  

(1.6%) 

RR 0.95  

(0.69 to 

1.3) 

19 per 1000 1 fewer per 
1000 
(from 6 fewer 
to 6 more) 

Admission to special care nursery/NICU 

10030 

(6 

studies
3,4,5,6,8,9

) 

serious
1
 serious

2
 no serious 

indirectness 

serious
2
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,2

 

due to risk of bias, 

inconsistency, 

imprecision 

219/4237  

(5.2%) 

303/5793  

(5.2%) 

RR 1.05  

(0.88 to 

1.24) 

52 per 1000 3 more per 
1000 
(from 6 fewer 
to 12 more) 

 

1
 Downgraded because of high risk of attrition bias; lack of or uncertainty regarding blinding of participants and oucome assessors; and uncertainty regarding random sequence generation.  

2
 Downgraded because of inconsistency of results across studies 

3
 Harvey 1996 

4
 MacVicar 1993 

5
 Turnbull 1996 

6
 Waldenström 2001 

7
 Downgraded because the confidence interval includes both considerable benefit as well as harm. 

8
 Hundley 1994 

9
 Rowley 1995 
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LAURANT 2012 

Question: Should nurses substitute for physicians in primary care? 
Bibliography: Laurant M, Wijers N, Watananirun K, Kontopantelis E, Sibald B. Substitution of nurses for physicians in primary care. Cochrane Database of Systematic Reviews. Update in progress. 2012.  
Settings: UK (11 studies), USA (7 studies), Canada (4 studies), the Netherlands (4 studies), Germany (1 study), South Africa (1 study) 
Summary of Findings Table authors: Miranda Laurant, Simon Lewin, Claire Glenton 

 

Patients or population: All presenting patients in primary care 
Settings: United Kingdom (UK) (n=11), United States of America (USA) (n=7), Canada (n=4), the Netherlands (n=4), Germany (n=1), South Africa (n=1) 
Intervention: Substitution of nurses for doctors (nurse-led primary care)  
Comparison: Routine care provided by doctors (doctor-led primary care) 

Outcomes Impacts Number of 

studies 

Quality of the evidence 

(GRADE)* 1 

Patient health status  Studies showed either, for some of the outcomes, benefits in favour of nurses 
(outcomes assessed in 7 studies) or, for other outcomes, no differences 
between nurses and primary care doctors (outcomes assessed in 24 studies) 
 

24  

(23 RCTs/CCTs; 1 CBA) 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low  

Patient mortality No differences between nurses and primary care doctors  
 

4 

(4 RCTs) 

⊕⊕⊕⊝ moderate 

Process of care In five studies there were differences between nurses and primary care doctors 
in process of care, e.g. nurses gave more advice to patients. In the other five 
studies there were no differences between nurses and primary care doctors 

10 

(8 RCTs/CCTs; 2 CBAs) 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low 

Patient satisfaction 
and preferences 

 In three studies out of seven studies patients were significantly more 
satisfied with nurses compared with primary care doctors. No differences 
were found in the other four studies 

 In two studies out of three studies patients preferred significantly more 
often to see a nurse rather than a primary care doctor. No difference was 
found in the remaining study 

8 

(7 RCTs/CCTs; 1 CBA) 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low 

Other patient 
outcomes 

Results were mixed. Studies showed either benefits in favour of nurses (3 
studies) or no differences between nurses and primary care doctors (4 studies) 

7 

(6 RCTs/CCTs; 1 CBA) 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low 
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Resource use  Consultation length was longer for nurses compared to primary care 
doctors.  

 For the frequency of consultations (e.g. return visits, home visits), results 
were mixed 

 For most studies there were no differences between nurse-led and 
doctor-led care for the number of prescriptions, tests and investigations 

 No differences were found in the use of other healthcare services, e.g. 
referral to hospital, hospital admissions, consultations with other 
healthcare providers 

 Consultation length: 6 RCTs 

 Frequency of consultations: 4 RCTs, 2 

CBAs 

 Number of prescriptions: 9 RCTs, 1 CBA 

 Use of other services: 10 RCTs, 3 CBAs 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low  

 

Costs All studies showed lower costs for nurse-led care. Of those that conducted 
statistical testing, two of the three studies showed that nurse-led care resulted 
in significant reductions in healthcare costs 

7 

(6 RCTs/CCTs; 1 CBA) 

RCTs/CCTs: ⊕⊕⊕⊝ moderate 

CBA: ⊕⊝⊝⊝ very low  

 

 

 
1 These GRADE assessments were based on a rapid appraisal of the relevant studies and data.

*GRADE Working Group grades of evidence 
 
⊕⊕⊕⊕ High: We are very confident that the true effect lies close to that of the estimate of the effect 
⊕⊕⊕⊝ Moderate: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 
⊕⊕⊝⊝ Low: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 
⊕⊝⊝⊝ Very low: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 
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LEWIN 2012 (TABLE 1) 

Question: Should LHW support versus usual care be used for breastfeeding? 

Bibliography: 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  (update in preparation 2012) 

Settings: Bangladesh (4 studies); UK (4 studies); USA (4 studies); Brazil (2 studies); India (2 studies); Canada; Burkina Faso; Mexico; Phillipines; Uganda
1
 

Summary of Findings Table authors:  Simon Lewin, Susan Munabi-Babigumira  
 

Question: Should LHW support versus usual care be used for breastfeeding? 

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  (update in preparation 2012) 

Quality assessment Summary of Findings 

Participants 

(studies) 

Follow up 

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute 

effects 

With usual 

care 

With LHW 

support 

Risk with 

usual care 

Risk difference with 

LHW support 

(95% CI) 

Initiation of breastfeeding (CRITICAL OUTCOME; assessed with: Self-report) 

34085 

(13 studies
3
) 

0.3 - 16 

months
4
 

no serious 

risk of bias 

serious
2
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
2
 

due to 

inconsistency 

8230/15280  

(53.9%) 

11978/18805  

(63.7%) 

RR 1.34  

(1.13 to 

1.59) 

Low
5
 

150 per 
1000 

51 more per 1000 
(from 20 more to 
89 more) 

Moderate
5
 

550 per 
1000 

187 more per 
1000 
(from 71 more to 
325 more) 

High
5
 

680 per 
1000 

231 more per 
1000 
(from 88 more to 
401 more) 

Any breastfeeding (IMPORTANT OUTCOME; assessed with: Self-report) 
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8626 

(13 studies
7
) 

0.3 - 12 

months
8
 

no serious 

risk of bias 

serious
6
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
6
 

due to 

inconsistency 

2746/4245  

(64.7%) 

3029/4381  

(69.1%) 

RR 1.19  

(1.07 to 

1.33) 

Low
9
 

150 per 
1000 

29 more per 1000 
(from 11 more to 
50 more) 

Moderate
9
 

350 per 
1000 

67 more per 1000 
(from 25 more to 
116 more) 

High
9
 

820 per 
1000 

156 more per 
1000 
(from 57 more to 
271 more) 

Exclusive breastfeeding (CRITICAL OUTCOME; assessed with: Self-report) 

23341 

(15 studies
11

) 

1 - 6 months
12

 

no serious 

risk of bias 

serious
10

 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
10

 

due to 

inconsistency 

6003/11291  

(53.2%) 

8209/12050  

(68.1%) 

RR 2.68  

(1.86 to 

3.87) 

Low
13

 

10 per 
1000 

17 more per 1000 
(from 9 more to 29 
more) 

Moderate
13

 

100 per 
1000 

168 more per 
1000 
(from 86 more to 
287 more) 

High
13

 

400 per 
1000 

672 more per 1000 
(from 344 more to 
1000 more) 

1
 This list includes all studies that measured breastfeeding outcomes, regardless of whether these outcomes were included in a meta-analysis. 

2
 Large inconsistencies in results. Caulfield 1998, Haider 2000 and Kumar 2008 had much higher RRs for initiation of breastfeeding, possibly explained by differences in control group rates between these 3 studies and the 

remaining trials. 
3
 Study countries: Bangladesh (3); UK (3); USA (3); India (2); Canada (1); Mexico (1);  

4
 Length of follow-up is for the study as a whole, which generally included other outcomes. Length of follow-up for 'Initiation of breastfeeding' was not always specified, but is likely to have been shorter. 

5
 Control group risks based on baseline risks found in the included studies, specifically the next to lowest, the median and the next to highest.  

6
 Moderate inconsistencies in results. Agrasada 2005 and Caulfield 1998 measured higher rates of any breastfeeding than the other included studies. 

7
 Study countries: USA (4); UK (3); Brazil (2); Canada (1); Mexico (1); Bangladesh (1); Phillipines (1). 

8
 Length of follow-up is for the study as a whole, which generally included other outcomes. 

9
 Control group risks based on baseline risks found in the included studies, specifically the next to lowest, the median and the next to highest.  

10
 No explanation was provided. 

11
 Study countries: UK (3); Bangladesh (2); Canada (2); USA (2); Brazil (1); Burkina Faso (1); India (1); Mexico (1); Phillipines (1); Uganda (1).  

12
 Length of follow-up is for the study as a whole, which generally included other outcomes. 

13
 'Low' control group risk was 0%. 
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LEWIN 2012 (TABLE 2) 

Question: Should LHWs versus usual care be used for reducing mortality and morbidity in infants and children <5 years? 
Bibliography: 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. Update in progress. 2012. 
Settings: Bangladesh (3 studies), Ethiopia, Tanzania, Nepal, Ghana, Thailand, Viet Nam, India, Burkina Faso 
Summary of Findings Table authors:  Simon Lewin, Susan Munabi-Babigumira  
 

Question: Should LHWs versus usual care be used for reducing mortality and morbidity in infants and children <5 years? 

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  (update in preparation 2012).  

Quality assessment Summary of Findings 

Participants 

(studies) 

Follow up  

Risk of bias Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute 

effects 

With usual 

care 

With LHWs Risk with 

usual care 

Risk difference 

with LHWs 

(95% CI) 

Mortality among children less than 5 years (CRITICAL OUTCOME; assessed with: Verbal autopsy) 

56378 

(3 studies
4
) 

1-2 years 

serious
1
 no serious 

inconsistency 

no serious 

indirectness
2
 

serious
3
 undetected ⊕⊕⊝⊝ 

LOW
1,2,3

 

due to risk of bias, 

imprecision 

2518/33849  

(7.4%) 

1173/22529  

(5.2%) 

RR 0.75  

(0.55 to 

1.03) 

Study population
5
 

74 per 
1000 

19 fewer per 
1000 
(from 33 fewer 
to 2 more) 

Moderate
5
 

50 per 
1000 

13 fewer per 
1000 
(from 22 fewer 
to 1 more) 

Morbidity e.g. fever, diarrhoea, ARI (CRITICAL OUTCOME; assessed with: Verbal reports obtained during home visits, record reviews) 

36028 

(12 studies
9
) 

4-33 months 

serious
6
 serious

7
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊝⊝ 

LOW
6,7

 

due to risk of bias, 

inconsistency 

5715/17018  

(33.6%) 

4884/19010  

(25.7%)
8
 

RR 0.84  

(0.75 to 

0.94) 

336 per 
1000 

54 fewer per 
1000 
(from 20 fewer 
to 84 fewer) 
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Neonatal Mortality (CRITICAL OUTCOME; assessed with: verbal autopsy) 

48736 

(6 studies
11

) 

12 - 24 

months 

no serious 

risk of bias 

serious
10

 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
10

 

due to inconsistency 

931/21288  

(4.4%) 

1000/27448  

(3.6%) 

RR 0.76  

(0.6 to 

0.98) 

44 per 
1000 

10 fewer per 
1000 
(from 1 fewer to 
17 fewer) 

Morbidity - care seeking practice (IMPORTANT OUTCOME; assessed with: hospital record review) 

15259 

(5 studies
14

) 

12 - 33 

months 

no serious 

risk of bias 

serious
12

 no serious 

indirectness 

serious
13

 undetected ⊕⊕⊝⊝ 

LOW
12,13

 

due to inconsistency, 

imprecision 

1806/8075  

(22.4%) 

1817/7184  

(25.3%) 

RR 1.19  

(0.91 to 

1.55) 

224 per 
1000 

42 more per 
1000 
(from 20 fewer 
to 123 more) 

 

1
 In Pence 2005, only 2 clusters were randomised for this comparison and there were significant baseline imbalances. The quality of evidence was therefore downgraded for limitations in design. 

None of the 3 trials in this analysis adjusted adequately for clustering in the original report. After the design effect was taken into account, the CIs for the effect estimates were wider than reported in 

the original papers.  
2
 In Kidane 2000, cause of death from malaria was obtained from verbal autopsies during a period when measles and chronic wasting were also important health problems. Some of the deaths 

attributed to malaria may have been due to these other causes. In addition, authors verified only 1/3 of the deaths using a second assessor who was blinded.  
3
 The quality of evidence was downgraded for imprecision as the pooled estimate of effect included both no effect and appreciable benefit. The imprecision is related to the small number of clusters 

in Pence 2005 (2 clusters) and Kidane 2000 (24 clusters), giving a design effect of 267,7 and 12.4 for these two studies respectively.  
4
 Mtango 1986, Kidane 2000, Pence 2005. 

5
 Median baseline control group risk among included studies. 

6
 For all studies it is not clear whether outcome assessors were blinded or not. The reliance on verbal reporting of outcomes may have introduced reporting bias. 

7
 There are moderate levels of heterogeneity across these studies (I2=58%, p=0.007) and the confidence intervals do not overlap for all of the studies. The reasons for this heterogeneity are not 

clear. 
8
 Absolute numbers not reported for Azad 2010 and therefore not included in the number of events. 

9
 Anderson 2005, Azad 2010, Bari 2006, Chongsuvivatwong 1996, Kouyate 2008, Kumar 2008, Manandhar 2004, Sloan 2008, Sripaipan 2002, Tripathy 2010, Tylleskar - Burkina Faso 2011, 

Tylleskar - Uganda 2011 
10

 There are high levels of heterogeneity across these studies (I2=85%, p=<0.00005) and the confidence intervals of the studies do not overlap. The reasons for this heterogeneity are not clear, but 

may relate to differences in the length of follow up across the studies (12-24 months).  
11

 Azad 2010, Baqui 2008, Kumar 2008, Manandhar 2004, Sloan 2008, Tripathy 2010. 
12

 There are high levels of heterogeneity across these studies (I2=66%, p=0.02) and the confidence intervals have minimal overlap. The reasons for this heterogeneity are not clear, but may relate to 

differences in the length of follow up across the studies (12-33 months). 
13

 The 95% CI includes both no effect and appreciable benefit. 
14

 Azad 2010, Bari 2006, Manandhar 2004, Sloan 2008, Tripathy 2010. 
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LEWIN 2012 (TABLE 3) 

Question: Should lay health workers versus usual care be used for reducing maternal mortality? 
Bibliography: 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. Update in progress. 2012. 
Settings: Bangladesh; India; Nepal 
Summary of Findings Table authors:  Simon Lewin 
 

Question: Should Lay health workers versus usual care be used for reducing maternal mortality? 

Bibliography: 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. Update in progress. 2012. 

Quality assessment Summary of Findings 

Participants 

(studies) 

Follow up  

Risk of bias Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute effects 

With usual 

care 

With lay health 

workers 

Risk with 

usual care 

Risk difference with lay 

health workers 

(95% CI) 

Maternal mortality (CRITICAL OUTCOME; assessed with: Verbal autopsy) 

59467 

(3 studies
3
) 

unclear  

no serious 

risk of bias 

serious
1
 no serious 

indirectness 

serious
2
 undetected ⊕⊕⊝⊝ 

LOW
1,2

 

due to inconsistency, 

imprecision 

106/30173  

(0.35%) 

114/29294  

(0.39%) 

RR 0.86  

(0.34 to 

2.19) 

4 per 
1000 

0 fewer per 1000 
(from 2 fewer to 4 
more) 

1
 There are high levels of heterogeneity across these studies (I2=81%, p=0.005) and the confidence intervals of the studies do not overlap. The reasons for this heterogeneity are not clear.  

2
 The quality of evidence was downgraded for imprecision as the pooled estimate of effect included both no effect and appreciable benefit. 

3
 Azad 2010 (Bangladesh); Manandhar 2004 (Nepal); Tripathy 2010 (India). 
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LEWIN 2012 (TABLE 4) 

Question: Should LHWs versus usual care be used to (a) promote, (b) initiate and / or (c) maintain kangaroo mother care for low birth weight infants? 
Bibliography: 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. Update in progress. 2012. 
Settings: Bangladesh (2 studies), India (1 study) 
Summary of Findings Table author:  Simon Lewin 
 

Patients or population: Mothers with young infants 
Settings: Bangladesh (2 studies), India (1 study)1 
Intervention: Lay health workers to (a) promote, (b) initiate and / or (c) maintain kangaroo mother care for low birth weight infants 
Comparison: Usual 

Outcomes Impacts Number of RCTs Quality of the evidence (GRADE)* 

Use of skin-to-skin 
care within 24 hours 
after birth 

As part of a package of maternal and newborn care, LHW promotion probably leads to an increase 
in the use of skin-to-skin care within 24 hours after birth, compared to usual care (RR 8.49, 95% 
CI 6.58 to 10.93) 

1 

 
⊕⊕⊕⊝ Moderate

2
 

 

Neonatal mortality Mixed effects, as part of a package of maternal and newborn care: 

 Kumar 2008: may reduce neonatal mortality (RR 0.51, 95% CI 0.39 to 0.67)  

 Baqui 2008 and Sloan 2008: may lead to little or no difference in neonatal mortality (Bacqui 

2008: RR 0.87, 95% CI 0.74 to 1.02; Sloan 2008: RR 1.06, 95% CI 0.80 to 1.41).  

Also see Appendix: Lewin 2012 – Table 2. 

3 ⊕⊕⊝⊝ Low 
3,4

 

 

 
1 Baqui 2008, Kumar 2008, Sloan 2008. 
2 

Findings based on one study only.
 

3 There are high levels of heterogeneity across these studies and the confidence intervals of the studies do not overlap. The reasons for this heterogeneity are not clear. 

4 Downgraded for indirectness as these trials do not assess directly the effects of kangaroo mother care. 

  

*GRADE Working Group grades of evidence 
⊕⊕⊕⊕ High: We are very confident that the true effect lies close to that of the estimate of the effect 
⊕⊕⊕⊝ Moderate: We are moderately confident in the effect estimate: The true effect is likely to be close to the estimate of the effect, but there is a possibility that it is substantially different 
⊕⊕⊝⊝ Low: Our confidence in the effect estimate is limited: The true effect may be substantially different from the estimate of the effect 
⊕⊝⊝⊝ Very low: We have very little confidence in the effect estimate: The true effect is likely to be substantially different from the estimate of effect 
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LEWIN 2012 (TABLE 5) 

 

 

Question: Should LHWs vs usual care be used for improving immunisation uptake among children < 2 years whose vaccination is not up to date? 

Bibliography: 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. Update in progress. 2012. 

Settings: Urban settings in (3 studies), Ireland (1 study) 

Summary of Findings table authors: S. Munabi-Babigumira, S Lewin  

Question: Should LHWs versus usual care be used for improving immunisation uptake among children < 2 years whose vaccination 

is not up to date? 

Bibliography: 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. Update in progress. 2012.  

Quality assessment Summary of Findings 

Participants 

(studies) 

Follow up  

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute 

effects 

With usual 

care 

With LHWs Risk with 

usual 

care 

Risk difference 

with LHWs 

(95% CI) 

Immunisation schedule up to date (CRITICAL OUTCOME; assessed with: Interviews with mothers, record reviews ) 

3701 

(4 studies
4
) 

6.5-24 months 

serious
1,2

 no serious 

inconsistency
3
 

no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊕⊕⊝ 

MODERATE
1,2,3

 

due to risk of bias 

900/1867  

(48.2%) 

1030/1834  

(56.2%) 

RR 1.19  

(1.09 to 

1.3) 

482 per 
1000 

92 more per 
1000 
(from 43 more 
to 145 more) 

 

1
 In Barnes 1999, only 37.5% of eligible families consented to participate, 21.2% refused to particpate, 14.3% were living out of the country or in another state. A significantly greater percentage of 

non-enrolled children were covered by Medicaid insurance than enrolled children (p=0.02). The quality of evidence was downgraded by 0.5 because of these design limitations (also see footnote 3).  
2
 In Johnson 1993 the outcomes were recorded by a family development nurse who knew the group assignment of the mother-child pair. 

3
 There is wide variation in the estimates of the included studies from no effect to a 36% relative increase. The quality of evidence was downgraded by 0.5 because of these inconsistencies. 

4
 Barnes 1999, Johnson 1993, LeBaron 2004, Rodewald 1999  
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OLADAPO 2012  

Question: Should LHWs delivering injectable contraceptives vs usual care be used for women of reproductive age who require contraception? 
Bibliography: Oladapo OT, Khanna R, Lewin S, Gülmezoglu M. Lay health workers for delivery of injectable contraceptives.. In progress. 
Settings: Nakasongola district, rural Uganda 
Summary of Findings Table authors: Oladapo OT, Khanna R, Lewin S, Gülmezoglu M 
 

Question: Should LHWs delivering injectable contraceptives vs usual care be used for women of reproductive age who require 
contraception? 

Bibliography: Oladapo OT, Khanna R, Lewin S, Gülmezoglu M. Lay health workers for delivery of injectable contraceptives. Cochrane Database of Systematic Reviews [Year], Issue [Issue].  

Quality assessment Summary of Findings 

Participants 
(studies) 
 

Risk of 
bias 

Inconsistency Indirectness Imprecision Publication 
bias 

Overall quality of 
evidence 

Study event rates (%) Relative 
effect 
(95% CI) 

Anticipated absolute effects 

With usual 
care 

With LHWs 
delivering DMPA 

Risk with usual 
care 

Risk difference with LHWs delivering 
DMPA (95% CI) 

Uptake of injectable contraceptive (as measured by first time users) (CRITICAL OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊝⊝⊝ 
VERY LOW

1
 

due to risk of bias 

249/328  
(75.9%) 

386/449  
(86%) 

RR 1.13  
(1.05 to 
1.22) 

759 per 1000 99 more per 1000 
(from 38 more to 167 more) 

Re-injection at 12 weeks (CRITICAL OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊝⊝⊝ 
VERY LOW

1
 

due to risk of bias 

279/328  
(85.1%) 

395/449  
(88%) 

RR 1.03  
(0.98 to 
1.09) 

851 per 1000 26 more per 1000 
(from 17 fewer to 77 more) 

Minor adverse effects: reaction at injection site (pain or temporary numbness) (IMPORTANT OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

serious
2
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,2

 
due to risk of bias, 
imprecision 

0/328  
(0%) 

3/449  
(0.67%) 

RR 5.12  
(0.27 to 
98.74) 

0 per 1000 - 

Severe adverse effects: injection site morbidities (infections or abscesses) (CRITICAL OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

serious
3
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,3

 
due to risk of bias, 
imprecision 

0/328  
(0%) 

0/449  
(0%) 

not pooled See comment See comment 

Client's satisfaction with provider's care (IMPORTANT OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊝⊝⊝ 
VERY LOW

1
 

due to risk of bias 

305/328  
(93%) 

427/449  
(95.1%) 

RR 1.02  

(0.99 to 
1.06) 

930 per 1000 19 more per 1000 

(from 9 fewer to 56 more) 

Client's satisfaction with injectable as a method (IMPORTANT OUTCOME) 

777 
(1 study) 

serious
1
 no serious 

inconsistency 
no serious 
indirectness 

no serious 
imprecision 

undetected ⊕⊝⊝⊝ 
VERY LOW

1
 

due to risk of bias 

295/328  
(89.9%) 

417/449  
(92.9%) 

RR 1.03  
(0.99 to 
1.08) 

899 per 1000 27 more per 1000 
(from 9 fewer to 72 more) 

 

1
 Single non-randomised study at unclear risk of recruitment bias and high risk of attrition bias.  

2
 Imprecise (wide) confidence interval that includes both benefit and harm. 

3
 No events recorded in either the intervention or control group. Confidence interval likely to be very wide.
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SIBLEY 2012 

Question: Should Trained TBAs versus untrained TBAs be used for maternal and neonatal health issues? 
Bibliography: Sibley LM, Sipe TA, Diallo MM, Barry D. Traditional birth attendant training for improving health behaviours and pregnancy outcomes. Cochrane Database of Systematic  Reviews 
(awaiting publication). 
Settings: Rural Pakistan 
Summary of Findings Table author: Claire Glenton 
 

Question: Should Trained TBAs vs untrained TBAs be used for maternal and neonatal health issues? 

Bibliography: Sibley LM, Sipe TA, Diallo MM, Barry D. Traditional birth attendant training for improving health behaviours and pregnancy outcomes. Cochrane Database of Systematic Reviews 

(awaiting publication).  

Quality assessment Summary of Findings 

Participants 

(studies) 

 

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute effects 

With 

untrained 

TBAs 

With trained 

TBAs 

Risk with untrained 

TBAs 

Risk difference with 

trained TBAs (95% CI) 

Maternal death 

19525 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
2
 undetected ⊕⊕⊝⊝ 

LOW
1,2

 

due to risk of bias, 

imprecision 

34/9432  

(0.36%) 

27/10093  

(0.27%) 

OR 0.74  

(0.45 to 

1.22) 

4 maternal death 
per 1000 

1 fewer maternal 
death per 1000 
(from 2 fewer to 1 
more) 

Stillbirth 

18699 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
4
 undetected ⊕⊕⊝⊝ 

LOW
1,4

 

due to risk of bias, 

imprecision 

 

 

638/8989  

(7.1%) 

483/9710  

(5%) 

OR 0.69  

(0.57 to 

0.83) 

71 per 1000 21 fewer per 1000 
(from 11 fewer to 29 
fewer) 
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Neonatal death 

18699 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
4
 undetected ⊕⊕⊝⊝ 

LOW
1,4

 

due to risk of bias, 

imprecision 

439/8989  

(4.9%) 

340/9710  

(3.5%) 

OR 0.71  

(0.61 to 

0.82) 

49 per 1000 14 fewer per 1000 
(from 8 fewer to 18 
fewer) 

Haemorrhage (antepartum, intrapartum, postpartum combined) 

19525 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
4
 undetected ⊕⊕⊝⊝ 

LOW
1,4

 

due to risk of bias, 

imprecision 

259/9432  

(2.7%) 

174/10093  

(1.7%) 

OR 0.61  

(0.47 to 

0.79) 

27 haemorrhage 
per 1000 

11 fewer 
haemorrhage per 
1000 
(from 6 fewer to 14 
fewer) 

Puerperal sepsis 

19525 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
4
 undetected ⊕⊕⊝⊝ 

LOW
1,4

 

due to risk of bias, 

imprecision 

400/9432  

(4.2%) 

78/10093  

(0.77%) 

OR 0.17  

(0.13 to 

0.23) 

42 puerperal 
sepsis per 1000 

35 fewer puerperal 
sepsis per 1000 
(from 32 fewer to 37 
fewer) 

Referral to emergency obstetric care 

19525 

(1 study
3
) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
4
 undetected ⊕⊕⊝⊝ 

LOW
1,4

 

due to risk of bias, 

imprecision 

654/9432  

(6.9%) 

1008/10093  

(10%) 

OR 1.50  

(1.18 to 

1.9) 

69 referral per 
1000 

31 more referral per 
1000 
(from 11 more to 55 
more) 

 

1
 Downgraded for factors including limitations in blinding of participants, providers and outcome assessors. allocation concealment unclear; unclear if comparison groups were similar at the start of 

the study 
2
 Downgraded because of only one study and a confidence interval that includes both benefit and harm. 

3
 Jokhio 2005 

4
 Downgraded because of only one study 
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WILSON 2011 

Question: Should non-physician clinicians versus doctors be used for caesarean section? 
Bibliography: Wilson A, Lissauer D, Thangaratinam S , Khan KS, MacArthur C, Coomarasamy A. A comparison of clinical officers with medical doctors on outcomes of caesarean section in the 
developing world: meta-analysis of controlled studies. BMJ 2011;342.  
Settings: Malawi, Burkina Faso, Tanzania, Mozambique, Zaire 
Summary of Findings Table author: Claire Glenton 
 

Question: Should non-physician clinicians versus doctors be used for caesarean section? 

Bibliography: Wilson A, Lissauer D, Thangaratinam S , Khan KS, MacArthur C, Coomarasamy A. A comparison of clinical officers with medical doctors on outcomes of caesarean section in the 

developing world: meta-analysis of controlled studies. BMJ 2011;342.  

Quality assessment Summary of Findings 

Participants 

(studies) 

 

Risk of 

bias 

Inconsistency Indirectness Imprecision Publication 

bias 

Overall quality of 

evidence 

Study event rates (%) Relative 

effect 

(95% CI) 

Anticipated absolute effects 

With 

doctors 

With Nnn-

physician 

clinicians 

Risk with 

doctors 

Risk difference with 

non-physician clinicians 

(95% CI) 

Maternal mortality 

16018 

(6 

studies
4,5,6,7,8,9

) 

serious
1
 serious

2
 no serious 

indirectness 

serious
3
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,2,3

 

due to risk of bias, 

inconsistency, 

imprecision 

53/5941  

(0.89%) 

141/10077  

(1.4%) 

OR 1.46  

(0.78 to 

2.75) 

9 per 
1000 

4 more per 1000 
(from 2 fewer to 15 
more) 

Perinatal mortality 

15665 

(5 

studies
4,5,6,7,8

) 

serious
1
 serious

2
 no serious 

indirectness 

no serious 

imprecision 

undetected ⊕⊝⊝⊝ 

VERY LOW
1,2

 

due to risk of bias, 

inconsistency 

 

530/5898  

(9%) 

1146/9767  

(11.7%) 

OR 1.31  

(0.87 to 

1.95) 

90 per 
1000 

25 more per 1000 
(from 11 fewer to 72 
more) 
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Wound infection 

4436 

(2 studies
4,6

) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
3
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,3

 

due to risk of bias, 

imprecision 

29/1828  

(1.6%) 

151/2608  

(5.8%) 

OR 1.58  

(1.01 to 

2.47) 

16 per 
1000 

9 more per 1000 
(from 0 more to 22 
more) 

Wound dehiscence 

6507 

(3 studies
4,6,8

) 

serious
1
 no serious 

inconsistency 

no serious 

indirectness 

serious
3
 undetected ⊕⊝⊝⊝ 

VERY LOW
1,3

 

due to risk of bias, 

imprecision 

32/2941  

(1.1%) 

85/3566  

(2.4%) 

OR 1.89  

(1.21 to 

2.95) 

11 per 
1000 

9 more per 1000 
(from 2 more to 21 
more) 

 

1
 Downgraded for factors including risk of selection bias and bias in comparability and outcome assessment 

2
 Downgraded because of significant heterogeneity 

3
 Downgraded because of sparse data 

4
 Chilopora 2007 

5
 Fenton 2003 

6
 Hounton 2009 

7
 McCord 2009 

8
 Pereira 1996 

9
 White 1987  
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A systematic review of barriers and facilitators to the 
implementation of task-shifting in midwifery 
programmes 

 

EXECUTIVE SUMMARY 

 

Background: The aim of this review is to collect and synthesise qualitative research on 

task shifting programmes to and from midwives in order to identify barriers and 

facilitators to their successful implementation. Studies included in this review 

addressed specific task-shifting initiatives to and from midwives. We understood a 

‘midwife’ to mean a biomedically-trained professional, usually at the level of a nurse, 

who delivers prenatal care, delivery and postnatal care to women. We did not include 

‘traditional’, ‘community’, ‘lay’, or ‘village’ midwives or other non-biomedically trained 

traditional birth attendants (TBAs) in this definition of midwife.  We did include studies, 

however, where tasks were shifted between biomedically-trained midwives and these 

other forms of midwives and TBAs. Initiatives did not have to be formal interventions 

but the study did have to address and evaluate concrete shifts in practice beyond the 

usual scope of practice for midwives in that setting. 

 

Methods: Studies included in this review could use any type of qualitative method for 

data collection and come from low-, middle-, or high-income countries. Studies 

conducted in hospitals, clinics, and communities were included as long as midwives 

were a central part of the reorganisation of tasks under review. Study participants 

included midwives, nurses and doctors, as well as patients, community members, 

policymakers, programme managers, lay health workers, doulas, traditional birth 

attendants (TBAs) and other stakeholders.  

 

To identify eligible studies, we searched the CINAHL, Medline and the Social Science 

Citation Index databases. Independent assessment of the eligibility of studies was 

conducted and discrepancies were discussed and resolved. Data analysis used a broadly 

comparative case-study approach informed by tools and techniques outlined in the 

narrative synthesis framework (Popay et al 2006). A total of 5899 titles and abstracts 

were identified. 37 papers were included in this review: 26 were based in five high-

income countries and 11 were based in eight low- and middle-income countries. 

 

Results: Many of the challenges of task shifting in the context of midwifery programmes 

involved the unique role, status and identity of midwives in the medical setting and the 

impact of this on efforts to reorganize services.  At stake were both ideological 

differences around the most appropriate forms of care during pregnancy and childbirth 

as well as different professional roles, responsibilities and organization of practices.  

These tensions emerged across most of the studies despite wide variation in the actual 

practice of midwives in different contexts. 

 

Midwives reported challenges to the “midwifery model of care” in a range of task-

shifting scenarios.  Sometimes task shifting meant integrating midwives into obstetric 

teams or midwife/TBA relationships in ways that disrupted the one-on-one 

relationships and continuous care that are central to most notions of midwifery.  At 

other times, task shifting meant engaging with technological interventions, critical 

illness or abnormality in pregnancy in ways that challenged the emphasis valued by 

midwives on natural and non-interventionist approaches to childbirth.  Even task 
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shifting initiatives that were consistent with midwifery’s model of holistic and 

continuous care—like the performance of neonatal examinations and other forms of 

neonatal care—could prove difficult to sustain in practice since these new skills also 

meant greater workloads and potentially fragmented care as midwives with these skills 

were sought out to attend to a greater number of cases. 

 

Where new tasks and skills were shifted to midwives from doctors or nurses, the 

studies reported few problems in initially acquiring new knowledge and complex skills.  

Of greater concern, however, was frequent poor planning, poor follow-up support and 

training, and poor integration of individual new skills and tasks into the broader 

organisation of care delivery.  Like task-shifting initiatives in other contexts, task 

shifting in these studies was often not well planned or consistently implemented and 

indeed ran the full spectrum from improvisational, ‘ad hoc’ forms of task shifting to 

highly formalised programmes.   

 

Differences in social status and power among lay and medical staff could also prove to 

be a barrier to task shifting as could uncertainty around the nature of these new roles 

and the new forms of responsibility and liability they represented.  Communication and 

coordination among staff members was another common challenge reported in the 

studies.  Some of these communication and coordination challenges were related to 

more generic weaknesses in the health system but others were the result of tensions 

between the values and norms of practice in midwifery and biomedical obstetric care.   

 

Many of the studies addressed task-shifting initiatives to ‘upskill’ midwives so they 

could provide care in a broader range of clinical contexts, including, critical illness 

management/high dependency care, management of gestational diabetes mellitus, 

genetic screening, cervical cancer screening, abortion services, and other sexual and 

reproductive health services.  These forms of task shifting brought midwives a number 

of advantages, including increased social and professional status, a sense of 

achievement and clinical confidence, and heightened job satisfaction.  But this upskillng 

sometimes came at a price. Poor clinical support and supervision, inadequate training, 

and haphazard implementation could undermine the confidence of midwives in these 

new skills. Fear of liability and an unclear regulatory environment were also 

threatening to task shifting.  Finally, midwives sometimes struggled to balance a belief 

in the normalcy of pregnancy and the importance of minimal intervention with the idea 

that pregnancy was simultaneously a ‘risky time’ that required increased vigilance and 

concern.
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Summary statement Certainty  

in the  

evidence* 

Explanation of certainty in 

the  

evidence assessment 

Factors that affect midwifery task shifting programme acceptability, appropriateness and credibility:  
Defining and defending the model 

1. While there were significant variations across the studies in terms of the work 
that midwives actually do, one of the most consistent findings was the existence 
of a clear distinction between “midwifery” and “biomedical”  models of care.  
Midwifery models were said to emphasise holistic, continuous, woman-centred 
care that treated pregnancy and delivery as normal physiological processes.  
Biomedical models were said to prioritise technological intervention, clinical 
expertise, and the involvement of a variety of medical staff who perceived 
pregnancy and delivery as a time of risk and uncertainty.  

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across many 
studies and settings 

2. Tension between these two models of care was a frequent theme in the studies 
and conflicts between midwives and other medical professionals around these 
models had a significant impact on the acceptability and success of initiatives to 
shift tasks to or from midwives. Task shifting that increased the ability of 
midwives to provide more holistic or continuous care was readily accepted by 
midwives and mothers alike.  However, task shifting initiatives that increased the 
focus on technological interventions and/or increased the involvement of others 
in either the clinical care or the emotional support of the mother.ended up 
putting pressure on the midwifery model of care. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings 

3. In high-income countries, initiatives to shift tasks to or from midwives were 
generally driven by demands for greater efficiency and effectiveness, more 
clinical support of mothers requiring ‘high-dependency care’ and the provision of 
obstetric care in more decentralized or community-based forms.  In low and 
middle income countries, task shifting was usually driven by a need to cover 
major service gaps in the health system and increase access to obstetric care. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings 

4. Several studies described ‘ad hoc’ forms of task shifting due to chronic under-
staffing, poor outcomes, and unclear divisions of roles and responsibilities among 
staff.  These ad hoc forms of task shifting were generally appropriate responses 
to immediate needs but took place without proper planning or official sanction. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.  

5. Task shifting that involved midwives in neonatal examinations and care was 
generally well-received by mothers and midwives and perceived to be a natural 
extension of the midwives’ holistic relationship to the mother.  There were, 
nonetheless, trade-offs in this for midwives involving increased workload, 
uncertain liability and fear of missing rare abnormalities.  

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings, although 
predominantly in high-income 
countries. 

6. Midwives frequently had ambivalent, and at times, directly conflictual 
relationships with doulas, traditional birth attendants (TBAs) and other birth 
supporters. The division of roles between midwives and these other health 
workers was often ambiguous or contested.  The presence of doulas or TBAs 
tended to shift the relationship between mother and midwife, often in a more 
medical direction.  

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.  

7. Midwife-led care was generally highly acceptable to both mothers and medical 
staff, especially in contexts that had not historically offered woman-centered, 
midwifery models of obstetric care.  Cultural barriers or lack of trust in the health 
system could, however, lead to a preference among mothers for doulas or TBAs 
as the primary birth supporter. 

Moderate 
certainty 

The studies were moderately 
well done. The finding was 
seen across several studies 
and settings. 

8. Doulas and TBAs were well received by midwives when there were significant 
cultural or linguistic barriers between midwives and mothers and these 
additional birth supporters could act as mediators.   

Low certainty In general, the studies were 
moderately well done. The 
finding was in two studies from 
Sweden.   

9. Doctors often knew little about the skills or training of midwives and doctors not 
involved directly in midwifery task-shifting programmes tended to be skeptical 
about the extension of midwifery roles in obstetric care.  Doctors actively 

Low certainty In general, the studies were 
moderately well done. The 
finding was in several studies 
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involved in midwifery tended to have better attitudes towards and relationships 
with midwives. 

and settings but few of them 
focused on doctor perception 
as a key research question.   

Factors that affect training, supervision and support in midwifery task shifting 

10. Midwives and their supervisors and trainers generally felt midwives had no 
problem learning new medical information and practicing new clinical 
techniques as part of task shifting.  This finding emerged in studies of task 
shifting involving neonatal care, genetic screening, abortion care, life-savings, 
advanced newborn resuscitation, and critical illness management.   

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

11. Ongoing support and clinical supervision were seen to be critical for sustaining 
effective changes in practice but this kind of support and supervision was 
generally insufficient in task shifting programmes. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

12. Poor planning around and integration of new skills and roles into existing models 
and protocols for obstetric care can be a significant barrier to task shifting to and 
from midwives.  Auxiliary nurses, for example, could be trained to identify and  
manage postpartum bleeding but if other staff did not know this or allow them to 
perform this function, the task would not be  effectively shifted. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

13. Task shifting often induced changes in the personal meanings, habits and 
identities of midwives and other medical and lay health staff. Even when the 
midwifery model of care was not under threat,  changes in practice sometimes 
challenged entrenched habits, hierarchical relationships, and deeply personal 
meanings attached to the work healthcare workers did. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

14. Task shifting that involved ‘upskilling’ midwives often entailed a number of 
advantages including increased status and promotion opportunities, a sense of 
achievement and clinical confidence, heightened job satisfaction from being able 
to help sicker or a greater number of people, improved overall practice and skills, 
and improvements in quality and continuity of care for mothers. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

15. Midwife concerns around “upskilling” included poor clinical support and 
supervision, inadequate training, haphazard implementation of new programmes 
and working relationships, insufficient educational preparation, increased 
workload, less continuity of care, fear of liability and an unclear regulatory 
environment.   

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

16. Upskilling could also threaten concepts, practices, and relationships embedded in 
the midwifery model of care when it involved the anticipation of abnormality (as 
in genetic screening), required midwives to ensure that mothers behaved a 
certain way and met certain medical targets to keep her condition under control 
(as in gestational diabetes), perceived pregnancy as a medical problem (as in 
abortion services) or required midwives to move beyond obstetric care (as in 
programmes to shift family planning and sexual health tasks to midwives). 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings.   

17. Midwives, their supervisors and researchers sometimes felt that the short-term 
acquisition of new skills or knowledge did not always translate into more 
effective clinical judgement or decision-making in the long-term.  Midwives could 
be trained, for example, in the diagnosis of obstetric emergencies but equipping 
them to handle these emergencies was a much more complicated task. 

Low certainty In general, the studies were 
moderately well done. 
However, the finding is only 
from three studies in Indonesia, 
Angola and the Dominican 
Republic. 

18. The nature of midwifery training may affect the ability of midwives to take on 
more complex tasks. Midwives trained in the ‘direct route’ to midwifery, 
bypassing conventional nurse training, were found in one study to be 
significantly less confident in handling sick pregnant women.   

Low certainty In general, the studies were 
moderately well done. 
However, the finding is only 
from one study in the UK. 

19. Midwives’ previous clinical experience may affect their ability to take on more 
complex tasks. Midwives with more experience were more confident in 
managing the care of sick pregnant women.   

Low certainty The studies were moderately 
well done. However, the finding 
is only from two studies in the 
UK. 

Factors that affect Teamwork and Task Shifting: Navigating the Interprofessional Terrain 
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20. The distinction between the roles and responsibilities of midwives and other 
health professionals is often unclear, either because doctors or nurses have asked 
them to take on new tasks on an ad hoc basis, because of critical service gaps and 
emergency situations, or because the division of labour in ‘shared care’ models is 
intentionally fluid.     

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

21. Lack of clarity around job descriptions, forms of performance assessment, and 
the policy and legal contexts for midwifery work were a significant concern to 
midwives involved in task shifting.  Midwives were confused and frustrated by 
poorly worded and communicated policies, lack of specificity in nursing policies 
with respect to midwives, pressure from doctors to either do more or less than 
the law allows, and ambiguous criteria that allow midwives to perform certain 
procedures if they ‘feel capble’ to do them. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

22. Unmanaged differences in social status and power between doctors, nurses, 
midwives, TBAs and others could lead to poor working relationships, weak 
communication and ‘turf battles’ between various medical and lay staff.   

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

23. Communication and coordination was generally easiest between midwives, 
slightly less free and effective between midwives and nurses, and relatively weak 
between midwives and doctors. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

24. Medical staff expressed anxiety around liability and accountability when tasks 
were “shifted down” but overall responsibility for care remained at a higher level.  
This was true for task shfting from doctors or nurses to midwives as well as from 
midwives to nurses, doulas, or TBAs. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

25. Effective communication and coordination were often reported to be difficult in 
team-based obstetric care models, even in contexts with smooth inter-
professional relationships.  The reasons for this did not appear to be specific to 
midwifery but related to more generic health systems challenges. Challenges in 
communication and coordination were also found in team midwifery 
programmes where midwives had to work together.  In this case, the reasons 
cited involved the threat team midwifery approaches posed to the individualist 
model of holistic midwifery care between one midwife and one woman. 

Moderate 
certainty 

In general, the studies were 
moderately well done. The 
finding was seen across several 
studies and settings. 

26. Midwife roles have changed dramatically in some countries in the last 20 years. 
These changes have often been uncoordinated and poorly communicated, have 
strained midwives emotionally and physically, and have tended to increase 
pressure on midwifery’s model of relationship-based, woman-centered care by 
bringing the work of midwives increasingly into team-based, bureaucratic and 
technocratic environments.   

Low certainty In general, the studies were 
moderately well done. 
However, the finding is only 
from three studies in the UK, 
Sweden and Guatemala. 

27. Communicating and coordinating in obstetric services that straddled the line 
between normality and abnormality also proved challenging for teams, especially 
when the mother was neither acutely sick nor completely well.  For example, in 
one study, women considered too sick for the regular maternity ward were often 
not considered sick enough for high-dependency or intensive care and 
sometimes found themselves shunted back and forth between services. 

Low certainty The studies were moderately 
well done. However, the finding 
was only from two studies in the 
UK. 
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Rapid review of literature on the acceptability and feasibility of non-physician clinician (NPC) 

programmes, and on implementation considerations 

 

Aim: to review key existing reviews and multi-country studies on the acceptability and feasibility of NPC 

programmes, and on considerations regarding their implementation 

Authors: Daniels K, Lewin S, Glenton C. 

The following papers were reviewed: 

 Dovlo D. Using mid-level cadres as substitutes for internationally mobile health professionals in Africa. 

A desk review. Hum Resour Health. 2004;2(1):7. 

 Fonn S, Ray S, Blaauw D. Innovation to improve health care provision and health systems in sub-

Saharan Africa - promoting agency in mid-level workers and district managers. Glob Public Health. 

2011;6(6):657-68. 

 Lobis S, Mbaruku G, Kamwendo F, McAuliffe E, Austin J, de Pinho H. Expected to deliver: alignment of 

regulation, training, and actual performance of emergency obstetric care providers in Malawi and 

Tanzania. Int J Gynaecol Obstet. 2011;115(3):322-7. 

 Yarnall J, Swica Y, Winikoff B. Non-physician clinicians can safely provide first trimester medical 

abortion. Reproductive Health Matters 2009;17(33):61–69. 
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A systematic review of barriers and facilitators to the 
implementation of lay health worker programmes for 
maternal and child health 

 

EXECUTIVE SUMMARY 

 

Background: The aim of this review is to explore the barriers and facilitators to the 
successful implementation of lay health worker programmes for maternal and child 
health. We defined a ”lay health worker” (LHW) as any health worker who performs 
functions related to healthcare delivery, is trained in some way in the context of the 
intervention, but has received no formal professional or paraprofessional certificate or 
tertiary education degree (Lewin 2010). 
 
Methods: We included studies in our review that used qualitative methods for data 
collection and for data analysis; that took place in a community or primary health care 
setting; and that focused on the experiences and attitudes of LHW programme 
stakeholders, including LHWs, programme recipients, programme managers, other 
health workers and policy makers. To identify eligible studies, we searched CINAHL, 
Medline and British Nursing Index. At least two authors independently assessed the 
eligibility of studies and discrepancies were discussed and resolved. Two authors 
assessed the quality of included studies using an adaptation of the Critical Appraisal 
Skills Programme (CASP) quality-assessment tool for qualitative studies (NHS/Public 
Health Resource Unit).  Data analysis used a broadly comparative case-study approach 
informed by tools and techniques outlined in the narrative synthesis framework (Popay 
et al 2006).  
 
Results: We included 53 studies of LHW programmes.  Seventeen studies were from 
low-income countries; 19 from middle-income countries; while 17 from high-income 
countries. The LHW programmes in high income countries primarily offered promotion, 
counseling and support.  In low and middle income countries, LHWs offered similar 
services, but sometimes also distributed supplements, contraceptives and other 
products and diagnosed and treated children with common childhood diseases. In some 
studies, LHWs were trained to manage uncomplicated labour and/or to detect high risk 
pregnancies and labour complications so that timely referral could be made.  
 
Recipient  - LHW relationship: Programme recipients were generally very positive to the 
LHW programmes.  They expressed confidence in the LHWs’ knowledge and skills, 
appreciated the similarities they saw between themselves and the LHWs, and 
emphasised the importance of trust, respect, kindness and empathy.  Doctors were often 
described  as less accessible, more intimidating, and less respectful than LHWs, although 
some recipients who had easy access to doctors did indicate a preference for them.  
Some recipients were concerned that home visits might lead LHWs to observe and share 
sensitive information or might lead neighbours to think recipients were HIV-positive. In 
addition, recipients sometimes perceived LHW services as not relevant to their needs or 
not sufficient, particularly when services focused on promotional activities.  
 
While LHWs also emphasized the importance of trust, respect, kindness and empathy, 
they also reported difficulties in managing emotional relationships and boundaries with 
recipients, and some LHWs feared the burden of responsibility and blame if 
interventions were unsuccessful. Other LHWs experienced feelings of impotence and 
demotivation where recipients perceived their services as not relevant or not sufficient. 
LHWs who primarily offered promotional and counselling services sometimes 
expressed a need to offer "real healthcare".  
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LHW credibility: LHWs and community members believed that LHW credibility was 
heightened through visible ties to the health system and through the active support and 
participation of community leaders. However, this depended on the extent to which 
health systems and community leaders had legitimacy, authority and respect. Active 
support from and participation of family members was also seen as important for 
credibility. However, (female) LHW communication with men, for instance about family 
planning or HIV counseling, was sometimes experienced as embarrassing for both 
LHWs and recipients. 
 
Professional – LHW relationship: Health professionals were often positive to LHWs, 
emphasising their contribution to reducing the doctor’s workload; their skills in 
communicating with recipients; and their commitment to their patients. LHWs 
described good relationships with health professionals as being respectful, supportive 
and egalitarian, where LHWs were regarded as possessing complementary and valuable 
skills. Some health professionals, however, pointing to added workloads, a fear that they 
would lose authority and the tension between being expected to function as both 
partners, supervisors and evaluators. LHWs described poor relationships with health 
professionals as overly hierarchical, where LHWs were regarded primarily as an extra 
pair of hands.   
 
LHW motivation and incentives: LHWs were driven by a wide range of motives, including 
altruism, social recognition, knowledge gain and career development.  While salaries 
were not part of many programmes, other incentives, including payment to cover out-
of-pocket expenses and “work tools” such as bicycles and uniforms were greatly 
appreciated. Some LHWs who did not receive salaries expressed a strong wish for 
regular payment, while others expressed concern that payment would threaten the 
LHWs’ social status or lead recipients to question the LHWs’ motivations for delivering 
services. Some salaried LHWs were dissatisfied with their level of pay, while others 
were frustrated when payment differed across regions or institutions. LHWs who 
received payment through selling drugs and supplements sometimes encountered 
problems including people buying drugs on credit purchase basis. Some LHWs 
complained that there were few systems in place through which they could voice their 
individual or collective complaints about incentives or other issues.   
 
LHW training and supervision: While LHWs in several studies were happy with the 
training they received, others complained about insufficient, poor quality and irrelevant 
training programmes, unskilled trainers, and schedules not flexible enough to respond 
to LHW turnover. LHWs specifically asked for more training in counseling and 
communication, a task which they often found to be technically, socially and 
psychologically complex. Some LHWs also wanted training in topics outside their 
current role, including common health problems, and domestic problems.  LHWs and 
others also complained about supervisors’ lack of skills, lack of time and lack of 
transportation. A good supervisor was described as someone who displayed respect to 
the LHW; had a good understanding of the LHW’s working conditions and personal 
circumstances; provided emotional as well as technical support; and carried out 
plentiful field visits. In addition to formal supervision, some LHWs also appreciated the 
opportunity to share experiences with fellow LHWs.  
 
Referral: In some studies, LHWs were TBAs who had received training, including 
training in how to recognize complications in pregnant women and women in labour 
and refer them on. Some health professionals were concerned that the LHWs were over-
confident about their ability to manage danger signs or lacked the knowledge to 
recognise such signs. LHWs and their recipients pointed to other problems, however, 
including the recipients’ reluctance to be referred on due to bad experiences with health 
professionals, fear of caesarean sections, and concerns over cost. Some trained TBAs 
were also reluctant to refer women on because of the lack of cooperation they 
experienced from health professionals. Other obstacles included logistical factors, 
particularly lack of transport, but also lack of money to pay for transport; and a lack of 
health professionals.   
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Conclusion: Rather than being viewed as a lesser trained extension of more formalized 
health services, LHWs may represent a different and sometimes preferred type of health 
worker.  The often close relationship between LHWs and their recipients is a major 
strength of such programmes. However, this closeness is not unproblematic and 
programme planners must consider how best to achieve the benefits of closeness while 
minimizing its drawbacks. Other factors that may be important to programme success 
include the development of services that are regarded as relevant by recipients; regular 
and visible support from other health workers and from community leaders; and 
sufficient training, supervision and incentives. 



 

 

Glenton Colvin 2012  29 

 

Summary statement Certainty  

in the  

evidence* 

Explanation of certainty in the  

evidence assessment 

Factors that affect LHW programme acceptability, appropriateness and credibility:  
The LHW-recipient relationship 

1. Programme recipients were generally very positive to the LHW programmes. They 
expressed confidence in the knowledge and skills of the LHWs and saw them as a 
useful source of information. They also appreciated the nature of the LHW-
recipient relationship, emphasising the similarities they saw between themselves 
and the LHWs and the importance of trust, respect, kindness and empathy. LHWs 
were compared favourably with health professionals, whom recipients often 
regarded as less accessible, less friendly, more intimidating, and less respectful. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

2. However, some recipients who had easy access to doctors indicated a preference 
for these health professionals. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from two studies in Thailand and 
Bangladesh. 

3. Some recipients were concerned that home visits from LHWs offering promotion 
and support might lead the LHWs to observe and possibly report or share personal 
or sensitive information or might lead neighbours to think recipients were HIV-
positive.  

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from three studies in USA and 
South Africa.  

4. Recipients sometimes had a lack of knowledge about the LHW programmes or 
failed to utilize LHW services because of concerns about intervention safety or a 
lack of understanding about intervention benefits. In addition, recipients 
sometimes perceived LHW services as not relevant to their needs or not sufficient, 
particularly when services focused on promotional activities, and this could lead to 
dissatisfaction in the community and poor uptake of services. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

5. Some recipients sometimes failed to utilize LHW services because they could not 
afford these services.  

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from one study in Zambia. 

6. The LHWs themselves also emphasized the importance of trust, respect, kindness 
and empathy in their relationship with recipients. However, they also reported 
difficulties in managing emotional relationships and boundaries with recipients. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

7. Some LHWs feared the burden of responsibility and blame if interventions 
delivered to other community members were unsuccessful. 

Low 
certainty 

The studies were of moderate 
quality. However, the finding is only 
from two studies in Nepal and 
Kenya.  

8. Recipients’ and LHWs’ perceptions of the LHW services as not relevant or not 
sufficient could lead to feelings of impotence and demotivation among the LHWs. 
LHWs who primarily offered promotional and counselling services sometimes 
expressed a need to offer "real healthcare" in order to better respond to the 
expressed needs of the community.  

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

9. Some LHWs expressed an appreciation of the community-based nature of the 
programmes, which allowed them a certain amount of flexibility in their working 
hours. 

Low 
certainty 

The studies were of moderate 
quality. However, the finding is only 
from two studies in Uganda and 
Nepal. 

10. However, in some settings, gender norms meant that female LHWs could not easily 
move within their community to fulfill their responsibilities. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from two studies in Bangladesh. 

11. LHWs, particularly those working in urban settings, also reported difficulties 
maintaining personal safety when working in dangerous settings or at night.  

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding was 
seen across several studies and 
settings, although predominantly in 
urban areas. 
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12. LHW credibility was believed by different stakeholders to be heightened through 
visible ties to the health system. These ties were emphasised through, for example, 
LHWs’ possession of equipment and their ability to refer directly to clinics.  

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

13. In some cases, however, being seen to be part of a poorly functioning health 
system was believed to reduce LHW credibility, as was the receipt of payment for 
services, which could bring LHWs’ moral status into question. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from two studies in Nepal and South 
Africa.  

14. LHW credibility and acceptance was also believed to be strengthened through the 
active support and participation of community leaders and community structures, 
particularly in the LMIC-based studies, where the LHWs were always from the 
community where they served.  However, the success of this type of involvement 
was seen as useful primarily where community leaders had authority and respect. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

15. LHW credibility and acceptance was also believed to be strengthened through the 
active support and participation of family members involved in household health 
decision-making. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

16. However, for some female LHWs who needed to communicate with male family 
members, for instance about family planning or HIV counseling, these activities 
were sometimes embarrassing for both LHWs and recipients. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from three studies in USA, Pakistan 
and South Africa. 

Factors that affect LHW programme acceptability and appropriateness:  
The LHW-health professional relationship 

17. Some studies suggested that the closer the collaboration was between the health 
professional and the LHW, the better the relationship was likely to be. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from three studies in Papua New 
Guinea, UK, and South Africa. 

18. In studies where health professionals expressed appreciation of LHWs, they 
emphasised the LHWs’ contribution to the health professionals’ busy workload; 
their skills in communicating with the target population and their knowledge 
and experience of the issues at hand; and their commitment and dedication to 
their patients and the community. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

19. Where LHWs described good relationships with health professionals, they 
referred to these relationships as being respectful, supportive and egalitarian, 
and where LHWs were regarded as possessing complementary and valuable 
skills.  

Low  
certainty 

The studies were of moderate 
quality. However, the finding is only 
from three studies in Nicaragua, 
Canada and South Africa. 

20. In a few other studies, health professionals described problems with working 
with LHWs. These health professionals pointed to added workloads, a fear that 
they would lose authority and the tension between being expected to function as 
both partners, supervisors and evaluators. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from a few studies and 
settings.  

21. In studies where LHWs described poor relationships with health professionals, 
they referred to overly hierarchical relationships with health professionals 
where LHWs were regarded primarily as an extra pair of hands.   

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

Factors that affect LHW motivation and incentives 

22. LHWs were generally driven by a wide range of inter-connected motives, both 
intrinsic and extrinsic, including altruism and social engagement, social status and 
recognition, knowledge and skills gain, career development, and a general sense of 
empowerment.  These motivations were seen across a range of settings and 
programme types although the issue of social recognition appeared to be less 
common in HIC settings, where LHWs were often not from the same 
neighbourhood as their clients.  

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

23. While regular salaries were not part of many programmes, other monetary and non-
monetary incentives, including payment to cover out-of-pocket expenses and “work 
tools” such as bicycles, uniforms or ID badges, were greatly appreciated by LHWs. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 



 

 

Glenton Colvin 2012  31 

24. LHWs who did not receive regular salaries responded differently to this situation. 
Some unsalaried LHWs expressed a strong wish for regular payment. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from two studies (Kenya, 
Uganda). 

25. However, in other studies, volunteer LHWs and other stakeholders expressed 
concern that payment would change the dynamics of the LHW-client relationship, 
threaten the LHWs’ social status or lead recipients to question the LHWs’ 
motivations for delivering services. One of these studies underlined the 
importance of understanding what LHW motivations are in each context and the 
necessity of ensuring that the expectations of LHWs, programme managers and 
policy makers are in alignment. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from three studies in South 
Africa, Nepal and Australia. 

26. For some LHWs, changes in their tasks influenced their expectations regarding 
incentives. For instance, while the LHWs were willing to work as volunteers when 
tasks could be done at their leisure, activities that demanded that they were 
present during labour and birth implied irregular and unpredictable working 
conditions, and led to demands for monetary incentives. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from one study in Nepal. 

27. In studies where LHWs did receive salaries, a number of problems were described. 
In four studies, salaried LHWs were dissatisfied with their wages, believing that it 
did not reflect their abilities, their level of responsibility or their increase in skills 
as they acquired further training and education. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from four studies in the UK, 
Canada, USA and South Africa. 

28. In other studies, LHWs referred to frustration when payment differed from region 
to region or across different types of institutions. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from two studies in Nepal and 
Ethiopia. 

29. Some LHWs who received payment through selling drugs and supplements 
encountered problems including an inflated idea of the profit they would be 
making; people buying drugs on credit purchase basis or being reluctant to buy 
drugs because of their perception that the LHWs got the drugs for free; and 
competition from other vendors. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from two studies in Bangladesh 
and Kenya. 

30. Some LHWs and other stakeholders complained that there were few systems in 
place through which they could voice their individual or collective complaints 
about incentives or other issues.   

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from two studies (Iran,Nepal). 

Factors that affect LHW training, supervision and working conditions 

31. LHWs highlighted aspects of training that they saw as positive including the use of 
practical demonstrations, picture cards and frequent refresher training. 

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from three studies in Gambia, 
South Africa and Ethiopia. 

32. In general, however, LHWs highlighted a number of weaknesses with current 
training, including insufficient, poor quality and irrelevant training programmes, 
unskilled trainers, and schedules not flexible enough to respond to LHW turnover.  

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

33. LHWs asked specifically for more training in counseling and communication, a task 
which is usually central to the role of the LHWs, but which they often found to be 
technically, socially and psychologically complex to perform. 

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 

34. Some LHWs also wanted training in topics outside of their current role, including 
common health problems, birth complications, sexual abuse and domestic 
violence, substance abuse and housing difficulties.  These requests appeared to 
reflect the LHWs’ need to respond to the expressed needs of the community and to 
the circumstances they were confronted with in their work.  

Low  
certainty 

The studies were of moderate 
quality. However, the finding was 
only from four studies in USA, 
Thailand and Honduras. 

35. Supervision was seen as important by both programme staff and LHWs, and as an 
opportunity to give and receive support, guidance and continued training; assess 
skills; and address ongoing challenges.   

Moderate 
certainty 

In general, the studies were of 
moderate quality, and the finding 
was seen across several studies 
and settings. 
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36. Despite this acknowledgement of the importance of supervision, however, the 
studies pointed to a number of problems including supervisors’ lack of skills, lack 
of time, large distances and lack of transportation. 

Moderate 
certainty 

In general, the studies were of moderate 
quality, and the finding was seen across 
several studies and settings. 

37. A small number of studies described supervision that was perceived to be good. 
Here, supervisors displayed respect to the LHW; had a good understanding of the 
LHW’s working conditions and personal circumstances; provided emotional as 
well as technical support; and carried out plentiful field visits. 

Low  
certainty 

The studies were of moderate quality. 
However, the finding was only from a 
small number of studies and settings. 

38. In addition to formal supervision, some LHWs also appreciated the opportunity to 
share experiences with fellow LHWs 

Low  
certainty 

The studies were of moderate quality. 
However, the finding was only from two 
studies in USA and Australia. 

39. Both LHWs and supervisors in a number of studies expressed concern about the 
LHWs’ workload and the distances they had to cover 

Moderate 
certainty 

In general, the studies were of moderate 
quality, and the finding was seen across 
several studies and settings. 

40. A few studies, mostly in LMICs, referred to poor working conditions, including 
inadequate lighting and small, dirty rooms, lack of supplies, too much paperwork, 
and high staff turnover. 

Low  
certainty 

The studies were of moderate quality. 
However, the finding was only from a 
small number of studies and settings. 

Factors that affect referral processes 

41. LHWs in a number of studies were trained to refer patients with complications on 
to health professionals. However, health professionals in one study were 
concerned that trained TBAs were over-confident about their ability to manage 
danger signs or lacked the knowledge to recognise such signs. Overconfidence was 
also suggested by authors of another study as a reason for poor compliance among 
LHWs who were meant to refer children with malaria on.  

Low  
certainty 

The studies were of moderate quality. 
However, the finding was only from two 
studies in Malawi and Gambia. 

42. The LHWs themselves and their recipients, on the other hand, pointed to other 
factors that made referral difficult. For instance, LHWs pointed to clients’ own 
reluctance to access care, partly due to bad experiences with health professionals, 
fear of caesarean sections, and concerns over cost. Trained TBAs in some studies 
were also reluctant to refer women on because of the poor treatment and lack of 
cooperation the TBAs themselves experienced from health professionals. 

Moderate 
certainty 

In general, the studies were of moderate 
quality, and the finding was seen across 
several studies and settings. 

43. Although in other studies where LHWs were not TBAs, patients accompanied by 
LHWs were given preferential treatment by clinic staff. 

Low  
certainty 

The studies were of moderate quality. 
However, the findings were only from 
two studies in Nicaragua and Kenya. 

44. Other obstacles to referral included logistical factors, particularly the lack of 
transport necessary to move the woman to the clinic, but also lack of money to pay 
for transport or a telephone with which to call an ambulance. 

Moderate 
certainty 

In general, the studies were of moderate 
quality, and the finding was seen across 
several studies and settings. 

45. Some TBAs and recipients pointed out that referral was made difficult by a lack of 
health professionals to refer patients to. 

Low  
certainty 

The studies were of moderate quality. 
However, the findings were only from 
two studies in Pakistan and Honduras. 

Service integration 

46. Some studies suggest that LHW programmes could be strengthened by a stronger 
integration into other services.  

Low  
certainty 

The studies were of moderate quality. 
However, the finding was only from a 
small number of studies and settings. 

Social conditions 

47. Some studies described how social conditions, societal beliefs and values 
influenced LHW programme initiation, implementation or acceptance.  Examples 
of this included differences in community organisation and cohesion, proximity to 
town and gender roles. 

Low 
certainty 

The studies were of moderate quality. 
However, the finding was only from a 

small number of studies and settings. 
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The effects, safety and acceptability of compact, 
prefilled, autodisabled injection devices such as 
UnijectTM when delivered by lay health workers:  
A systematic review  

 

EXECUTIVE SUMMARY 

 

Background: The development of compact pre-filled auto-disable devices (CPAD) 

provides a potential mechanism for the delivery of injectable vaccines and medicines in 

the community and by lay health workers (LHWs). The objective of this research was to 

systematically review the effects, safety and acceptability of using LHWs to deliver 

injectable vaccines and medicines to mothers and children through CPADs. 

Methods:  We searched relevant electronic databases and collected published and 

unpublished data from government/non-government organizations. To assess effects 

and safety, we sought randomised controlled trials, non-randomised controlled trials, 

controlled before-after studies, and interrupted time series studies. To assess 

acceptability, we included studies using qualitative data. At least two researchers 

carried out independent data extraction, resolving discrepancies by consensus, assessed 

study quality and carried out a thematic analysis of the qualitative studies. 

Results: No studies met our inclusion criteria for assessment of effects and safety. Six 

qualitative studies assessed the acceptability of using LHWs delivering Hepatitis B 

vaccine, tetanus toxoid vaccine, gentamicin or oxytocin through the Uniject prefilled 

injection system.  All studies took place in low or middle income countries and explored 

the perceptions of community members, LHWs, supervisors, other health workers or 

programme managers.  Most of the studies were of low quality. 

In situations where the LHW represented an expansion of services, recipients accepted 

the intervention, appreciating increased access to treatment and displaying confidence 

in LHW knowledge and skills. Visible support from community leaders and the health 

system appeared to strengthen LHW credibility. No studies of recipients’ attitudes 

directly compared acceptability of UnijectTM use by LHWs against its use by health 

professionals. Generally, health professionals working alongside the LHWs accepted the 

intervention, seeing it as an opportunity to decrease their own workload and increase 

coverage. Most were confident that LHWs could deliver the intervention with sufficient 

training and supervision, but some had problems delivering supervision. The LHWs 

themselves perceived UnijectTM as effective and important and were motivated by 

positive responses from the community and increased social respect. No specific safety 

concerns were raised. However, some LHWs described concerns regarding 

consequences should hypothetical harm come to recipients.  

 

Conclusions: Evidence for the effectiveness and safety of using LHWs to deliver 

vaccines and medicines through CPADs is lacking and this should be pursued. While 

more rigorous research is needed regarding the acceptability of CPADs when delivered 

by LHWs, existing evidence suggests that this form of task-shifting is acceptable to key 

stakeholders. Lay health workers delivering healthcare in their own community may 

feel vulnerable to blame. Sufficient training and support from the health system and the 

community is necessary. 
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Summary statement Certainty  

in the  

evidence* 

Explanation of certainty in the 

evidence assessment 

Programme acceptability among members of the community 

1. The delivery of gentamicin, tetanus toxoid and hepatitis B through Uniject by lay 
health workers was generally reported as being acceptable to community 
members. Community acceptance was not assessed for oxytocin. Reasons that 
were given for community acceptance were tied to the community-based nature 
of the programme, implying short distances to treatment, availability of 
treatment at any time, and the availability of treatment in the home. Community 
members also appeared to trust in the knowledge and skills of the lay health 
workers and their ability to deliver the medicine correctly.  

Low  
certainty 

The finding was seen across 
several studies and settings. 
However, in general, the studies 
were of low quality. 

2. In Nepal and Ghana, community support and LHW credibility and social status 
was said to be heightened through visible ties to the health system. 

Low  
certainty 

The studies were of mixed 
quality, and the finding is only 
from two studies only. 

3. In Papua New Guinea, community support appeared to have been strengthened 
through community involvement in the programme, including locally based 
training and the involvement of community leaders.  

Low  
certainty 

The study was of poor quality. 
The finding is from one study 
only.  

Programme acceptability among supervisors and other health worker staff 

4. The delivery of gentamicin, tetanus toxoid and hepatitis B through Uniject by lay 
health workers was generally reported as being acceptable to other health 
workers working with and serving as supervisors for the LHWs. This was less 
clear for oxytocin. Generally, other health workers agreed that the LHWs were 
able to manage Uniject supplies and provide a safe injection, and providing there 
was sufficient training and supervision. Some health workers thought that it 
would decrease their own workload; would lead to increased coverage and 
prompter treatment; and could increase community acceptance of LHWs. A 
minority of health workers showed concern regarding whether LHWs could give 
a vaccination correctly, and whether LHWs would be subject to legal action if 
patients were harmed. 

Low  
certainty 

The finding was seen across 
several studies and settings. 
However, in general, the studies 
were of low quality. 

5. In Nepal, other health workers saw supervision of LHWs as important, but some 
reported difficulties in carrying out this task, including difficulties with managing 
time, transportation costs and lack of simple commodities such as soap. 

Low  
certainty 

The study was of moderate 
quality. However, the finding is 
from one study only. 

Programme acceptability among the lay health workers 

6. With regard to the technical delivery of medicines through Uniject, the LHWs 
themselves were generally positive, finding the device easy to use, carry, store 
and dispose of, and were generally confident in their ability to use the device 
safely and correctly. While this task was usually added to their existing tasks 
without much or any additional incentives, LHWs did not appear to perceive this 
as an extra burden or an unreasonable addition to their workload. Instead, LHWs 
appeared to be motivated by positive responses from the community and 
increased social respect.   

Low  
certainty 

The finding was seen across 
several studies and settings. 
However, in general, the studies 
were of low quality. 

7. In Nepal and Papua New Guinea, some LHWs expressed concerns about potential 
harms to clients. These concerns were at last partly addressed through 
supervision. 

Low  
certainty 

The studies were of mixed 
quality, and the finding is only 
from two studies only. 

8. In Ghana and Nepal, LHWs were generally happy with the training they received, 
but some did suggest extended training.   

Low  
certainty 

The studies were of mixed 
quality, and the finding is only 
from two studies only. 
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An analysis of large-scale programmes for scaling up 
human resources for health in low- and middle-income 
countries  

 

EXECUTIVE SUMMARY 

 

Background: A number of low- and middle-income counties have implemented large-

scale programmes to address human resources for health deficits. These programmes 

includes initiatives that have focused on optimising the roles and tasks of a range of 

health care providers, so as to make the most of existing opportunities for delivery of 

interventions through the available health workforce. The aim of this review was to 

identify factors, policies and contexts affecting the implementation of large-scale 

programmes for scaling up human resources for health in low- and middle-income 

countries (LMICs). We defined large-scale programmes as those that were national, or at 

least state-wide for very populous countries; public-sector or publicly funded; and that 

had been implemented for at least five years. 

 

Methods: Potentially eligible programmes were identified through consultation with 

experts and internet searching. We then purposively selected programmes that: (a) 

included a focus on maternal and child health and primary health care; (b) provided 

geographic coverage, including from Africa, Asia and South America and rural and urban 

settings; (c) covered the relevant categories of cadres (lay health workers, nurses and 

midwifes, other mid-level providers; and (d) had available sufficient documentation in 

English. For each selected programme, we gathered evaluation reports and other 

studies through key informants and by searching electronic databases and websites. 

Relevant reports were then analysed, with a specific focus on factors affecting the 

implementation of the programmes. This analysis was informed by a checklist for 

identifying factors affecting the implementation of a policy option (the SURE checklist). 

 

Results: The review included six programmes: (1) the Health Services Extension 

Programme, Ethiopia; (2) the Emergency Human Resources Programme, Malawi; (3) 

the National Village Health Worker Programme, Zimbabwe; (3) the National Rural 

Health Mission, India; (4) Primary Health Care Programme, Iran; and (5) the Family 

Health Programme, Brazil. We summarise below the key findings regarding factors 

affecting the implementation of these large-scale programmes to scale up human 

resources for health. 
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Summary statements: factors influencing programme implementation 

Financial resources 

Central government’s ability 
to allocate necessary financial 
resources from the central 
budget sometimes influenced 
programme implementation. 

In Ethiopia and Malawi, governments increased their total expenditure for health (percentage 
of GDP) during the course of the implementation of the programmes under study, and reports 
indicated that financial commitments to the programmes were being met.  
 
In Zimbabwe, the national health budget increased significantly in the early 1980s. This 
allowed funding, of among other programmes, the National Village Health Worker programme 
by the central government from the early to mid-1980s. 
 
In India, funding allocations to the National Rural Health Mission over a period of four years 
were less than projected, and it was suggested that competing priorities had undermined the 
government’s ability to finance the programme. Furthermore, expenditures at the state (sub-
national) level remained consistently low compared to the actual funds released to states. 

The extent to which central 
government was able to 
clarify roles and financial 
responsibilities with sub-
national health authorities 
also influenced programme 
implementation. 

In Ethiopia and Brazil, financial roles and responsibilities between the central government and 
sub-national authorities (states, municipalities) appear to have been clarified adequately. In 
Brazil, the central government appears to have assumed a financial stewardship role in which it 
has increased the amount of funds transferred from the central budget to states and 
municipalities, while at the same time decreasing its total participation in public health 
financing. Concurrently, contributions from municipalities have increased while those from 
states have remained stable.  
 
In India, the central government’s commitment to the programme required sub-national 
authorities (states) that were implementing the programme to simultaneously increase average 
programme spending by 22 – 38% per year. This was described as unlikely due to the fiscal 
implications of this increase. 

Incentives 

Long-term scale-up of some 
programmes was negatively 
affected when established 
incentives were discontinued 
due to financial constraints, 
or when systems for 
delivering the incentives 
were poorly implemented 

In Malawi, enrolment of health professional trainees in health professional training institutions 
was reduced when subsidised education fees were reduced.  
 
Some lay health workers in India were reported to have experienced late payments of 
incentives due to poor systems for transferring funds within the National Rural Health Mission. 
Where systems for payment were regular, the effectiveness and functionality of this cadre was 
reported to have improved. 

Implementing incentives for 
certain tasks, but not for 
others, negatively affected the 
scope of work that was carried 
out 

In India, the picture was mixed: ASHAs (a type of lay / community health worker within the 
National Rural Health Mission) appeared not to take on certain activities which fell under their 
scope of work, but for which they did not receive direct incentives. However, they did conduct 
other tasks, such as home visits to the newborn and care of the sick child, for which they did not 
receive incentives. 

Implementation of incentives 
in some regions of a country 
but not in others sometimes 
resulted in resentment among 
the cadres in areas where 
incentives are were not 
available 

In Ethiopia, some regions implemented salary top-ups, while others did not, leading to 
resentment and strikes in regions without top-ups. 

 Non-monetary incentives may also positively affect the performance of lay health workers 
during the scale-up of programmes (Zimbabwe, India). 

Health worker training policies 

Pre-service training to ensure adequate supply of health workers 
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 Policy changes were made in 
several countries to increase 
recruitment of health 
workers to training 
programmes  

In Ethiopia, the mandate of institutions for vocational training was changed so that they could 
be utilised to train a large number of health extension workers (lay health workers) over a 
period of six to seven years. In Malawi, the government subsidised enrollment fees for various 
health professional training institutions during the scale-up of the Emergency Human 
Resources Programme, significantly increasing enrolment.  
 
In Iran, a change in behvarz (lay health worker) training policies was introduced in which the 
training became part of tertiary education. It was assumed that provision of training at 
university level would encourage a larger number of rural high school graduates to enrol for 
behvarz training. 

Programme implementation 
was sometimes impaired by 
the poor availability of 
trainers 
 

Insufficient numbers of trainers resulted in increased workloads for available trainers 
(Ethiopia, Malawi); the postponement of introductory training for selected lay health workers 
(India); and a lack of regularly scheduled in-service training (India). In Zimbabwe, a “cascade” 
training approach was used, where tutors trained trainers from different provinces, who in 
turned trained lay health workers. This facilitated the rapid scale-up of the programme. 

Programme scale-up was 
influenced by the ability to 
deliver high-quality training 

A range of problems was reported including: trainees being uncomfortable with the language of 
instruction (Ethiopia, India); incomplete training content on maternal and child health topics 
(Ethiopia, India); overcrowded training environments that were not conducive to learning 
(India); and lack of materials (Ethiopia). In India, in response to some of these problems, states 
introduced improvements in training content, such as adding modules on child health, revising 
and enriching others.  
 
In Brazil, a national reference guide for lay health worker training, with defined goals, 
suggested content and pedagogic references, was implemented in 2004. Implementation of the 
training course was a local responsibility, in partnership with a competent training institution. 
Implementation has therefore been very varied. 

 Continuing education and training 

Varying policies for 
continuing education or 
refresher training affected 
the implementation of some 
programmes 

In Ethiopia, health extension workers (a type of lay health worker) expressed the need for 
continued education, especially in relation to the increased demand for curative services in 
communities. However, continuing education appeared not to be formalized in this setting. 
Programme guidelines indicate that the district health offices are officially responsible for 
carrying out continued education, but these offices are often unable to perform this role due to 
understaffing. Instead, NGOs and other organizations are often responsible for continuing 
education. Continued education appears to have been delivered without adequate assessment 
of training needs and was sometimes repetitive, due to poor coordination and planning. 
 
In India, the National Rural Health Mission has not offered formalised refresher training for 
ASHAs, and this appears to have affected the ability of the programme to address gaps in 
knowledge and convey information which can improve practice. In comparison, Iran’s Primary 
Health Care Programme offered formally planned in-service training at regular intervals in 
order to integrate new policies and changes into the work of the behvarz. How this policy 
affected the work of the behvarz was not reported. 

Infrastructural and 
technological barriers 
affected health workers’ 
access to information 

In Malawi, a study found that clinical officers valued access to the internet for information, but 
that this was not perceived as part of their work by management. In Ethiopia, health extension 
workers had limited access to regular information such as health-related newsletters or 
journals at health posts. 

Supervision 

Level of supervision was 
affected by the availability of 
supervisors 

In Ethiopia, an appropriate number of supervisors appears to have been deployed, and two 
studies reported that health extension workers received regular supervision. However, another 
report suggested that supervision was irregular; that the duration of supervisory visits was too 
short; and that supervisors focused more on finding faults with the health extension workers’ 
work than on improving their performance. 
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Level of supervision was 
affected by whether or not 
there was a formalised 
structure in place for 
supervision 

In India, one ASHA facilitator is expected to support, mentor and supervise ten to twenty 
ASHAs, while the auxiliary nurse midwife is expected to provide services at her sub-centre or at 
the monthly Village Health and Nutrition Day. In Orissa and Assam, where such facilitators are 
in place, ASHAs appear to demonstrate better reach and coverage.  
 
 In Ethiopia, a formalized structure for supervision did not appear to be in place, and 
supervision was conducted by different entities, such as the district health office, the closest 
health centre or village officers, depending on the region.  
 
In Iran, behvarz noted the lack of a support system and poor supervision as factors impeding 
programme implementation and negatively affecting the quality of health services delivered. 

Selection of lay or community health workers 

Selection was affected by the 
functionality of local bodies 
responsible for selecting lay 
health workers 

In India, evaluations found that states used different processes (which may have differed from 
national guidelines) for selecting lay health workers, and that different forms of community 
consultation were undertaken. One evaluation suggested that this resulted in a fair selection 
process across the different states while another reported poor adherence to some selection 
criteria, such as ASHAs not being residents of the villages they were selected to serve. 
 
In Zimbabwe, selection was affected negatively by inadequate democratic control by villagers 
of the district council and its councillors, who were responsible for selection. 

Selection carried out without 
involvement of communities 
or the health sector 
sometimes lead to the 
selection of lay health 
workers who were not from 
the villages in which they 
were assigned to work  

In Ethiopia, the selection process for the first intake of lay health workers was done primarily 
by the training institutions run by the Ministry of Education and by district committees, with 
minimal involvement of the health sector and village committees. It was suggested that this was 
one of the reasons for trainees being selected from Woreda towns and not from the villages to 
which they would later be assigned, despite the fact that this was one of the selection criteria.  
 
In Ethiopia, health extension workers who were assigned to their home villages expressed a 
higher level of interest in extending their work assignments, compared to those who were not 
assigned to their home villages. This suggests that assigning non-resident health extension 
workers to communities may lead to higher rates of staff turnover and affect the long-term 
sustainability of programmes. 

The inability to relax 
educational levels where 
needed affected scale-up of 
programmes 

In India, this resulted in a failure to identify ASHAs in some of the poorest areas. Similar 
problems occurred in areas where the minimum education level for training as a lay health 
worker was raised. Setting a high minimum educational level may result in lay health workers 
being recruited from outside the villages in which they are supposed to work. For example, 
25% of lay health workers in Rajasthan state did not reside in the village in which they were 
stationed, affecting their ability to perform their work. 
 
One evaluation of the ASHA programme from 2011 showed no significant differences in 
knowledge scores between ASHAs who fulfilled the standard recruitment criteria and those 
who did not. The authors suggest that this substantiates the argument that formal education 
may not necessarily predict performance among lay health workers. 
 

Human resource policies 

Policies for hiring and 
deploying health workers 
sometimes affected the scale-
up of programmes 

In India, one report stated that the main barrier to filling vacant nursing posts was the failure of 
the larger states to formally create the required number of posts, as laid down by the Indian 
Public Health Standards. For example, Chattisgarh state was cited to have an available pool of 
about 1000 auxiliary nurse midwives, but was unable to absorb them into the service due to a 
failure to make necessary changes in service rules. 
 
In Malawi, a policy of re-recruitment of nurse/midwives who had reached the mandatory 
retirement age, either on a fill-time or part-time basis, was implemented. This re-recruitment 
increased the number of health workers, and provided more experienced mentors to junior 
staff. 
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Referral 

Referral was affected by the 
availability of medical cadres 
at the first point of contact for 
curative services, and task-
shifting is being used to 
address this 

In Ethiopia, the government established and rapidly scaled up a new mid-level health cadre 
called health officers. Health officers are posted at the health centre, which is the first point of 
referral for curative services, and are therefore likely to have made an important impact on 
access to care for referred patients.  
 
In Malawi, international volunteer health workers were used as an emergency stop-gap 
measure during the implementation of the Emergency Human Resources Programme. These 
medical specialists were deployed to districts without any medical doctors. 
 
In India, primary health centres and community health centres are expected to have delivery 
services available 24 hours a day. However, the availability of these services has been affected 
by high vacancies for specialists such as obstetricians as well as of nurses and auxiliary nurse 
midwives (mid-level providers). Non-specialist doctors are being trained in emergency 
obstetric care to meet this need. 
 
In Brazil, lay health workers are part of a health team that includes doctors and nurses and are 
therefore likely to be able to refer when needed. 

Referral was affected by the 
extent to which different 
levels of care were able to 
communicate 

In Ethiopia, few referrals were reported, contact with the nearest health facility seemed weak 
and health extension workers rarely received feedback from health posts about their referrals. 

Service delivery challenges 

Inadequate training may 
deter health workers from 
performing their tasks  

In Ethiopia, policy guidelines for the Health Extension Program indicate that health extension 
workers should be able to assist women during delivery. However, limited practice during 
training and a lack of practical skills were seen as reasons for most health extension workers 
not feeling sufficiently confident to undertake this task at health posts. 

The high demand for curative 
services led to expectations of 
such services in the 
communities where the 
programmes were being 
implemented 

This sometimes led to “informal task-shifting”, where health workers delivered services that 
they did not necessarily feel confident enough to perform (India, Malawi) or undertook tasks 
that were not within their scope of practice according to existing regulations (Malawi, India). In 
response to community expectations, Ethiopia has recently initiated national scale-up of 
community-based treatment of pneumonia with oral antibiotics by health extension workers. 

Service reorganisation and 
the integration of vertical 
programmes into the primary 
health care level in which the 
cadres were working 
appeared to affect workload 
and reduce programme 
effectiveness 

In Iran, behvarz noted that the integration of new programmes within the Iranian primary 
health care system resulted in increased workload, for example from completing forms and 
recording statistics for both non-governmental organisations and units in the health 
department. 
 
In India, vertical, disease-oriented programmes have been integrated within the National Rural 
Health Mission. However, the effect on health worker workload and performance was not 
reported. 

The low density of health 
workers in some geographic 
areas required them to cover 
great distances to reach the 
communities they served, and 
this sometimes changed the 
nature of their work 

In Ethiopia, one factor affecting health extension workers’ engagement with communities 
appeared to be the geographically large villages and the scattered sub-villages to which the 
health extension workers were assigned, and consequently the time needed to walk from one 
sub-village to another. Norms for staffing health centres were also applied rigidly, limiting the 
adaptation of staffing patterns to the population. 
 
In Zimbabwe, geographic coverage appeared to have been given priority over achieving an 
appropriate number of lay health workers in communities, and the low number of lay health 
workers appeared to have affected the programme’s focus on maternal and child health.  
 
In Brazil, studies suggested that the low density of health workers compared to the population 
density made it more difficult to carry out all the practices desired by the programme, 
especially those related to intersectoral action or participating in meetings with community 
members and the local health council. 

Professional relationships 
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The relationship between the 
different cadres varied, and 
appeared to have affected the 
performance of the 
programmes 

In Malawi, clinical officers expressed frustration over the different levels of salary, benefits, 
workload and status between them and doctors. It was suggested that fairer workload 
distribution and clear career pathways would improve this situation. 
 
In Brazil, one study reported difficulties in integrating lay health workers into the Family Health 
Team, due to poor communication and cooperation with physicians and nurses.  
 
In India, one study suggested that meaningful communication between ASHAs and other cadres 
was impeded by hierarchy and limited interactions between the ASHAs and more specialised 
cadres. 

Infrastructure and procurement 

Shortages of drug supplies 
were a challenge across the 
various programmes 

In Ethiopia, health posts experienced shortages of essential drugs and vaccines, and some 
health posts lacked delivery beds and other equipment. In India, regular replenishment of the 
ASHAs’ drug kits was reported to be a challenge. 

Inadequate transport 
infrastructure, such as poor 
roads, also affected 
programme effectiveness 

In Ethiopia, this influenced health extension workers’ ability to provide services, as well as 
Woreda Health Offices’ ability to provide supervisory support, and patients’ ability to travel if 
they were referred for care. Similarly, inadequate transport infrastructure also affected referral 
in India. 

Management 

The understaffing of 
management offices in the 
districts affected programme 
implementation  

In Ethiopia, District Health Offices were understaffed and lacked the capacity to fully support 
the work of the health extension workers. In Malawi, management and leadership training 
appears to have been undermined by high vacancy rates, and the temporary appointment of 
staff who were underqualified and inexperienced. In India, earlier evaluations of the National 
Rural Health Mission reported unwillingness or inability from states to invest in management 
structures at state, district and block levels, resulting in weak support systems for the ASHAs. 
However, it appears now that states have the necessary support structures in place. 

Managers did not always have 
sufficient knowledge, skills 
and training for the functions 
they were supposed to carry 
out or familiarity with the 
roles 

In Ethiopia, India and Malawi, managers noted their lack of knowledge as well as the lack of 
guidelines for managerial tasks. In Brazil, many municipal health managers may not have the 
qualification needed for their functions. One study of the decentralisation of ambulatory care 
facilities in Brazil suggested that municipalities needed support during the initial stages of 
decentralisation in order to manage the majority of the ambulatory care, and that 
improvements in programme management and health outcomes could be seen after some years 
of implementation. 

Managers did not always have 
the authority to make certain 
administrative decisions 

In India, managers noted their lack of authority to take decisions such as corrective actions 
towards non-performing health workers at village level or the transfer of funds to the primary 
health care level. 

Problems with the 
disbursement and 
management of available 
funds at the local level 
negatively affected 
programme implementation  

In Ethiopia, it was found that neither health posts nor district health offices were aware of the 
operating budget for each health post. Health posts also appeared to compete with health 
centres for resources from small district budgets. In India, poor utilization of funds at the 
primary health care level was attributed to a lack of capacity at district and village levels to 
manage and utilize these funds. 

Community participation 

Village and district 
committees, who have 
responsibility for managing 
the programme at the village 
and district level, were not 
always established at the 
same pace as the scale-up and 
deployment of lay health 
workers. 

This affected community participation in and local management of the programmes (Ethiopia. 
India). 
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Where village and district 
committees had been 
established, their poor 
functioning sometimes 
affected decision-making and 
the local management of the 
programme 

In many cases, the lay health workers were not aware that the village and district committees 
existed (Ethiopia, India, Zimbabwe) or were not involved in the work of the village committee 
(Brazil, Ethiopia, India). The poor functioning of village health committees in India affected 
monitoring of the ASHAs and undermined decision-making, for example in relation to spending 
untied funds for improving primary health care. In Iran, Behvarz councils were established in 
order to engage behvarz in planning, knowledge transfer and the development of good 
practices. However, one study found that most believed that the intent of the behvarz councils 
had not been effectively translated into practice. Evaluations of the National Village Health 
Worker Programme in Zimbabwe also suggested that village health committees were not 
functioning properly. In Brazil, local health councils were established to facilitate community 
participation. Studies indicate that the participation of lay health workers in these councils was 
low, and that this impeded the integration of Family Health Teams into communities. 

Village committees were 
sometimes regarded by 
communities as an 
extension of the public 
service, and thus 
accountable to the state 
rather than to 
communities themselves 

In Zimbabwe, this was suggested to be the cause of these local bodies failing to stimulate 
meaningful community involvement. 

Social and political (including socio-economic) factors 

The manner in which the 
responsibility for health is 
divided between tiers of 
government, for example 
within national constitutions, 
sometimes affected 
programme implementation  

In Brazil, the constitution adopted in 1988 reinforced the role of state (provincial) and 
municipal governments in implementing public policies. Later legal provisions have shifted 
more responsibility for the management and organisation of health services over to municipal 
governments, while at the same time emphasising the technical and financial role of the central 
government and the states. Formal institutionalisation of “social participation” in municipal 
health governance has taken place, and municipalities have the authority to decide whether to 
implement the Family Health Program and the scale of that implementation. This approach 
appears to have led to more local ownership of implementation and improved local 
management of the programme.  
 
In India, the three tiers of governance (government, state and panchayats) seem to pose a 
challenge for the implementation of the ASHA programme. An evaluation from 2009 reported 
that transfers of funds to lower levels of governance were being held up at the state levels. The 
evaluation proposed direct disbursement of funds from the central government to local level as 
a solution to this problem, but noted that this may be problematic, given that health is defined 
as a responsibility of the state in the constitution of India. 
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Political orientation appears 
to have affected programme 
implementation 

One study analysing the accelerated implementation of the Brazilian Family Health Program 
after 1998 showed that municipalities governed by left wing political parties were more likely 
to adopt the Program in the period studied. It appeared to be the case that adoption was related 
closely to the ideological orientation of the governing parties. 
 
In Zimbabwe, effective popular mobilisation in the planning and development of the Village 
Health Worker programme appears to have declined inversely in relation to the 
bureaucratization of the programme. Government attempts to redirect resources to village level 
resulted in the development of an increasingly large local bureaucracy which reinforced 
centralisation of power. Communities regarded these structures as remote, and as accountable 
to the government and not to poor people within communities. 

Socioeconomic conditions 
influenced programme 
implementation 

In Brazil, early adoption of the Family Health Program in specific municipalities seemed to be 
affected by local socioeconomic indicators, with poorer areas being more likely to join the 
programme in a given year. Municipalities were also shown to be more likely to adopt the 
Family Health Program if they had not increased the number of hospitals or the number of 
schools in recent years, but an explanation for this association was not provided. 
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A systematic review of barriers and facilitators to the 
effectiveness and implementation of doctor-nurse 
substitution programmes 

 

EXECUTIVE SUMMARY 

 

Background:  

Doctor-nurse substitution may contribute to addressing doctor shortages and reducing 

doctors’ workload and human resource costs. A systematic review of effectiveness studies 

has concluded that nurse-led care was as effective as doctor-led care. This finding 

highlights the need to examine how these initiatives are implemented and what factors 

may explain their effects. We explored the factors affecting the implementation of 

initiatives to substitute doctors with nurses for maternal and child health. In our review we 

focused on studies of nurses taking on the roles that are traditionally conducted by doctors 

in areas of maternal and child care, including substituting doctors with nurses or 

expanding the nurses' roles. 

 

Methods: Studies included in this review could use any type of qualitative method for data 

collection and come from low-, middle-, or high-income countries.  

 

Studies conducted in hospitals, clinics, and communities were included as long as nurses 

were a central part of the reorganisation of tasks under review. Study participants included 

nurses, physician assistants, doctors and midwifes, as well as patients, community 

members, policymakers, programme managers and other stakeholders.  

 

To identify eligible studies, we searched the CINAHL and PubMed databases, contacted 

experts in the field, scanned the reference lists of relevant studies and conducted forward 

citation searches for key articles in the Social Science Citation Index and Science Citation 

Index databases, and 'related article' searches in the PubMed. 

 

Independent assessment of the eligibility of studies was conducted and discrepancies were 

discussed and resolved. Quality of the included studies was appraised. The analysis broadly 

followed a thematic analysis approach, informed by the framework approach used for the 

analysis of policy related qualitative data (Ritchie and Spencer, 1994).  A total of 8326 titles 

and abstracts were assessed. 18 papers (relevant to fifteen distinct qualitative studies) 

were included in this review: 15 were based in five high-income countries and three were 

based in two low- and middle-income countries. 

 

 

Results: Recipients regarded nurses as more accessible than doctors, describing them as 

providers who listened and cared. Still the recipients had mixed views about the expansion 

of nurses’ tasks. Recipients from low and middle countries were generally not positive, but 

this may have been a reflection of the difficult circumstances under which the nurses 

operated. Recipients in high-income countries were mainly positive towards nurses taking 

on advanced roles. This in a way also reflected the views of the nurses, as nurses in high-

income countries were generally satisfied with their roles, while nurses in low and middle-

income countries were generally dissatisfied. In low-income countries, nurses’ limited 

access to medicines and equipment and/or the high burden of care may be the main 

reasons for recipients’ dissatisfaction with the care delivered by nurses. For tasks that 

were more 'medical' in nature (e.g. physical examinations), most recipients preferred 
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doctors over nurses. For tasks that were considered to be sensitive (e.g. pelvic exams), 

patients sometimes preferred (female) nurses, although views varied.   

 

Doctors welcomed the contribution of nurses where it reduced doctors’ workloads: they 

welcomed the nurses taking over 'repetitive tasks' (e.g. taking pap smears), conducting 

preventive and health promotion, and in certain settings they were satisfied with nurses’ 

prescribing roles. They were generally satisfied with the contribution of nurses to maternal 

and child health care, although certain limitations and concerns were raised. The attitudes 

of doctors towards nurses appeared to have improved over time. The key to doctors’ 

acceptance of advanced care provided by nurses was the degree to which these nurses 

were experienced. Experience was a main reason for developing trust and respect between 

doctors and nurses. Where provision of care by nurses could potentially reduce doctors’ 

earnings (e.g. where fee for service payment is dominant), doctors were more likely to 

resent substitution. 

 

Nurses’ main motivation for providing advanced care and substituting for doctors was 

recognition and self-satisfaction with these new roles. Nurses in low and middle-income 

countries working in close proximity to doctors were more likely to have difficulty in 

providing care to recipients as recipients were more likely to ask to see a doctor. Some 

studies reported that nurses in substitution roles felt they were underutilized. 

 

Doctors and nurses disagreed as to the aims of doctor-nurse substitution.  While nurses 

saw substitution as a way of strengthening and expanding the role of the nurse, doctors 

saw it as a way of replacing and supporting doctors, and as a way of creating a bridge 

between doctors and nurses. Nurses and doctors noted that formal procedures for 

communication (e.g. agreed, routine meeting times) may help to improve collaboration and 

resolve conflicts. Doctors noted that it is important to clarify the level of responsibility of 

each member of the team and agree on the boundaries of care so as to avoid confusion and 

disorder in the provision of care. In some of the studies, the degree to which nurses could 

work independently from doctors was linked to the legal and regulatory framework of 

nursing practice in these countries. Multidisciplinary training opportunities promoted 

respect and trust between doctors and nurses. 

 

Task shifting improved recipients’ physical access to care as well as the speed of this 

access. However, recipients of care were concerned about the technical quality of care 

provided by nurses in low and middle income countries. Nurse-doctor substitution was 

partly used in USA as a response to a lack of female doctors and a demand for female 

providers among recipients. The credibility of the nursing profession in a country affects 

the success of doctor-nurse substitution.  

 

Nurses may be unprepared or not adequately trained when they are given advanced and 

substitution roles. Nurses taking on clinical tasks in low- and middle-income countries are 

often not adequately supervised. Some nurses taking on substitution roles in the UK 

resented being supervised by doctors.  

 

An increase in nurse autonomy could produce negative reactions among other professions, 

including midwifes. Some doctors preferred to retain the final responsibility for patient 

care, even if specific tasks were undertaken by nurses (e.g. nurse prescribing). 

Nurses should be provided with similar financial coverage to doctors for liability when 

taking on substitution roles, otherwise this may negatively affect the service. 

 

In different countries, several nurse substitution programmes appeared to lack overall 

leadership insights as they were more focused on the programme development processes 

than the overall contribution of the programme to health services.  
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Summary statement  Certainty  
in the 
evidence 

Explanation of certainty of evidence 
assessment 

Factors affecting the views of recipients of care about the programme 

Recipients regarded nurses as more accessible than doctors, 
describing them as providers who listened and cared. 

Moderate 
certainty 

Three studies from varying settings. The 
studies were of mixed quality. 

Recipients have mixed views about the expansion of nurses’  
tasks. Recipients from low and middle countries were generally 
not positive, but this may have been a reflection of the difficult 
circumstances under which the nurses operated. Recipients in 
high income countries were mainly positive towards nurses 
taking on advanced roles. 

Low 
certainty 

Only two studies from low or middle income 
countries of moderate quality. The findings 
vary across studies. 

For tasks that were more 'medical' in nature (e.g. physical 
examinations), most recipients preferred doctors over nurses. 
For tasks that were considered to be sensitive (e.g. pelvic exams), 
patients sometimes preferred (female) nurses, although views 
varied.   

Low 
certainty 

Only two studies of moderate to low quality 
from the USA and Hong Kong. 

In low income countries, nurses’ limited access to medicines and 
equipment and/or the high burden of care may be the main 
reasons for recipients’ dissatisfaction with the care delivered by 
nurses.  

Low 
certainty 

Only two studies of moderate quality, each 
referring to different findings.  

In low income countries, recipients were not aware of the range 
of services that nurses were supposed to provide, resulting in a 
reduced expressed recipients' demand for such services. 

Low 
certainty 

Only one study of moderate quality. 

Factors influencing doctors' views about the programme 

Doctors welcomed the contribution of nurses where it reduced 
doctors’ workloads.  

Moderate 
certainty 

Three studies of moderate to high quality 
from the UK, Canada and USA in primary 
and maternity care settings. The finding is 
likely to be transferrable to LMICs. 

Doctors were generally satisfied with the contribution of nurses 
to maternal and child health care, although certain limitations 
and concerns were raised. The attitudes of doctors towards 
nurses appeared to have improved over time. 

Low 
certainty 

Five studies of moderate quality, all from 
HICs.  

Doctors welcomed the transfer of certain repetitive tasks to 
nurses (e.g. taking pap smears) and nurses in one study seemed 
to be happy with these tasks. Nurses may be willing to provide 
preventive and health promotional care that is not usually 
prioritised by doctors. 

Low 
certainty 

One study from the USA and one from 
Canada, of moderate quality. 

Doctors felt that nurse prescribing improved the continuity of 
care that patients received. 

Low 
certainty 

One moderate to high quality study from the 
UK. 

Key to doctors’ acceptance of advanced care provided by nurses 
was the degree to which these nurses were experienced. 
Experience was a main reason for developing trust and respect 
between doctors and nurses. 

Low 
certainty 

Two studies of moderate quality from the UK 
and USA.  
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Factors influencing nurses’ views about the programme 

Nurses’ main motivation for providing advanced care and 
substituting for doctors was recognition and self-satisfaction with 
these new roles.  

Moderate 
certainty 

Five studies of moderate to high quality 
from HICs, all suggesting the same finding. 

Nurses in high income countries were generally satisfied with 
their roles, while nurses in low and middle income countries 
were generally dissatisfied. 

Low certainty Difficult to extrapolate this finding to other 
setting, due to variation in settings and 
findings. 

Nurses in low and middle income countries working in close 
proximity to doctors were more likely to have difficulty in 
providing care to recipients as recipients were more likely to ask 
to see a doctor. 

Low certainty Only one study of moderate quality from 
Yemen 

Nurses in substitution roles felt they were underutilized.  Low certainty Two studies of moderate quality from HICs. 

Nurse-doctor relationships 

Nurses and doctors noted that formal procedures for 
communication (e.g. agreed, routine meeting times) may help to 
improve collaboration and resolve conflicts.  

Moderate 
certainty 

Three studies of moderate quality from 
South Africa, the UK and Canada noted this.   

Doctors’ views were an important factor in the success of 
substitution roles, as nurses were closely collaborating with 
doctors. 

Low 
certainty 

Reported in two studies in the USA and 
Australia. The finding seems to be context 
specific. 

Doctors and nurses disagree as to the aims of doctor-nurse 
substitution.  While nurses saw substitution as a way of 
strengthening and expanding the role of the nurse, doctors saw it 
as a way of replacing and supporting doctors, and as a way of 
creating a bridge between doctors and nurses 

Low 
certainty 

Two moderate quality studies from Canada. 
The argument appears to be more relevant 
in settings where other professionals are 
also collaborating, e.g. maternity care where 
midwifes are present.   

In high income countries, the degree to which nurses could work 
independently from doctors was linked to the legal and 
regulatory framework of nursing practice in these countries. 

Low 
certainty 

The findings vary by study. No mention of 
the issue in LMIC papers. 

Multidisciplinary training opportunities promoted respect and 
trust between doctors and nurses. 

Low 
certainty 

Reported in one moderate quality study from 
Canada. The view was expressed both by 
nurses and doctors. 

Doctors noted that it is important to clarify the level of 
responsibility of each member of the team and agree on the 
boundaries of care so as to avoid confusion and disorder in the 
provision of care. 

Low 
certainty 

Two studies of moderate quality from 
Canada and the UK. 

Accessibility and quality of care 

Task shifting improved recipients’ physical access to care as well 
as the speed of this access.  

Moderate 
certainty 

Five studies in HIC and one study in Yemen 
noted this finding.  

Nurses with expanded roles spent more time with patients than 
doctors conducting the same task  
Nurses in expenaded roles spent more time with patients in the 
USA, than doctors providing similar tasks; but not so in South Africa 

Low 
certainty 

Few studies, and the findings seem to vary 
according to the setting. 
 

Recipients showed concerns about the technical quality of care 
provided by nurses in low and middle income countries 

Low 
certainty 

Reported in two studies of moderate quality. 
The specific conditions of the two study 
setting diminish the likelihood that these 
findings can be generalized. 
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Financial resources 

Where provision of care by nurses could potentially reduce 
doctors’ earnings (e.g. where fee for service payment is 
dominant), doctors were more likely to resent substitution.  

Low 
certainty 

Indirect findings from four different studies in 
HICs. 

A severe lack of financial resources undermined the impact of 
nurse-doctor substitution in low and middle income countries, as 
it resulted in nurses being ill-equipped to deliver the tasks. 

Low 
certainty 

Indirect findings from two LMIC studies. 

Human resource issues 

The credibility of the nursing profession in a country affects the 
success of doctor-nurse substitution. 

Low 
certainty 

Reported only in one moderate quality study 
from Canada. 

Nurse-doctor substitution was partly used in USA as a response 
to a lack of female doctors and a demand for female providers 
among recipients. 

Low 
certainty 

Reported only in one moderate quality study 
from the USA. 

Training (formal and hands-on) and supervision issues 

Nurses may be unprepared or not adequately trained when they 
are given advanced and substitution roles. 

Low 
certainty 

Three different studies of HIC suggested this 
might be the case. 

Nurses taking on clinical tasks in low and middle income 
countries are often not adequately supervised. 

Low 
certainty 

Reported in two LMIC studies of moderate 
quality.  

Some nurses taking on substitution roles resented being 
supervised by doctors, as it reflected professional boundaries in 
that country. 

Low 
certainty 

Reported in only one study from the UK. 

It is important to provide formal opportunities for interaction 
among nurses providing maternal and child health care and other 
relevant areas of care. This was mentioned as nurses in expanded 
roles sometimes felt lonely in their responsibilities. 

Low 
certainty 

Reported in a moderate quality study in 
Yemen and a low quality study in Australia. 

Allocation of authority and accountability 

An increase in nurse autonomy could negatively affect other 
professions or produce negative reactions among these 
professions, including midwifes, as they felt their traditional 
boundaries of care have been eroded. 

Low 
certainty 

Two studies of moderate quality from 
Canada and the UK mentioning different 
aspects. 

Some doctors preferred to retain the final responsibility for 
patient care, even if specific tasks were undertaken by nurses 
(e.g. nurse prescribing). 

Low 
certainty 

The views of doctors varied in the study that 
reported this. It is also a context specific 
finding. 

Nurses should be provided with similar financial coverage to 
doctors for liability when taking on substitution roles, otherwise 
this may negatively affect the service. 

Low 
certainty 

Reported in only one study from Canada. 

Leadership and management 

Nurse substitution programmes lack overall leadership insights 
as they are more focused on the programme development 
processes than the overall contribution of the programme to the 
health services. 

Low 
certainty 

Two studies from HIC and one study from 
South Africa. Moderate quality. 
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Lay health workers in primary and community health 
care for maternal and child health and the 
management of infectious diseases  

 

ABSTRACT 

 

Background    

Lay health workers (LHWs) are widely used to provide care for a broad range of health 

issues. Little is known, however, about the effectiveness of LHW interventions. 

Objectives   

To assess the effects of LHW interventions in primary and community health care on 

maternal and child health and the management of infectious diseases. 

Search methods   

For the current version of this review we searched The Cochrane Central Register of 

Controlled Trials (CENTRAL) 2011, Issue 1, part of the The Cochrane Library. 

www.thecochranelibrary.com (searched 10 April 2011); MEDLINE, Ovid (1948 to March 

Week 5 2011) (searched 10 April 2011); MEDLINE In-Process & Other Non-Indexed 

Citations, Ovid (April 08 2011) (searched 8 April 2011); EMBASE, Ovid (1980 to 2011 

Week 14) (searched 10 April 2011); AMED, Ovid (1985 to April 2011) (searched 10 April 

2011); British Nursing Index and Archive, Ovid (1985 to April 2011) (searched 13 April 

2011); POPLINE (searched 10 April 2011); and WHOLIS (searched 10 April 2011). We also 

searched the reference lists of all included papers and relevant reviews, and contacted 

study authors and researchers in the field for additional papers. For previous updates, we 

also searched the Science Citation Index and Social Sciences Citation Index (ISI Web of 

Science) (1975 to 2009) (searched 10 August 2006 and 10 February 2010) and CINAHL, 

Ebsco 1981 to 2010 (searched 07 February 2010). 

Selection criteria   

Randomised controlled trials of any intervention delivered by LHWs (paid or voluntary) in 

primary or community health care and intended to improve maternal or child health or the 

management of infectious diseases. A 'lay health worker' was defined as any health worker 

carrying out functions related to healthcare delivery, trained in some way in the context of 

the intervention, and having no formal professional or paraprofessional certificate or 

tertiary education degree. There were no restrictions on care recipients. 

Data collection and analysis   

Two review authors independently extracted data using a standard form and assessed risk 

of bias. Studies that compared broadly similar types of interventions were grouped 

together. Where feasible, the study results were combined and an overall estimate of effect 

obtained. 

Results   

One hundred and seven (107) studies met the inclusion criteria. These showed 

considerable diversity in the targeted health issue and the aims, content, and outcomes of 

interventions. The majority were conducted in high income countries (n = 65) but many of 

these focused on low income and minority populations. The diversity of included studies 

limited meta-analysis to outcomes for five study groups. These analyses found evidence of 
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moderate quality that LHWs probably increase immunisation uptake in children (RR 1.19, 

95% CI 1.09 to 1.3; P < 0.0001); increase the number of mothers who initiate breastfeeding 

(RR = 1.34, 95% CI 1.13 to 1.59; P = 0.0007), who breastfeed their child at all (RR 1.19, 

95% CI 1.07 to 1.33; P = 0.001), and who breastfeed their child exclusively for up to 6 

months (RR 2.68, 95% CI 1.86 to 3.87; P <0.00001); probably reduce neonatal mortality 

(RR 0.76, 95% CI 0.6 to 0.98; P = 0.03); and probably improve pulmonary TB cure rates (RR 

1.22 (95% CI 1.13 to 1.31) P <0.0001), when compared to usual care. There was moderate 

quality evidence that LHW support had little or no effect on TB preventive treatment 

completion (RR 1.00, 95% CI 0.92 to 1.09; P = 0.99). There was also low quality evidence 

that LHWs may reduce child morbidity (RR 0.84, 95% CI 0.75 to 0.94; P = 0.002) and child 

mortality (RR 0.75, 95% CI 0.55 to 1.03; P = 0.07); may reduce maternal mortality (RR 0.86, 

95% CI 0.34 to 2.19; P = 0.75); and may increase the likelihood of seeking care for 

childhood illness (RR 1.19, 95% CI 0.91 to 1.55; P = 0.20). For other health issues, the 

evidence is insufficient to draw conclusions regarding effectiveness, or to enable the 

identification of specific LHW training or intervention strategies likely to be most effective. 

Authors' conclusions   

LHWs provide promising benefits in promoting immunisation uptake and breastfeeding, 

improving TB treatment outcomes, and reducing neonatal mortality and child morbidity 

and mortality, when compared to usual care. For other health issues, evidence is 

insufficient to draw conclusions about the effects of LHWs. 
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Implementing task shifting programmes: cross-cutting 
factors from reviews of qualitative studies and of 
country case studies 

EXECUTIVE SUMMARY 

Background: The implementation of initiatives or programmes to optimize the delivery of 
health interventions through task-shifting or sharing is affected by a range of factors. The aim 
of this analysis was to identify such factors across task-shifting programmes that involve 
different cadres (lay health workers, nurses etc.) and are implemented in different settings. 
 
Methods: We used the following sources of data for this analysis: (1) A systematic review of 

barriers and facilitators to the implementation of task-shifting in midwifery programmes 

(Colvin 2012); (2) A systematic review of barriers and facilitators to the implementation of 

lay health worker programmes for maternal and child health (Glenton, Colvin 2012); (3) A 

systematic review of the effects, safety and acceptability of compact, prefilled, autodisabled 

injection devices when delivered by lay health workers (Glenton, Khanna 2012); (4) An 

analysis of large-scale programmes for scaling up human resources for health in low- and 

middle-income countries (Gopinathan 2012); (5) A systematic review of barriers and 

facilitators to the effectiveness and implementation of doctor-nurse substitution 

programmes (Rashidian 2012); (6) A study of stakeholder views on optimizing the roles of 

health care providers for maternal and newborn health (MNH) in LMICs: an analysis of the 

HIFA2015 email archive (Glenton 2012).  

 

The authors of these reviews and studies came together in a series of face-to-face and online 

discussions to identify implementation factors that were common across task-shifting 

programmes and also factors that were specific to particular kinds of programmes. This 

analysis was informed by a checklist for identifying factors affecting the implementation of a 

policy option (the SURE checklist – The SURE Collaboration 2011), and was finalized after 

several iterations of comments and discussion among the authors. We used the WHO health 

systems ‘building blocks’ to structure our reporting of the findings. 

 

Methodological issues: The following methodological points should be noted: 

- The underlying explanatory pathways for these factors were not always clear from the 

available data and, where discussed, should be regarded as hypotheses 

- The studies included in the reviews collected data at particular points in the life course of 

taskshifting initiatives / health programmes, and may therefore reflect issues that were 

relevant to those time points rather than to all stages of the programmes  

- Overall, the included studies reported somewhat less data on the views of recipients of 

care than was the case for other stakeholders. In many studies it was unclear whether the 

recipients were fully aware of the programmes being implemented and other health care 

options available  

- The methodological quality of some of the included studies was poor, limiting the degree 

of confidence that can be placed in the evidence from these studies 

- Information was limited in the available studies on the implementation strategies for the 

taskshifting initiatives and also on how the planned programme changes were implemented 

in practice  

Results: We summarise below the key findings regarding ‘cross-cutting’ factors affecting the 
implementation of task-shifting programmes in low- and middle-income countries.  
 
 

Lewin, Glenton 2012 
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Service delivery 
Taskshifting impacts on roles and identities 

1. The findings suggest that ‘taskshifting’ should not be viewed simply as the moving of a 
task from one cadre to another. Where members of a cadre take on new tasks, they may 
also consider the nature or quality of the task to have changed. For example, nurses who take 
prescribing roles may feel that the quality of prescribing is changed by the additional time 
that they spend communicating with patients, compared with doctors. Similarly, lay health 
workers may see their relations with recipients of care as different from those that health 
professionals can achieve.  
 

2. Taskshifting may also result in changes to the meanings of, or identities attached to, 
particular provider roles; to the broader organisation and relationships of work; and to 
the relations between different components of the health system. For example, the 
shifting of more technological tasks or interventions to midwives may disrupt the one-on-
one relationships between midwives and patients and the provision of continuous care, 
elements that are central to most notions of midwifery. Taskshifting may therefore be seen 
as constituting a change to the meaning of the midwifery role. Similarly, the shifting of tasks 
to lay health workers may increase their status in communities or within the health care 
team. 
 
 
Views and experiences of taskshifting among recipients of care 

3. In general, recipients reported being satisfied with taskshifting and had confidence and 
trust in the competence of less specialized or less highly trained health care providers. 
However, in a small number of reports and for specific types of tasks, recipients indicated a 
preference for care from a more specialized cadre. Recipient satisfaction with taskshifting 
may depend on the extent to which programmes addressed their perceived needs, for 
example for curative care or for specific types of services. Recipient satisfaction with 
taskshifting may also be influenced by the degree to which there are other health services 
available or to which other services are regarded as satisfactory.  
 

4. Taskshifting from more to less specialized cadres may help to reduce ‘distance’ between 
recipients and providers of health care (for example, in terms of cultural, language, social 
status and gender differences as well as physical barriers). Taskshifting may also change 
provider-recipient relationships. For example, recipients saw their relations with lay health 
workers as more respectful, trusting and less intimidating than relations with doctors. 
Continuity of care and trust within communities regarding the health services may also be 
improved and this was generally viewed positively by respondents. However, where tasks 
related to care for stigmatized conditions are ‘downshifted’, the reduced distance between 
recipients and providers may be perceived less positively by recipients because of threats to 
confidentiality or privacy. 
 

5. Programme acceptability was seen to be affected by the extent to which programmes 
respond to local needs and preferences. Some studies also noted that acceptability was 
influenced by the extent to which stakeholders (recipients, providers, others) were 
consulted in the development of the programme. 
 
 
Views and experiences of providers to whom tasks have been shifted 

6. Taskshifting may create the potential for increased job satisfaction. This is linked to a 
number of factors: firstly, taskshifting may represent an empowerment of less specialized 
providers through expanding their scope of work and responsibility and their ability to 
address health care needs; secondly, taskshifting may lead to greater social 
acknowledgement, particularly where the tasks shifted are valued by communities, for 
example where they involve the delivery of curative care rather than only the provision of 
preventive and promotive activities ; thirdly, taskshifting may give the provider the 
opportunity to  address a clear health care need ; and, finally, if those undertaking the new 
task see themselves as bringing a different, and complementary, set of skills to the new role. 
However, taskshifting from more to less specialized cadres may also undermine job 
satisfaction. For example, where nurses work in close proximity to doctors, recipients may 
be more likely to ask to see a doctor, undermining nurses’ confidence in their role. Health 
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workers may also experience a lack of confidence and fear of new responsibilities if training 
and support is not adequate. 
 

7. Taskshifting affected, and was generally seen to increase, the workload of providers, 
although this was not reported extensively for lay health workers, except in the studies 
evaluating compact pre-filled auto-disable devices (CPADs). This difference between lay 
health workers and other cadres may reflect the fact that the lay health worker studies 
identified did not examine circumstances where new tasks had been added to their work. 
The manner in which increased workload is perceived by providers may be influenced by the 
type of task that is shifted and by the manner in which taskshifting is organized, including 
incentives and provider motivation. For instance, lay health workers delivering CPADs 
claimed that the advantages of being able to provide important healthcare outweighed the 
disadvantages of the increased workload.   
 

8. There was insufficient consultation regarding both the design and implementation of 
taskshifting initiatives. The extent of consultation with affected providers, as well as how 
providers feel about the proposed initiatives, may be linked to their later acceptance of the 
programme. 
 

9. Taskshifting may lead to role ambiguity / unclear boundaries between the roles of 
different providers. Providers’ understanding of their roles may be affected by taskshifting, 
and this may be linked to notions of professional identity. Taskshifting may act to intensify 
role ambiguity, firstly, between cadres regarding responsibilities for tasks (e.g. between 
nurses and doctors, or between midwifes and TBAs) and, secondly, between the cadre to 
whom the task has been shifted and their peers of the same cadre, whose roles have not 
changed.  
 

10. Incentives that appeal to both intrinsic and extrinsic motivations may be important. 
Incentives may include public recognition and acknowledgement from employers and peers; 
social recognition from communities; increases in professional status; and non-monetary 
incentives such as uniforms (in the case of lay health workers). However, where incentives 
are absent or are discontinued, the sustainability or scale-up of taskshifting initiatives may 
be undermined. In addition, providing incentives for certain tasks but not for others may 
have perverse effects on the scope of work performed. In general, a better understanding is 
needed of appropriate incentives to motivate cadres in the context of taskshifting. 
 

11. Programmes may need to address liability and accountability regarding the care of 
recipients:  

- Providers noted that where taskshifting is implemented, it needs to be clear which provider 
has responsibility for care and where accountability lies. However, this was often not 
specified within formal regulations and or in day-to-day practice. In addition, systems need 
to be in place to support less specialized cadres when treatment is perceived as potentially 
harmful, e.g. reasonable insurance for malpractice (nurses) or visible support from the 
health system (lay health workers) 

- Statutory support for changes in tasks and roles may be important for most cadres, for 
example in relation to nurse prescribing;  nurses taking responsibility for childbirth; or lay 
health workers delivering injections  

- For lay health workers working in their own community, there may be an additional social 
burden if treatment is perceived by recipients as harmful. 
 

12. The nature of the tasks that are shifted may influence views and experiences: 
- The values and meanings attached to tasks by different cadres may affect relationships 

within and among cadres, role recognition, respect etc. and, following from this, 
implementation of these programmes. The findings highlighted the importance of mutual 
respect and recognition for roles (including those taken on as a consequence of taskshifting) 
among providers within a team or health centre. This includes the ways in which these new 
roles may add value to the service  

- Some tasks involving communication, such as health promotion, may be perceived to be 
better delivered by less specialized cadres (e.g. nurses or lay health workers). However, 
these kinds of tasks may be considered by these less specialized cadres (e.g. LHWs) to be 
complex and to require specific training 
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- There was an expectation that less specialised cadres should be able to distinguish between 
more and less complex problems and refer more complex problems to more specialized 
cadres. 
 

13. Familiar work routines and systems may be disrupted by taskshifting. For example, the 
preference of many midwives to have a one-to-one relationship throughout the pregnancy 
and delivery with a mother was undermined by the integration of midwives into broader 
teams, or when traditional birth attendants or other birth supporters were added to the 
team to take on specific support roles.   
 
 
Views and experiences of providers from whom tasks have been shifted 

14. The views of those from whom tasks had been shifted were mixed. For example, where 
doctor-nurse taskshifting had been implemented, doctors were generally satisfied with the 
changes. Doctors particularly valued the nature of the care the nurses gave and welcomed 
the transfer of repetitive tasks to others. In the studies of taskshifting to midwives, however, 
doctors expressed some concerns about the quality of care that would be delivered. In 
general, doctors had concerns about lines of accountability; about medical liability should 
difficulties arise; and also regarding the ability of less specialized cadres to handle more 
complex cases. The reviews suggest that more specialized cadres may be more likely to 
accept the shifting to less specialized cadres of tasks that the more specialized cadres 
perceive as more repetitive, less attractive or less complex. 
 

15. Taskshifting may change interprofessional relationships and forms of collaboration. For 
example, changes in roles within health care teams may lead to some providers losing 
support from a wider team of colleagues, with whom they no longer share the same roles 
and tasks. There is some evidence to suggest that multidisciplinary training opportunities 
may promote respect and trust between providers, for example between doctors and nurses. 
Formalising systems for interprofessional communication, such as routine meeting times, 
were also seen as helpful in improving collaboration and resolving conflicts. 
 

16. There was little explicit discussion of gender issues in the included studies, even though it 
is often the case that less specialised cadres, such as nurses and LHWs, are women. A few 
studies reported that clients had a preference for female providers for certain procedures. 
 
 
Views and experiences of taskshifting among other stakeholders 

17. Involving communities in taskshifting initiatives was seen as challenging. Where 
taskshifting initiatives attempted to involve communities in planning and implementation, or 
shifted care to the community level, there were concerns regarding whether community 
structures could be established at the same pace as these initiatives. In addition, there were 
concerns regarding the poor functioning of these structures. In some settings, health 
workers were unaware of these structures and the accountability of these structures was 
questioned. 
 

18. The understaffing of management offices at the district level and the lack of knowledge, 
skills and training among managers for the functions they were supposed to carry out 
was seen as problematic. In addition, managers did not always have the authority to make 
necessary administrative decisions and problems with the disbursement and management of 
funds at local level were reported. 
 
 
Relations between different levels of the health system 

19. Both the technical and relational aspects of referral / patient flow processes were 
important.  Taskshifting often involves reorganising patient flow processes which has both 
technical (e.g., in terms of infrastructure, information systems and administrative processes) 
and relational (e.g., in terms of interactions with other providers) effects. Referral may be a 
way of obtaining support from other providers as well as a way of enhancing credibility, and 
may work better where there are good relationships across cadres and a clear understanding 
of roles of different providers. Conversely, distrust between providers may act as a barrier to 
timely referral. Because taskshifting usually results in changes in patient flow processes, and 
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sometimes in larger numbers of referrals across levels of the health services, systems need 
to be put in place to manage and accommodate this. 
 
 

Health workforce 
 
Pre-service and in-service training: 

20. A number of weaknesses were identified in relation to training. These included: 
insufficient training (lay health workers, midwives, and nurses); training not addressing 
practice needs (midwives); the use of unskilled trainers (lay health workers) and weak 
training methods (midwives); inflexible training schedules which do not link to recruitment 
and practice (lay health workers, nurses), e.g., nurses may need to start prescribing before 
their training is completed; and unrealistic and unachievable training requirements for 
nurses in advanced roles.  
 

21. Training needs to evolve in relation to changes in the roles of cadres or the tasks that 
they are confronted with or expected to deal with, e.g. lay health workers were confronted 
by issues such as domestic violence and needed training in how to respond to these; the 
extension of nurses’ roles required changes in both training and the regulations governing 
training (nurses, lay health workers). 
 
Supervision and support: 

22.  A range of supervision and support issues were identified, including the importance of 
clinical / technical supervision but also other support, such as emotional support and 
attention to liability issues. Problems in this area included insufficient supervision (either 
too little or of poor quality); supervisors not feeling prepared to or confident to supervise, 
not understanding the role, and not having time; logistical issues (e.g. lack of funds for 
supervisors to travel to peripheral facilities); and the bureaucratization of supervision. For 
instance, midwives reported that they felt confident about their ability to learn new tasks but 
often did not feel sufficiently supported to undertake these tasks and also had concerns 
about whether the new roles fell within their regulatory scope of practice. 
 

A number of other issues emerged in relation to supervision and support: 
a. Cadres suggested that supervision is best done in the field, in close relation to practice 

and day-to-day working conditions. LHWs, nurses and midwives also expressed a desire 
for supervision from peers and opportunities to interact with them.  

b. The need for supervision was sometimes related to concerns about liability for adverse 
events or the unintended consequences of health interventions. Concerns regarding liability 
may be greater in relation to complex tasks or where providers are community-based. 
Supervision may be needed to counter these liability concerns  

c. For some cadres, supervision by more specialized cadres may increase local credibility, 
through demonstrating to service users that these cadres are part of the health system. 
 

23. Demand for services combined with shortages of particular cadres within the health 
workforce may lead in some settings to informal or adhoc taskshifting, i.e. taskshifting that is 
not part of planned service change. Such informal taskshifting is often not supported by 
appropriate regulatory or adequate training and supervision. 
 
 

Financing 
 

24. The extent to which central government was able to clarify roles and financial 
responsibilities with sub-national health authorities influenced programme 
implementation. Challenges to the disbursement and management of available funds 
included: (a) a lack of clarity regarding the roles and financial responsibilities / authority of 
national and subnational structures (such as provinces, municipalities, communities); and 
(b) a lack of knowledge and guidelines at local service level. 

25. The payment method selected for health care providers will not only affect health care 
provider motivation but also influence relationships between health care providers and 
between health care providers and recipients. For example: 
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– In settings where part of physicians’ revenue is via fee for service payment, there were 
concerns of negative reactions from physicians towards substitution by nurses or midwives 
because this might reduce physicians’ revenue 

– Lay health workers and other cadres were frustrated when the payments that they received 
varied across regions  

– Where lay health worker incentives were based on the sale of drugs to recipients in their 
community, they were concerned about having to extend credit and not receiving payment 
timeously or at all. 
 

26. Adequate and sustained, financial or non-financial, context-specific incentives are 
needed for lay health workers. A high level of attention should be paid to ensuring that the 
expectations of lay health workers, programme managers and policy makers are in 
alignment if low attrition and high performance are to be achieved. Where incentives are 
provided for some tasks but not others, this may negatively affect the scope of work that is 
carried out. Also, the scale up of a programme may be negatively affected when established 
incentives are discontinued due to financial constraints. 
 
 
 

Leadership / governance 
 

27. Broader societal beliefs and values may influence decisions to initiate or implement a 
programme as well as its acceptance locally. For example, adoption of the Family Health 
Program by municipalities in Brazil appeared to be related to the ideological orientation of 
governing parties and the extent to which they are responsive to equity objectives. Also, data 
from Papua New Guinea suggest that service changes that required community involvement 
appeared to occur more readily in matrilineal regions, possibly because women had more 
influence on initiating changes in these areas 
 

28. How responsibility for health is divided constitutionally between tiers of government 
may affect the implementation of taskshifting and other health programmes in a 
particular setting. For instance, in Brazil the constitution adopted in 1988 reinforced the 
role of state (provincial) and municipal governments in implementing public policies. Later 
legal provisions have shifted more responsibility for the management and organisation of 
health services over to municipal governments, while at the same time emphasising the 
technical and financial role of the central government and the states. Formal 
institutionalisation of “social participation” in municipal health governance has taken place, 
and municipalities have the authority to decide whether to implement the Family Health 
Program (a national programme that involves task shifting within health care teams) and the 
scale of that implementation. This approach appears to have led to more local ownership of 
implementation and improved local management of the programme.  
 

29. Local programme managers need to be able to adapt national policies. The ability of 
programme managers at local level to adapt national policies to their setting, as well as the 
extent to which taskshifting programmes were supported by clear planning and 
communication from central structures, affected implementation. 
 
 
 
References: 
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Optimisation of the health workforce for contraceptive 
delivery: a systematic review of the effectiveness and 
safety of taskshifting 

Background    

Unmet needs for family planning in low and middle income countries (LMIC) is one 

barrier to reaching the Millennium Development Goals 4 and 5. One strategy to increase 

access to contraception is the re-organisation of the health workforce through task-

shifting or optimisation. However, little is known about the safety and effectiveness of 

contraceptive methods delivery by optimizing the tasks and roles of different health 

workers.    

Objectives  

To assess the effectiveness and safety of task shifting from one health worker category to 

another in the delivery of family planning methods in low- and middle income countries. 

Search methods   

We searched MEDLINE, PubMed (1950-January Week2) (searched January 17); POPLINE 

(searched February 23 2012); The Cochrane Central Register of Controlled Trials (The 

Cochrane Library 2012, Issue 5) (searched 4 May 2012); EMBASE, Ovid (1974- 2012 Week 

17)(searched 2 May 2012); CINAHL (1985-2011)( 08-05-2012); WHOLIS, LILACS, IMEMR 

(EMRO), WPRIM (WPRO), AIM (AFRO), IMSEAR (SEARO) through the Global Health 

Library (searched 25 May 2012). 

Selection criteria  

Randomized controlled trials (RCTs), non-randomized trials (NRCTs), controlled before 

and after studies (CBA) and interrupted time series (ITSs) as defined by the Cochrane 

Effective Practice and Organization of Care Group (EPOC) group. Each level of task-shifting 

intervention was included, thus any level of health worker that delivered a type of 

contraceptive compared to no or usual care. We included as contraceptive methods tubal 

ligation, vasectomy, intrauterine device, contraceptive implants and injectable 

contraceptives. 

Data collection and analysis  

Two review authors independently extracted data using a standard form and assessed risk 

of bias. Studies that compared similar types of interventions were grouped together. 

Results 

IUD insertion by nurses compared to doctors (2 RCTs) 

For multiparous women, there may be little or no difference in rates of insertion failure 

(RR 1.66, 95%CI 0.65 to 4.25, p=0.2939) (low certainty evidence), but for nulliparous 

women there may be higher rates of insertion failure (RR 3.41 95%CI 1.18 to 9.85, p= 

0.0237) (low certainty evidence). 

Among both multiparous and nulliparous women, fewer women probably experience pain 

at insertion with nurse delivery (RR=0.65 95%CI 0.48 to 0.89, p=0.0069) (moderate 

certainty evidence). 

Polus, 2012a 
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Among both multiparous and nulliparous women, there may also be little or no difference 

in expulsion rates (RR 0.93, 95%CI 0.57 to 1.52, p=0.7786) and continuation rates (RR 

0.99, 95%CI 0.94 to 1.03, p=0.4311) (low certainty evidence). 

Among both multiparous and nulliparous women, it is uncertain if there is any difference 

between doctors and nurses in unintended pregnancy rates, complication rates or removal 

rates (very low certainty evidence). 

 

IUD insertion by auxiliary nurse midwives compared to doctors (2 RCTs) 

There is probably little or no difference regarding removal rates (RR 1.08 95% CI 0.77 to 

1.52, p= 0.564), expulsion rates (RR=0.84, 95%CI 0.56 to 1.26, p= 0.38) and continuation 

rates (RR 1.04, 95%CI 0.96 to 1.12, p= 0.7227) (moderate certainty evidence). There may 

be little or no difference regarding rates of unintended pregnancies (RR 0.95, 95%CI 0.40 

to 2.27, p=0.927). 

 

Referral rates with auxiliary nurse-midwives compared to doctors:    

 There may be little or no difference where the women were referred because the health 

worker decided that they were unable to insert the IUD or because they made a failed 

attempt (i.e. insertion failure) (RR=0.80, 95% CI 0.50 to 1.29, p= 0.3731 (low certainty 

evidence). 

 There may be little or no difference where women with IUDs were referred at follow-up 

visits, because of pregnancy, bleeding problems, suspected pelvic inflammatory diseases 

(PID), a missing IUD tail, difficulty with insertion or postpartum conditions (anemia, 

episiotomy) RR=1.49, 95% CI 0.88 to 2.54, p= 0.1298) (low certainty evidence). 

 

The studies did not assess pain at insertion, insertion failures and complication rates at 

insertion.  

 

Tubal ligation by nurse midwives compared to doctors (1 RCT) 

There may be little or no difference in complication rates during surgery (RR=2.13, 95% CI 

0.64 to 7.09, p=0.1895) and post-operative morbidity (RR=1.17, 95% CI 0.46 to 2.97, p= 

p=0.7417) (low certainty evidence). 

 

Nurses probably spend more time performing the operation than doctors, but this 

difference may not be clinically important (mean time= 18.5 (SE 0.41) minutes vs 11.9 (SE 

0.32) minutes, mean difference=6.60 95%, CI 5.58 to 7.62, p<0.0001) (moderate certainty 

evidence). 

 

Vasectomy by medical students compared to doctors (1 RCT) 

No complications were observed among either medical students or doctors (moderate 

certainty evidence).  

There is probably little or no difference regarding early post-operative complications (RR= 

0.78, 95%CI 0.31 to 1.99, p= 0.6059) (moderate certainty evidence). 

There may be little or no difference in oligospermia after 3-months postoperatively (RR= 

2.59, 95%CI 0.87 to 7.70, p= 0.0865) (low certainty evidence). 

Conclusions 

In general, there appears to be little or no difference between cadres in delivering the 

contraceptive services described above.  However, the certainty of the evidence is variable 

and more research is needed. 
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POLUS 2012 (TABLE 1) 

Question: What is the effectiveness of IUD insertion by nurses compared to doctors? 
Bibliography: Polus S, Lerberg PM. Optimisation of the health workforce for contraceptive delivery.  Review in progress. 
Summary of Findings Table authors: Stephanie Polus, Claire Glenton, Simon Lewin 

Patients or population: All  women of reproductive age without abnormal gynaecologic findings requesting an IUD 

Settings: Hospital setting, Brazil (1 study), Colombia (1 study)  

Intervention: IUD insertion by nurses 

Comparison: IUD insertion by doctors 

Outcomes Impact Number of 

participants (studies) 

Certainty of the evidence 

(GRADE)* 

Insertion failure There were mixed results for insertion failure regarding the parity of women 

 There may be little or no difference in insertion failure rates in multiparous women between 

nurses and doctors.  

 In nulliparous women, insertion failure rates may be higher if inserted by nurses than by doctors. 

1711 (1 RCT) 
⊕⊕⊖⊖ 

Low1 

Complication rates at 

insertion 

We are uncertain if there is any difference in complication rates between nurses and doctors. 

2302 (2 RCTs) 
⊕⊖⊖⊖ 

Very low2 

Pain at insertion There are probably more patients in the doctors’ group reporting pain at insertion compared to nurses. 
1711 (1 RCT) 

⊕⊕⊕⊖ 

Moderate3 

Expulsion rates There may be little or no difference in expulsion rates between nurses and doctors. 1195 (1 RCT) 
⊕⊕⊖⊖ 
Low1 

Unintended 

pregnancies 

We are uncertain if there is any difference in unintended pregnancy rates between nurses and 

doctors.4 
1786 (2 RCTs) 

⊕⊖⊖⊖ 
Very low2 

                                                           
1 Downgraded because of differences in baseline characteristics and sparse data (few events) 
2 Downgraded because of sparse data (few events), differences in baseline characteristics in one RCT and because of high risk of bias in sequence generation & allocation concealment in the other RCT 
3 Downgraded because of differences in baseline characteristics 
4 Pregnancy rates were measured after 9- and 12-month follow-up 
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Removal rates We are uncertain if there is any difference in removal rates between nurses and doctors.5 1632 (2 RCTs) 
⊕⊖⊖⊖ 

Very low6 

Continuation rates There may be little or no difference in continuation rates between nurses and doctors7 1398 (2 RCTs) 
⊕⊕⊖⊖ 

Low8 

*GRADE Working Group grades of evidence 

⊕⊕⊕⊕ High: We are confident that the true effect lies close to what was found in the research 

⊕⊕⊕⊖ Moderate: The true effect is likely to be close to what was found, but there is a possibility that it is substantially different 

⊕⊕⊖⊖ Low: The true effect may be substantially different from what was found 

⊕⊖⊖⊖ Very low: We are very uncertain about the effect 

 

  

                                                           
5 Two RCTs did not find statistically significant differences between nurses and doctors in removal rates. In one trial, the outcome was removal rate due to medical reasons and, in the other trial, termination rates 

due to side effects (including expulsions). Because further information was not provided, it was not clear whether these two outcomes were defined similarly 
6 Downgraded because of sparse data, differences in baseline characteristics and because of high risk of bias in sequence generation and in allocation concealment  
7 Continuation rates were measured at 9-months in one and 12-months in the other study 
8 Downgraded because of differences in baseline characteristics and because of high risk of bias in sequence generation and in allocation concealment 
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POLUS 2012 (TABLE 2) 

Question: What is the effectiveness of IUD insertion by auxiliary nurse midwives compared to doctors? 
Bibliography: Polus S, Lerberg PM Optimisation of the health workforce for contraceptive delivery.  Review in progress. 
Summary of Findings Table authors: Stephanie Polus, Claire Glenton, Simon Lewin 

Patients or population: Study 1: Hospital patients, mainly 1-3 days postpartum. Study 2: All interested women in villages that requested an IUD.  

Settings:Study 1: Jose Fabella Memorial Hospital in Manila, Philippines; Study  2: Primary health care setting in nine rural villages in Cubuk district, Turkey 

Intervention: IUD insertion by auxiliary nurse midwives 

Comparison:  IUD insertion by doctors 

Outcomes Impact Number of  

participants 

(studies) 

Certainty of the 

evidence (GRADE)*  

Insertion failure 

Pain at insertion 

Complications at insertion 

Not measured - - 

Expulsion rates 
There is probably little or no difference in expulsion rates between auxiliary nurse 

midwives and doctors 

996 (2 RCTs) ⊕⊕⊕⊖ 
Moderate9 

Removal rates 
There is probably little or no difference in removal rates between auxiliary nurse 

midwives and doctors 

996 (2 RCTs) ⊕⊕⊕⊖ 

Moderate9 

Unintended pregnancies 
There may be little or no difference in unintended pregnancy rates between auxiliary 

nurse midwives and doctors.  

996 (2 RCTs) ⊕⊕⊖⊖ 
Low10 

Continuation rates There is probably little or no difference in continuation rates between auxiliary nurse 

midwives and doctors11 
996 (2 RCTs) 

⊕⊕⊕⊖ 
Moderate12 

                                                           
9 Downgraded because of unclear randomisation.  
10 Downgraded because of unclear randomisation and blinding of participants, personnel and assessors. ; and because of sparse data (few events) 
11 Continuation rates were calculated from total discontinuations at 12 months 
12 Downgraded because of unclear randomisation. 
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Referrals before/during IUD 

insertion13 

There may be little or no difference 14 

1058 (2 RCTs) 

⊕⊕⊖⊖ 

LowError! 

Bookmark not 

defined. 

Referrals after IUD insertion15 There may be little or no difference16 
996 (2 RCTs) 

⊕⊕⊖⊖ 
Low17 

*GRADE Working Group grades of evidence 

⊕⊕⊕⊕ High: We are confident that the true effect lies close to what was found in the research 

⊕⊕⊕⊖ Moderate: The true effect is likely to be close to what was found, but there is a possibility that it is substantially different 

⊕⊕⊖⊖ Low: The true effect may be substantially different from what was found 

⊕⊖⊖⊖ Very low: We are very uncertain about the effect 

 

  

                                                           
13  Where the women were referred because the health worker decided that they were unable to insert the IUD or because they made a failed attempt (i.e. insertion failure) 
14 Reasons for referral before and during IUD insertion included: suspected pregnancy, suspected pelvic inflammatory disease, cervicitis and erosion and conditions interfering with IUD insertion (e.g. prolapsed 

uterus, cervical incompetence). 
15 Where women with IUDs were referred at follow-up visits, because of pregnancy, bleeding problems, suspected pelvic inflammatory diseases (PID), a missing IUD tail, difficulty with insertion or postpartum 

conditions (anaemia, episiotomy) 
16 Reasons for referral after IUD insertion during follow-up visits included: pregnancy, bleeding problems, suspected pelvic inflammatory diseases (PID), a missing IUD tail and also difficulties with insertion and 

postpartum conditions (anaemia, episiotomy) in one study 
17 Downgraded because of unclear randomisation; unclear blinding of participants, personnel and assessors; and sparse data 
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POLUS 2012 (TABLE 3) 

Question: What is the effectiveness of tubal ligation by midwives compared to doctors? 
Bibliography: Polus S, Lerberg PM. Optimisation of the health workforce for contraceptive delivery.  Review in progress.  
Summary of Findings Table authors: Stephanie Polus, Claire Glenton, Simon Lewin 

Patients or population: Postpartum women after normal vaginal delivery 

Settings: Hospital setting18, Khon Kaen, Thailand 

Intervention: Tubal ligation by nurse-midwives. Comparison: Tubal ligation by doctors 

Outcomes Impact Number of participants 

(RCTs) 

Certainty of the evidence 

(GRADE)* 

Complications during surgery There may be little or no difference between midwives and doctors.19 296 (1 RCT) 
⊕⊕⊖⊖ 

Low20 

Length of operation Midwives probably spend more time than doctors, but the difference may not be 

clinically important.21 

292 (1 RCT) 
⊕⊕⊕⊖  

Moderate22 

Postoperative morbidity There may be little or no difference between midwives and doctors.23 292 (1 RCT) 
⊕⊕⊖⊖ 

Low20 

*GRADE Working Group grades of evidence 

⊕⊕⊕⊕ High: We are confident that the true effect lies close to what was found in the research 

⊕⊕⊕⊖ Moderate: The true effect is likely to be close to what was found, but there is a possibility that it is substantially different 

⊕⊕⊖⊖ Low: The true effect may be substantially different from what was found 

⊕⊖⊖⊖ Very low: We are very uncertain about the effect 

                                                           
18 As the setting is not specified in the paper, we assumed that the intervention was delivered in a hospital. Nurse-midwives were recruited at Khon Khaen Maternal and Child Health Center, Thailand 
19 Complications during surgery were reported to be due to thick abdominal fat, tubal adhesions, dextroverted uterus and inadequate sedation/analgesia 
20 Downgraded because of differences in baseline characteristics and because of sparse data 
21 Length of operation was 18.5 (SE 0.41) minutes for nurses and 11.9 (SE 0.32) minutes for doctors 
22 Downgraded because of differences in baseline characteristics 
23 Post-operative morbidity outcomes included mild pyrexia, respiration infection, cystitis and wound breakdown between 5 days and 6 weeks after operation. 
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An analysis of large-scale programmes for scaling up 
human resources for health to deliver contraceptives in 
low and middle income countries 

Background    
The high unmet need for family planning and human resources for health shortages in 
many low and middle income countries (LMICs) have led, in many settings, to re-organize 
the health workforce and to optimise or expand health worker roles (sometimes referred 
to as ‘task shifting’). This review aims to identify barriers and enablers to the 
implementation of large-scale programmes to optimize health workers’ tasks and roles in 
areas that have limited access to family planning services. We defined large-scale 
programmes as those that were national, or at least state-wide for very populous countries; 
public-sector or publicly funded; and that had been implemented preferably for five years 
or more.    

 

Methods   

We identified potentially eligible programmes through relevant agencies and experts. We 

purposively selected programmes that provided a sufficient level of documentation and 

that represented variations in geographic location and in type of contraceptive. For each 

selected programme, we gathered evaluation reports and other documents through key 

informants and by searching electronic databases and websites. Analysis of the relevant 

reports was informed by a checklist for identifying factors affecting the implementation of 

a policy option (the SURE checklist). 

Results 

We included five programmes:  (1) the family planning programme in Bangladesh(mainly 

oral contraceptives, condoms, injectables); (2) the depot medroxyprogesterone acetate 

(DMPA) programme in Madagascar; (3) the DMPA programme in Uganda; (4) the Implanon 

(contraceptive implant) programme in Ethiopia; and (5) the intrauterine device (IUD) 

programme in Honduras.  In Ethiopia, Madagascar and Uganda lay health workers (LHWs) 

were used to deliver these contraceptive methods. In Bangladesh a mix of health workers, 

including a number of different kinds of lay health workers, were used. In Honduras 

auxiliary nurses were used. In Madagascar, Ethiopia, Uganda and Ethiopia, an additional 

contraceptive had been introduced to an already existing family planning programme. 

Recipients: 

Generally, recipients regarded the community-based distribution of contraceptives as 

increasing convenience. However, factors that appeared to represent barriers to 

contraceptive uptake among recipients included suspicion mostly of side effects, as well as 

religious and traditional beliefs 

Female health workers were generally preferred for contraceptive delivery by recipients, 

most of whom were also female. 

Health workers and supervisors: 

The health workers mostly regarded their new tasks with satisfaction and pride. However, 

in some situations they felt overworked because of lack of time and resource constraints. 

They also noted that they would feel more appreciated if they were reimbursed for the full 

range of activities that they undertook, including tasks such as travelling to the health 

centre.  
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Training policies for health workers did not always consider all aspects of contraceptive 

method delivery, e.g. the removal of implants, or ensure the availability of sufficient ‘hands 

on’ practice. Training was regarded more useful where it was adapted to the relevant sub-

culture and local language. 

Health workers considered the provision of counselling on side effects and the completion 

of administrative tasks to be difficult activities. 

Health workers imposed their own criteria for the provision of contraception to clients. 

These criteria included the client’s age and marital status and, for women, whether they 

had their husband’s approval or whether they were menstruating during implant or 

injectable provision (which was used as a method of checking whether women were 

pregnant. 

The use of non-clinical supervisors who live closer to the health workers may enable more 

regular and effective supervision. 

Health system: 

To respond to the high demand in communities for other services outside the LHW’s scope, 

back-up systems with regular visits from the health centre supporting the LHWs are 

needed  

Service delivery at community level seemed to be limited by weak referral systems. 

Several programmes suggested shifting the responsibility for contraceptive commodities 

from central to district levels, to avoid stock-outs.  

The implementation of family planning programmes seemed to be eased where publicly 

and privately funded programmes shared the same procurement or training systems, as 

this facilitated organizational and monetary efforts and sustainability of the privately 

funded programmes. 

One report stressed that political will at both central and district level was essential. 
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GRADE Working Group grades of evidence 
 
⊕⊕⊕⊕ High:  
We are very confident that the true effect lies close to that of the estimate of the effect 
 
⊕⊕⊕⊝ Moderate:  
We are moderately confident in the effect estimate: The true effect is likely to be close to the 
estimate of the effect, but there is a possibility that it is substantially different 
 

⊕⊕⊝⊝ Low:  
Our confidence in the effect estimate is limited: The true effect may be substantially different 
from the estimate of the effect 
 
⊕⊝⊝⊝ Very low:  

We have very little confidence in the effect estimate: The true effect is likely to be 

substantially different from the estimate of effect 


