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BACKGROUND
Despite the outcry that the health care workforce is a
very useful agent to achieving the Sustainable
Development Goals (SDGs),1  massive shortage of
health workers needed to deliver health interventions
still exists globally.2 The worst hit region in this global
health workforce shortfalls is the sub-Saharan African
region, which includes Nigeria.2, 3 Health care worker
shortage in the worst hit region has its attendant impacts
and  a major one is the slow progress towards universal
health coverage.4 To mitigate the impacts of  health
care workers shortfalls, task shifting, defined as the
rational redistribution of tasks among health workforce
teams, with specific tasks moved from highly qualified
health workers to health workers with shorter training
and fewer qualifications in order to make efficient use
of the available human resources, is recommended.5

Task-shifting, formerly referred to as substitution or
task-sharing, is not a new concept. It has been in use in
many countries as a solution to the human resource

crisis in understaffed facilities and this has contributed
to increased productivity and efficiency.6 With the
HIV/AIDS scourge, task shifting has been increasingly
promoted at the clinic levels to ensure continued
provision of  services. In such instances, lower cadre
health care workers officially take on additional
administrative and clinical responsibilities legally
reserved for higher cadre health care workers.7, 8

Another sector where task shifting is increasingly
gaining popularity due to shortage of health
professionals is maternal and reproductive health,
including family planning services.9

Family planning services include provision of
contraception; offering of pregnancy testing and
counselling; helping clients who want to conceive,
provision of  basic infertility services; provision of
preconception health services; provision of  sexually
transmitted diseases screening and treatment; and
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provision of or referral for other related preventive
services such as cervical cancer screening.10, 11 Although
literature has shown that task shifting some of these
family planning services may increase access to and
availability of  maternal and reproductive health services
without compromising performance or patient
outcomes and may be cost effective,9, 12, 13 maintenance
of  quality service is still a primary challenge in task
shifting.14, 15 Often times, supportive supervision for
the lower cadre staff assuming these new roles is
absent,14-16 and this may affect the quality of  the services
that were task shifted.

In Nigeria, the task shifting and task sharing policy
document for essential health care services has
recommended that some of these family planning
services be shifted to or shared with lower cadre health
workers such as the Community Health Extension
Workers.17 It is however important to assess the
willingness of more specialised health workers to share
their tasks with other cadres of health personnel as
this may influence their supportive supervision of  the
lower cadre staff which may in turn influence the
quality of  services offered by these lower cadre staff.
This study was therefore conducted to determine the
willingness of family planning providers in a South-
western Nigerian State to task shift family planning
services to lower cadre staff. In this study, we also
assessed the practice of task shifting family planning
services among family planning providers. Lastly, we
assessed the predictors of the willingness and practice
of  task shifting among the study respondents.

METHODS
This study was conducted in Ibadan metropolis, a city
located in South-western Nigeria using a cross-sectional
study design. Ibadan is the largest metropolitan
geographical area in Nigeria and it has a population
size of 5,580,894 according to the 2006 census in
Nigeria.18 The city has several primary health care
facilities and a few secondary and tertiary health care
facilities. Family planning services are provided in quite
a number of  these health facilities. This study was
conducted in purposively selected health care facilities
providing family planning services in Ibadan
metroplolis. These facilities included a tertiary hospital
(University College Hospital); three General hospitals
(Adeoyo Maternity Hospital, Oni Memorial Hospital
and Jericho Specialist Hospital); and two primary health
care centres (Alegongo Primary Health Care Centre
and Basorun Primary Health Care Centre).

Four hundred nurses with at least one-year experience
in providing family planning services, selected by
simple random sampling, were interviewed using an
interviewer-administered questionnaire. Information

on the socio-demographic characteristics, willingness
to task shift family planning services and the practice
of  task shifting family planning services were obtained
from the respondents. Summary statistics were
generated and these were used to describe the data.
Bivariate analysis using Chi-Square test was used to
determine associations between variables while
multivariate analysis using binary logistic regression was
done to determine predictors of  willingness to task
shift family planning services and the practice of  task
shifting family planning services. Level of  statistical
significance was set at 5% for both the bivariate and
multivariate analyses.

Ethical approval for the study was obtained from the
University of Ibadan/University College Hospital Ethical
Review Committee. In addition, written informed consent
was obtained from all research participants before
administration of  the questionnaires.

RESULTS
Socio-demographic Characteristics of
Respondents
The mean age of the respondents was 41.1±8.7 years
and approximately 79% of the respondents were in a
marital union. The highest educational qualification
attained by about 62% of the respondents was the
registered nurse/registered midwife degree (RN/RM),

Variables Frequency
(N=400)

Percent

Age
< 40 years
≥ 40 years

164
236

41.0
59.0

Mean age (in years) ±
SD*

41.1 ± 8.7

Marital status
In union
Not in union

315
85

78.8
21.3

Highest educational
qualification

RN/RM
BNSc
Postgraduate

246
119
35

61.5
29.8
8.8

Years of experience as
a nurse

1-5
6-10
11-15
> 15

86
76
76
162

21.5
19.0
19.0
40.5

Years of working in the
study site

1-5
6-10
11-15
> 15

152
111
82
55

38.0
27.8
20.5
13.8

Table 1: Socio-demographic characteristics of
respondents

*Standard deviation
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about 40% of the respondents had over 15 years of
nursing experience and a fewer number (13.8%) had
been working in the study site for over 15 years (Table
1).

Willingness to task shift family planning services
and practice of task shifting of family planning
services among respondents.
Although majority (91.5%) of the respondents were
aware of the concept of task shifting, only 52.2% were
willing to task shift family planning services to lower
cadre staff and only 38.5% have actually task shifted
family planning services to lower cadre staff  (Table
2).

The commonly reported family planning services that
have been task shifted by the respondents are patient
assessment (33.8%) and record maintenance (32.3%).
Other less commonly reported family planning services
that have been task shifted by the respondents are
contraceptive counselling (3.5%), administration of
injectable contraceptives (2.8%), and insertion of
contraceptive implants (2.5%). (Table 3) Prompt and

Variable Frequency
(N=400)

Percent

Awareness about task shifting
No
Yes

34
366

8.5
91.5

Willingness to task shift family planning services
No
Yes

191
209

47.8
52.2

Practice of task shifting family planning services
No
Yes

246
154

61.5
38.5

Table 2: Awareness, willingness and practice of  task shifting among respondents

Variables Yes (%)
Family planning services that have been
task shifted*
Patient assessment
Record and data maintenance
Preventive health education
Treatment adherence education
Contraceptive counselling
Fertility services and awareness
Administration of injectable contraceptives
Insertion of contraceptive implant
Referral services
Cervical smear test

135 (33.8)
129 (32.3)
37 (9.3)
23 (5.8)
14 (3.5)
12 (3.0)
11 (2.8)
10 (2.5)
10 (2.5)
0 (0)

Positive consequences of task shifting*
Prompt and timely service delivery
Reducing workload and increasing efficiency
Increases access to family planning services

203 (50.7)
291 (72.8)
87 (21.8)

Negative consequences of task shifting*
Self-reliance in performing task
Incompetence due to lack of training
Inter-cadre conflict
Personification of a higher cadre of staff

81 (20.3)
314 (78.5)
172 (43.0)
76 (19.0)

Table 3: Reported family planning services that have
been task shifted and consequences of  task shifting.

Variable Willingness to task shift
family planning services

P-value* Adjusted OR
(CI)**

Adjusted
P-value

No Yes
Age

< 40 years
≥ 40 years

90 (54.9)
101 (42.8)

74 (45.1)
135 (57.2) 0.017

1.00 (Reference)
2.15 (1.09-4.24) 0.026

Marital status
In union
Not in union

138 (43.8)
53 (62.4)

177 (56.2)
32 (37.6) 0.002

1.38 (0.79-2.43)
1.00 (Reference)

0.260

Highest educational
qualification

BNSc
Postgraduate
RN/RM

70 (58.8)
18 (51.4)
103 (41.9)

49 (41.2)
17 (48.6)
143 (58.1) 0.009

1.00 (Reference)
1.41 (0.63-3.15)
1.90 (1.17-3.06)

0.401
0.009

Years of experience as
a nurse

1-5
6-10
11-15
> 15

51 (59.3)
34 (44.7)
30 (39.5)
76 (46.9)

35 (40.7)
42 (55.3)
46 (60.5)
86 (53.1) 0.072

1.00 (Reference)
1.51 (0.77-2.96)
1.16 (0.53-2.51)
0.59 (0.26-1.37)

0.231
0.713
0.224

Awareness about task
shifting

No
Yes

26 (76.5)
165 (45.1)

8 (23.5)
201 (54.9) < 0.001

1.00 (Reference)
3.66 (1.58-8.55) 0.003

Table 4: Bivariate and multivariate analysis of  willingness to task shift family planning services

*P-value in Chi-square test       **Adjusted odds ratio in logistic regression (confidence interval)

*Multiple response
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timely service delivery (50.7%) and reduction in
workload as well as increased efficiency (72.8%) are
some of the positive consequences of task shifting
reported by the respondents. The negative
consequences of task shifting identified by the On
bivariate analysis, age (p = 0.017), marital status (p =
0.002), highest educational qualification (p = 0.009)
and awareness about task shifting (p < 0.01) were all
found to be significantly associated with willingness to
task shift family planning services. On multivariate
analysis however, only age, highest educational
qualification and awareness about task shifting were
found to be predictors of willingness to task shift
family planning services. Family planning providers
who were 40 years and above in age were twice more
willing to task shift family planning services compared
to those who were less than 40 years old [OR 2.15
(CI: 1.09 – 4.24)]. Family planning providers with a
registered nurse/registered midwife degree as their
highest educational qualification were also twice more
willing to task shift family planning services when
compared to those with a Bachelor in Nursing Science
(BNSc) or Postgraduate degree as their highest
educational qualification [OR 1.90 (CI: 1.17 – 3.06)].

Family planning providers who were aware of the
concept of task shifting were about 4 times more
willing to task shift family planning services when
compared with those who were not aware of task
shifting [OR 3.66 (CI: 1.58 – 8.55)] (Table 4).

Predictors of  practice of  family planning services
task shifting among respondents.
On bivariate analysis, age (p = 0.002), marital status (p
<0.001), years of nursing experience (p = 0.004),
awareness about task shifting (p < 0.001) and
willingness to task shift family planning services (p <
0.001) were all significantly associated with the practice
of  task shifting family planning services. In logistic
regression however, only marital status, awareness
about task shifting and willingness to task shift family
planning services were found to be predictors of  the
actual practice of  task shifting family planning services.
Family planning providers who were in a marital union
were about 9 times more likely to practice task shifting
of  family planning services when compared to those
not in a union. [OR 9.19 (CI: 3.86 – 21.85)]. Family
planning providers who were aware of the concept
of task shifting were about seven times more likely to

Variable Practice of task shifting
family planning services

P-value* Adjusted OR (CI)** Adjusted
P-value

No Yes
Age

< 40 years
≥ 40 years

116 (70.7)
130 (55.1)

48 (29.3)
106 (44.9) 0.002

1.00 (Reference)
0.88 (0.44-1.77) 0.882

Marital status
In union
Not in union

168 (53.3)
78 (91.8)

147 (46.7)
7 (8.2) <0.001

9.19 (3.86-21.85)
1.00 (Reference)

<0.001

Highest educational
qualification

BNSc
Postgraduate
RN/RM

81 (68.1)
19 (54.3)
146 (59.3)

38 (31.9)
16 (45.7)
100 (40.7) 0.181

Years of experience as a
nurse

1-5
6-10
11-15
> 15

64 (74.4)
50 (65.8)
48 (63.2)
84 (51.9)

22 (25.6)
26 (34.2)
28 (36.8)
78 (48.1) 0.004

1.00 (Reference)
0.85 (0.38-1.90)
0.75 (0.32-1.75)
1.56 (0.63-3.87)

0.687
0.501
0.342

Awareness about task
shifting

No
Yes

32 (94.1)
214 (58.5)

2 (5.9)
152 (41.5) <0.001

1.00 (Reference)
6.94 (1.54-31.36) 0.012

Willingness to task shift
family planning services

No
Yes

151 (79.1)
95 (45.5)

40 (20.9)
114 (54.5) <0.001

1.00 (Reference)
4.26 (2.66-6.91) <0.001

Table 5: Bivariate and multivariate analysis of  practice of  task shifting family planning services

*P-value in Chi-square test      **Adjusted odds ratio in logistic regression (confidence interval)
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task shift family planning services when compared to
those who were not aware of the concept [OR 6.94
(CI: 1.54 – 31.36)]. Lastly, family planning providers
who were willing to task shift family planning services
were about 4 times more likely to task shift family
planning services when compared to those who were
not willing to task shift [OR 4.26 (2.66 – 6.91)] (Table
5).

DISCUSSION
In this study willingness to task shift family planning
services and the actual practice of  task shifting family
planning services were low. Registered nurses or
registered midwives who were 40 years or above in
age and who were aware of the concept of task
shifting were more willing to task shift family planning
services to lower cadre staff  while family planning
providers who were in a marital union and were aware
of the concept of task shifting and also willing to task
shift were more likely to practice task shifting of family
planning services.

The proportion of staff who were willing to task shift
some family planning services within their purview to
lower cadre health workers was not encouraging. In
contrast, Ivers and colleagues reported that all cadres
of  staff  interviewed in a study conducted in rural Haiti
were willing to task shift some of their Human
Immunodeficiency Virus (HIV) management tasks.19

A possible explanation for the poor willingness found
in this study could be due to the perceived negative
consequences reported by the respondents. The
perception that the lower cadre staff are not trained
for the roles to be task shifted and the perception that
task shifting can lead to inter-cadre rivalry are reasons
that can be given for the low willingness of our study
respondents to task shift some of  their duties.

Older registered nurses or registered midwives who
were aware of the concept of task shifting were more
willing to task shift family planning services in this study.
Reasons that may account for this includes the fact
that these older nurses/midwives, who might be over
burdened with so many other duties might not be as
strong and agile as a younger person to carry out all
their activities, and so will rather allow other people
to do some of their work for them, if these other
people are capable of  doing so. This is buttressed by
the fact that some respondents in this study still perceived
reduction in workload and increased efficiency as a
positive consequence of  task shifting. In addition to
this, their awareness and professional qualifications as
registered nurses or registered midwives, might make
them to be more optimistic about the concept of task
shifting. The likely ripple effect, however, of  older
professional nurses task shifting their family planning

services to younger cadre of  staff  is work overload
at the lower level which has been reported by other
studies.15, 16

Although the proportion of respondents who reported
that they practice task shifting of  family planning service
was low in this study, this is not so disturbing. Task
shifting is done from a higher-level cadre of staff to a
lower-level cadre of staff.5 In an organization, the staff
composition is organized in such a way that the lower
cadre staff are somewhat more than the higher cadre
staff. This might be what is reflecting in this study. So,
there is a possibility that the few higher cadre staff
with more years of experience are the ones reporting
that they practice task shifting of family planning
services as depicted by the statistically significant
association between years of experience as a nurse and
the practice of  task shifting in our study.

In this study, we found that married nurses who were
aware of task shifting and also willing to task shift
were more likely to practice task shifting of family
planning services. The reason why married nurses are
more likely to task shift is not clear. It is however not
surprising to find that respondents who were aware
of the concept of task shifting and also willing to task
shift, actually reported practicing task shifting. The
combination of these two factors, awareness and
willingness, is likely to enhance any action.

Although this study provides useful information for
policy makers and managers of human resources
management for health, the limitation of this study
must be mentioned. In this study, the practice of  task
shifting was assessed based on self-report from the
respondents which might bring about some degree
of  social desirability bias. Also, like any other cross-
sectional study, causality cannot be claimed among the
variables studied. Further studies using more objective
ways to assess the practice of task shifting is therefore
recommended. These include use of both quantitative
and qualitative studies to explore the views and
experiences of lower cadre health workers about task
shifting from senior cadre workers.

CONCLUSION
We have been able to demonstrate that older registered
nurses or registered midwives who were aware of
the concept of task shifting were more willing to task
shift family planning services. Also, this study showed
that a combination of both awareness and willingness
to task shift among married women enhances the
practice of  task shifting of  family planning services.
Programs to increase the knowledge of health workers
on task shifting and their willingness to task shift is
therefore encouraged. Regular trainings can be
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organized to achieve this in addition to provision of
an enabling environment. This should however be
done only when necessary to avoid work overload
for lower level cadre of staff. There should also be
written protocols to guide task shifting in any
organization.
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