
 
BACKGROUND 
The adoption of “Test and Start” to accelerate the achievement 
of the 95-95-95 goals has increased the number of clients on 
antiretroviral therapy (ART). In many high HIV burden countries, this 
rapid increase requires the adoption of streamlined service delivery 
approaches to combat potential health systems constraints — 
notably the lack of adequate human resources for health (HRH). 
Differentiated service delivery (DSD) models are one such 
innovative approach. Under these models, drug refills are separated 
from clinical consultations, and stable HIV clients have less frequent 
clinical consultations, receive their refills faster and less frequently, 
and can be managed outside of health facilities by health workers or 
lay health workers.

Implementing DSD models in resource-limited settings often 
requires optimization of the limited HRH resources to include 
task-shifting and sharing, often to lay health workers. For the 
purposes of this analysis, a “lay health worker” was defined as any 
service provider carrying out functions related to health care 
delivery, trained in some way in the context of the intervention, 
and having no formal professional or paraprofessional certificated 
or degreed tertiary education in a health-related field.1 
 
In 2017, the HRH2030 program, funded by the U.S. Agency for 
International Development (USAID) through the U.S. President’s 
Emergency Plan for AIDS Relief (PEPFAR), explored client 
management practices at 20 health facilities offering ART through 
DSD models in Uganda. The goal was to better understand staffing 
types and patterns and the way HRH gaps are addressed at the 
facility level to develop a model for an HRH optimization tool.

 
RESULTS 
It was found that the proportion of critical tasks carried out by both professional and lay health workers (51 percent vs 49 
percent, p=0.2408) was similar. Nurses performed 66 percent of observed tasks in the professional group while facility-based auxiliaries 
— a type of trained facility-based but not professionally certified lay health worker — performed 48 percent of all tasks in the second group. 
Additionally, lay health workers were found to be more involved in client registration and triage tasks (p<0.0001). The before and after 
scenarios for task-shifting/sharing (below) show a significant reduction in the excesses and gaps among service providers performing tasks 
along the service delivery continuum with a 17 percent reduction in staffing needs, which could be increased further if the excess facility-
based auxiliaries were deployed elsewhere. 
 
Before and After Scenario Showing Staff Optimization Following Task-shifting/sharing at a Health Facility in Uganda

 
CONCLUSIONS 
Appropriate task-shifting/sharing can reduce overburdening and optimize client flows, improving health worker utilization during the 
implementation of DSD models. Piloting of the tool, developed after data collection, identified task-shifting/sharing as a critical function 
to close human resource gaps that exist at the facility level (see figure above). Our data suggest that if countries allowed greater use of 
task-shifting/sharing for DSD implementation through targeted training and deployment of lay health workers, limited clinical staff at high-
volume facilities could be prioritized for complex case management. Ongoing work in three additional countries will garner additional 
insights into how best to optimize limited human resources.
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METHODS 
1,720 observations were recorded across workers’ eight critical 
tasks along the HIV service delivery continuum for DSD and the 
standard model of care. For each observation, service providers 
performing specific tasks were identified and their frequency of 
task performance tallied. For analysis, these service providers were 
grouped into professional and lay health workers as shown in the 
table below.

Community-based care

Number of Times Various Types of Service Providers Observed Performing “Critical Tasks” 
across Five Models of HIV Service Delivery in Uganda

Facility-based care

Legend: 

• (Prof.) Professional health workers included the following categories of service providers: medical doctors, nonphysician clinicians, nurses, pharmacy technicians or atten-
dants, laboratory technicians, and social service workers. 
 

• (Lay) Lay health workers included the following categories of service providers: community health workers, facility-based auxiliaries, peers, and counselors.
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Totals p Value

Health care workers performing task (Prof. = Professional, Lay = Lay)

Prof. Lay Prof. Lay Prof. Lay Prof. Lay Prof. Lay Prof. Lay

Registration 24 82 0 84 9 22 18 79 0 40 51 307 p<0.0001

Triage 53 48 3 80 17 5 18 45 2 48 93 226 p<0.0001

Health Education 27 23 8 29 14 9 61 21 34 20 144 102 p=0.017

Clinical Assessment 86 5 20 8 27 1 59 11 5 1 197 26 p<0.0001

Blood Draw 18 1 4 2 2 0 28 2 3 0 55 5 p<0.0001

Adherence Counseling 19 5 0 4 6 0 1 0 2 10 28 19 p=0.185

Drug Dispensing 72 31 74 8 25 6 54 51 24 30 249 126 p<0.0001

Updating Records 4 10 27 5 2 2 17 12 9 4 59 33 p=0.0065

876 
(51%)

844 
(49%)

p=0.2408
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