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Utilizing Task Shifting to Increase Access to Maternal and Infant
Health Interventions: A Case Study of Midwives for Haiti
Barbara O’Malley Floyd, CNM, DNP, Nadene Brunk, CNM, MSN,

The shortage of health workers worldwide has been identified as a barrier to achieving targeted health goals. Task shifting has been recommended
by the World Health Organization to increase access to trained and skilled birth attendants. One example of task shifting is the use of cadres of
health care workers, such as nurses and auxiliary nurse-midwives, who can successfully deliver skilled care to women and infants in low-resource
areaswherewomenwould otherwise lack access to critical health interventions during the childbearing years.Midwives forHaiti is an organization
demonstrating the use of task shifting in its education program for auxiliary midwives. Graduates of the Midwives for Haiti education program
are employed and working with women in hospitals, birth centers, and clinics across Haiti. This article reviews the Midwives for Haiti education
program and presents successes and challenges in task shifting as a strategy to increase access to skilled maternal and newborn care and to meet
international health goals to reduce maternal and infant mortality in a low-resource country.
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INTRODUCTION

Maternal mortality remains high in many developing nations,
despite progress toward Millennium Development Goals to
reduce maternal and infant mortality.1 In the years between
1990 and 2013, the global maternal mortality ratio (MMR)
decreased by 45%, from 380 maternal deaths per 100,000 live
births in 1990 to 210 maternal deaths per 100,000 in 2013.1
However,Haiti’sMMR in 2013was 350 per 100,000 live births,
down from 670 in 1990. This is a uniquely high number of
maternal deaths compared to other nations in the Caribbean
and Western hemisphere.1 This article describes the concept
and use of task shifting in health care delivery and presents a
case example of how the organization Midwives for Haiti has
utilized task shifting for the education of more skilled birth
attendants. Challenges, successes, and limitations of the pro-
gram are discussed.

Background

National shortages and themisdistribution of health resources
are present in many geographic settings. The misdistribution
of health resources is common in areas where ethnic and
cultural minorities are forced into remote areas or into ur-
ban slums.2 In addition, in many settings professionals exer-
cise occupational mobility and human resources are underfi-
nanced. Factors that encourage health worker migration from
developing countries include bad working conditions, poli-
tics, and the inability to use skills.2–5 Although reliable figures
on the health workforce in Haiti are not available, it is com-
mon for health professionals to emigrate, and international
partners are known to pay higher salaries than the salaries
paid by the Haitian government.6

The shortage of health workers worldwide has been iden-
tified as a barrier to achieving targeted health goals. The 2014
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United Nation’s Population Fund (UNFPA) report,The State
of the World’s Midwifery, identified the current and pro-
jected availability of skilled maternity care for the 73 coun-
tries that account for 96% of maternal mortality and 93%
of newborn mortality.7 These 73 countries have only 42% of
the world’s medical, nursing, andmidwifery workforce. Given
this problem, theWorld Health Organization (WHO) recom-
mends the use of task shifting as a strategy to increase the
number and proportion of births with a skilled birth atten-
dant, thus improving access to key maternal and newborn
health interventions.8

TASK SHIFTING

Task shifting is the “rational redistribution of tasks among
health workforce teams. Specific tasks are moved, where ap-
propriate, from highly qualified health workers to health
workers with shorter training and fewer qualifications in or-
der to make more efficient use of available human resources
for health.”9 The first global conference on task shifting was
held in Ethiopia in 2008, which led to global recommen-
dations and guidelines on the use of task shifting in rela-
tion to HIV/AIDS services.10 A 2007 WHO report from the
HIV/AIDS program referred to task shifting as a recent term
with a long history outside of HIV service delivery, noting
that task shifting from physicians to health professionals with
shorter training has been positive.11

The use of auxiliary health personnel in Zaire in the 1970s
due to shortages of health care workers was an early exam-
ple of task shifting, although the term was not in use at the
time.11 Examples of successful task shifting in high-income
countries include expanding clinical service by using nurse
practitioners, whereas nonprofessional community workers
support patients living with chronic diseases.11 Discussions
of task shifting emphasize that effective task shifting requires
health workers to be supported by interrelated parts of the
health system.8 Key factors for task shifting success include

1526-9523/09/$36.00 doi:10.1111/jmwh.12396 c© 2016 by the American College of Nurse-Midwives 103



✦ Task shifting is the means of shifting tasks from one level of caregiver to another to increase access to care.

✦ Haiti is currently meeting only 10% of the need for skilled birth attendants; an optimistic what-if scenario predicts only
37% of needs met by 2030.

✦ Midwives for Haiti has utilized several methods of reaching rural women with skilled care, including training skilled birth
attendants and mobile prenatal clinics.

✦ Unless professional midwives invest time and resources into task shifting key life-saving skills needed by mothers and
babies in developing countries, MillenniumDevelopment Goals addressing maternal and infant mortality will be continue
to be unreachable by 2030.

training and supervision; access to needed supplies; clarity of
roles and responsibilities; regulatory issues; salaries andwork-
ing conditions; andworking in the context of local community
systems, including systems for referrals.9

High maternal and infant mortality rates are linked to fi-
nancial and geographic barriers, alongwith deficient numbers
of qualified health personnel, weakness of the health system,
and lack of coordination of health workers working for private
organizations.6 For example, Haiti’s current health care work-
force is reported by UNFPA to meet 10% of the reproductive
health needs of the population, projecting that 9% of needs
will be met in 2030 if current workforce trends continue.7 The
report calculates where the country will be in 2030 if certain
changes happen. The what-if trajectory assumes a 20% reduc-
tion in the number of pregnancies by 2030; a 2% annual in-
crease in workforce efficiency until 2030; a reduction in work-
force attrition by 50% over the next 5 years; and a doubling of
the number of midwives, nurses, and physicians who gradu-
ate by 2020. If these changes were to occur, the health care
workforce would then be able to meet 37% of the population’s
reproductive health care needs in 2030.7 The what-if scenario,
however, does not include a plan for how the changes would
be accomplished.

The scarcity of health care is also reflected in Haiti’s 2012
national data, which documented that only 36% of births took
place in a health facility. In the Department Centre region,
located in the Central Plateau, 25% of births took place in a
health facility.12 The 2009 World Health Statistics report es-
timated that there were 1949 physicians in the country, or 3
per 10,000 persons.13 There were 834 nurses and midwives,
or one per 10,000 persons. Garfield and Berryman estimated
there were 1400 qualified nurses in Haiti in 2010, and 70% of
them worked in Port-au-Prince.14

The acute shortage of midwives globally, and in Haiti
specifically, is expected to remain a crisis formany years.7,8 No
advanced practice roles are recognized inHaiti at this time, al-
though nurses assume advanced roles when other practition-
ers are not available.8 This had the effect of informally shift-
ing thework of professional nurse-midwives and obstetricians
to nurses, nurse’s aides, and untrained traditional birth atten-
dants. As this occurred without appropriate training and sup-
port, the resulting outcome has been ongoing high maternal
mortality.

MATERNITY CARE TASK SHIFTING IN
LOW-RESOURCE COUNTRIES

Task shifting has been used in many low-resource countries
for the purpose of increasing the number of skilled birth
attendants.15–24 A skilled birth attendant is defined by WHO
as: “An accredited health professional—such as a midwife,
doctor, or nurse—who has been educated and trained to pro-
ficiency in the skills needed to manage normal (uncompli-
cated) pregnancies, childbirth and the postnatal period and
in the identification, management and referral of complica-
tions in women and newborns.”25 A literature review reveals
the complexity of factors that influence success or failure of
task shifting efforts.

Traditional Birth Attendant Training as a Task
Shifting Strategy

Adegoke et al reviewed the education curricula of health
care workers providing maternity services in Nigeria and
compared the curricula to the International Confederation
of Midwives (ICM) Essential Competencies for Midwifery
Practice.15,26 They found that midwifery core competencies
were met in the midwifery education program, but the train-
ing of community health extension workers was judged in-
adequate to view the health extension workers as skilled
birth attendants. Foster et al described a midwifery educa-
tion outreach program for auxiliary nurses in the Dominican
Republic.16 The auxiliary nurses had 9 to 12 months of train-
ing following high school, and the midwifery program was
based on a strategy of education that included student partic-
ipation and dialogue, adult learning theory, and the theory of
“empowerment education for social change.”16 The evaluation
documented stressful working conditions, which included
power outages and the unpredictable availability of running
water, supplies, and medications. The study recommended
development of a midwifery program for auxiliary nurses in
the Dominican Republic, to be accompanied by the creation
of a supportive environment with sufficient resources.16

Kruske and Barclay reviewed the history and prac-
tice of traditional birth attendants who assist women in
childbirth and who learned skills through apprenticeship and
observation.17 The training of traditional birth attendants has
occurred since the 1920s and was promoted by WHO in the
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1970s to 1980s as a strategy to lower maternal and infant
mortality. Outcomes were evaluated as unsuccessful, and pol-
icymakers assumed that poor literacy and lack of scientific
knowledge prevented traditional birth attendants from us-
ing skills effectively.17 However, the authors of this review
noted that little attention was paid to quality control in de-
signing the training; local customs and cultural differences
were ignored; and the trainees were not incorporated into
the health care system. In addition, women are reported as
continuing to prefer traditional birth attendants even when
professional services were available, citing cost, custom, con-
venience, and kindness as reasons for choosing traditional
birth attendants.17 The authors conclude that true collabora-
tion with traditional birth attendants is needed and specifi-
cally encouraged policymakers and the ICM to recognize and
include traditional birth attendants as members of the health
care team.17

The theme of lack of attention to culture and lack of re-
spect of traditional birth attendants was also discussed by
Chary et al in their analysis of the role of indigenousmidwives
in Guatemala.18 This qualitative study sought to determine if
perceived failure of indigenousmidwife training initiatives are
due to an inherent lack of ability or to barriers such as poorly
designed programs, marginalization of trainees, and inatten-
tion to culture and language of the trainees.18 The study found
that classes were not taught in the trainees’ native language,
and trainers misinterpreted the inability to follow Spanish
teaching as boredomor inattention. The authors conclude that
policy shifts away from training indigenous laymidwives have
not taken into account the poor quality of such programs and
called for a root cause analysis to identify factors that dimin-
ished the efficacy of training programs.18

Several studies have examined the results of training
frontline community health workers in rural Ethiopia, a
country with high maternal and infant mortality.19–21 Dynes
et al documented effective learning by health education
workers, volunteer health promoters, and traditional birth
attendants, yet also identified that many health education
workers do not prioritize maternal and newborn services,
and families typically call traditional birth attendants to assist
with birth rather than health education workers. Dynes et al
emphasized that for gains to be made and sustained, educa-
tion programs and services must be within an environment
that enhances the role of frontline health workers; encourages
communication; and increases demand for evidence-based,
skilled services.19 Another group of researchers reviewed
knowledge and skills retention of community maternal health
workers in rural Ethiopia, where 84% of the population lives.
This analysis demonstrated the ability of varying cadres of
health workers to acquire knowledge and skills related to
maternal and newborn care. The health workers retained the
majority of the knowledge and skills at 18 months.20

Challenges to Expansion of Task Shifting in
Low-Resource Nations

Munga et al conducted interviewswith health officials to char-
acterize the extent and practice of task shifting in Tanzania.22
Informants reported that task shifting was occurring in an
ad hoc fashion and thought that implementation of task

shifting was feasible, but many had concerns about the quality
of services if appropriate policies and infrastructure were not
in place before implementation.22 Task shifting was seen as
motivating health workers who assume higher level skills, and
was also viewed as a strategy to encourage retention of health
workers in rural areas. Acknowledging that the retention of
nonphysicianmaternity clinicians in rural areas is low, the au-
thors also emphasized that task shifting must be done along
with additional long-term strategies and incentives in order to
develop adequate numbers and levels of health personnel.22

A review of health care in Yemen in 2000 illustrates the
cultural and geographic challenges in attempts to develop
skilled health workers through task shifting.23 In Yemen, un-
trained birth attendants have attended themajority of births in
rural areas, and nomadic women commonly gave birth with-
out assistance. A national curriculum began educating mid-
wives in a 3-year program in 1997, and female primary health
workers are trained in nursing and midwifery skills in a one-
year course. Traditional values contributed to low numbers of
female health workers. Families were reluctant to send their
daughters away from home for training. Some daughters were
prohibited from working in public service or from working at
night for fear of harming their reputations. The authors de-
scribed some of the daunting challenges to providing super-
vision and upgrading clinical skills for these cadres of health
workers because distances between some health centers are
more than 900 miles apart.23

Mexico is a middle-income country where most births
are attended by physicians.24 Maternal mortality rates have
plateaued, and Mexico has not met international goals for
maternal mortality.24 Walker et al noted that nonphysician
health professionals had never been evaluated or compared
to the physician model of maternity care. In 2001, a mid-
wifery school was established granting technical degrees in
midwifery, and the nurses with bachelor’s degrees learn skills
to manage pregnancy and birth. The authors conducted a
cluster-randomized trial in which midwives and nurses were
placed in 27 clinics in 2 states that had highmaternalmortality
and then compared obstetric outcomes and access to care be-
tween the study sites and control settings that were serviced
by physicians. The authors found that evidence-based prac-
tices were more likely to be implemented during labor and
birth (odds ratio, 8.6; 95% confidence interval [CI], 2.9-25.6);
birth outcomes improved in that more term newborns who
weighed more than 2500 grams were born (incidence rate ra-
tio [IRR] 2.4; 95%CI, 1.6-3.6), and the number of womenwho
received care increased in the study sites (IRR, 1.3; 95% CI,
1.2-1.4).24 The authors concluded that midwives and nurses
with advanced maternity care training could be used to pro-
vide access to evidence-based maternity services. This study
influenced national policy and led to the passage of legislation
allowing the government to hire nonphysician and nonnurse
professional midwives.24

Colvin et al reviewed qualitative research on task shifting
to and from midwives to identify barriers and facilitators to
successful implementation.27 Task shifting practices in high-
income countries are aimed at efficiencies and integration of
services, whereas lower-income countries use task shifting to
cover gaps in care. Task shifting often occurs without formal
planning in an ad hoc manner in response to staff shortages,
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poor outcomes, or lack of clarity in roles and responsibilities.
The authors concluded that task shifting midwifery skills is
complex and requires careful planning as well as ongoing su-
pervision and support.27

An additional concern about the education of skilled birth
attendants has been the time needed for education. The ICM
has identified midwifery competencies that are essential re-
gardless of program type or duration.26 Fullerton et al re-
viewed competency-based education for midwifery training
internationally.28 The authors reviewed the varying pathways
to midwifery and examined international efforts to provide
skilled birth attendants for labor, birth, and immediate post-
partum periods. They expressed concern that the emphasis
on quantity is not accompanied by a corresponding emphasis
on quality, asserting that the emphasis on quantity can under-
mine the development of skills that prevent complications.28
The authors promoted the use of competency-based educa-
tion using evidence-based curriculawith a focus on outcomes;
practice in the discipline must result in the skills for perfor-
mance in the professional role. According to these authors,
evidence does not support the idea that competency-based
learning will shorten the period needed for education.28

Finally, Fulton et al examined task shifting from the eco-
nomic perspective in order to identify the strength of the evi-
dence and gaps in the evidence about task shifting, referencing
the 2006 WHO report that acknowledges shortages of health
workers whose limited numbers are not well matched to lo-
cal health needs.29 An economic perspective purports that
the optimal mix of skills will use a combination of different
types of health workers to achieve a target level of quality at
the lowest cost.29 In a review of 31 studies from low-income
countries, the authors found that task shifting is a viable pol-
icy option for alleviating health care worker shortages. Exam-
ples of successful task shifting in Africa that were presented
include using community based health workers to provide
antiretroviral therapy for HIV/AIDS; surgically trained assis-
tant medical officers produced similar patient outcomes as
obstetrician-gynecologists.29 Less successful examples of task
shifting highlighted concerns for safety and quality, resistance
by institutions and professionals, and challenges in sustaining
motivation and performance.29 The authors identified chal-
lenges in evaluating task shifting programs, including diffi-
culty in evaluating contextual factors such as political support,
amount of education and training of health workers, accept-
ability of health workers to the local community, living and
workplace conditions, and leadership and supervision.29

Chen et al also examined multiple factors that affect ac-
cess to skilled health workers.30 These factors include the toll
of HIV/AIDS, outward migration, and chronic underinvest-
ment in human resources.30 Evidence-based strategies that
work to retain health care workers in remote and rural areas
are based on education, regulation, and financial incentives,
as well asmanagement and social systems support.2 Chen em-
phasized the necessity of multiple timelines and sustained in-
vestments that balance supply and demand—and the respon-
sibility of national health systems to create jobs in remote and
rural areas.2

In summary, it is important to note that task shifting
will not solve all problems associated with health care worker
shortages, and there is wide recognition thatmultiple complex

factors are involved in successful task shifting. However, this
brief example of the literature on task shifting demonstrates
many successes of this approach.

CASE STUDY: MIDWIVES FOR HAITI USES TASK
SHIFTING TO EDUCATE SKILLED BIRTH
ATTENDANTS

Developing the Education Program

In 2005, Midwives for Haiti founders were invited by a group
of Catholic health professionals to train skilled birth atten-
dants for a rural birth center to be operated by a Haitian
obstetrician (Nadene Brunk, CNM, MSN, personal verbal
communication, March 2015). The first class of 8 students
were auxiliares (auxiliary nurses) chosen by the obstetrician.
The auxiliare, who has completed 18months of nursing train-
ing, represents one of 2 levels of nursing recognized by the
Haitian government. The infirmiere (nurse), who has com-
pleted 4 years of training, represents the second level.7 A list
of the multiple types of skilled birth attendants in Haiti is pre-
sented in Table 1.7

Collaboration with Haitian Ministry of Health

Early steps in planning the Midwives for Haiti education
program involved collaboration with the Haitian govern-
ment’sMinistry of Health in the Central Plateau region.Meet-
ings were held with the representatives of the Ministry of
Health, the Society of Haitian Obstetricians and Gynecolo-
gists, and the Association of Infirmiere Sage Femmes (nurse-
midwives). In 2009 the Director of the Ministry of Health for
the Central Plateau signed a contract withMidwives for Haiti,
which stipulated that the government-run hospital St. Therese
Hospital, located in Hinche, the capital city of the Central
Plateau, could be used as a training site for advanced obstetric
training for auxiliares and infirmieres with valid diplomas.
Since that time, a representative of the Ministry of Health has
signed the diplomas of all graduates; the diplomas state that
the graduates are auxiliares or infirmieres who have received
advanced training in obstetrics. Midwives for Haiti refers to
graduates as auxiliare sage-femmes (skilled birth attendants).
Both auxiliaries and infirmieres have been in each class since
the second class in 2008, and both are required to meet the
same level of competency.

Benefits of this training program are acknowledged in a
2010 concept article, “Document de reflexion-Formationn et
regulation des sages-femmes enHaiti (Planning document for
the formation and regulation of midwifery in Haiti).”31 This
article summarized a February 2010 meeting with represen-
tatives of the ICM, UNFPA, and the Ministry of Health, with
recommendations for developing a long-term plan to educate
midwives in Haiti. In addition to recommending initiation
of a 3-year direct-entry education program for midwives, the
group recommended collaboration with traditional midwives
and official recognition of auxiliare sage-femmes—the
cadre of health workers educated by Midwives for Haiti—
with these health workers working under obstetricians and
infirmiere sage-femmes. The document specifically noted
that the auxiliary sage-femmes work in the country, with little
attrition, whereas many Haitian infirmiere sage-femmes
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Table 1. Categories and Estimated Numbers of Skilled Birth Attendants in Haiti3

Haiti’s Health Care

Providers Classification

Postsecondary School

Education Number in Haiti
Obstetrician Advanced level associate

clinician

7-9 years 400

Physicians/generalists Nonspecialist doctor 5-9 years 374

Infirmieres, with and

without licenses

Nurse 4 years unknown

Infirmiere sage-femme Nurse-midwife 4 years nursing education, plus

18 months midwifery

education

201

Midwives for Haiti

graduates

Auxiliary nurse-midwife 2-3 years 95

Auxiliare Auxiliary nurse A few months to 3 years unknown

Matrones, traditional birth

attendants

Traditional birth attendants No formal education track unknown

immigrate to other countries or are employed by private
clinics or nongovernmental organizations.31

The Curriculum

Midwives for Haiti judged that if the auxiliares or infirmieres
mastered content from A Book for Midwives, they could be
safe providers of prenatal, birth, and postpartum care.32 This
text has been used in other underresourced countries, such
as Guatemala andMexico.18 Other instructional materials in-
cluded WHO midwifery education modules, White Ribbon
Alliance materials, and a French language copy of the first
edition of the American College of Nurse-Midwives Life Sav-
ing Skills modules. With these modest resources, the pro-
gram began in 2006. The curriculum was updated in 2009
using global standards for initial education for nurses and
midwives as a framework for a stronger and more structured
curriculum and the WHO/ICM core abilities of skilled birth
attendants.25,33 The current 12-month curriculum owesmuch
to the work of volunteers, such as midwifery students from
Philadelphia University and the midwifery faculty of the Uni-
versity of Pennsylvania. Volunteer professionalmidwives have
been an integral part of supporting the curriculum and stu-
dents from the onset of the program. An evaluation study of
the volunteer program in 2010 documented that volunteers
were perceived as valuable to their education by Haitian stu-
dents and also by their Haitian midwife instructors.34

Expanding Care in Rural Areas

Consistent with their mission statement to increase the
numbers of women in Haiti who have access to skilled care,
Midwives for Haiti became aware that women in outlying
rural areas lacked access to prenatal care. Responding to this
need, Midwives for Haiti started a program of rural care
through mobile prenatal clinics in 2010. A custom-fitted Jeep
was purchased to navigate rivers and the rugged countryside.
Hundreds of women began to attend these clinics in school
yards, churches, and outside in open fields under the trees.

Despite improvements in access to prenatal care, most women
in the regions served by the mobile clinics continued to give
birth at home with matrones (traditional birth attendants
of Haiti). As many as 90% of rural Haitian women still give
birth at home without a skilled attendant.8 As localmatrones
became acquainted with the mobile clinics, some brought
in their patients and asked for education and clean birth
supplies. Responding to the grass roots request, Midwives
for Haiti explored how they could provide effective matrone
training, recognizing this as another level of task shifting. A
government-approved matrone training program developed
by Management Sciences for Health was adapted for this
purpose.35 In addition to clean and safe birth techniques,
matrones were taught risk factors of obstetric complications
and were provided with supplies. They were invited into the
prenatal clinics and the local hospital with their patients, thus
integrating task shifting recommendations to value the con-
tributions of traditional birth attendants and incorporating
them into the health care system.14,17–19

Outcomes

St. Therese Hospital

In 2000, almost 89% of births occurred at home in theDepart-
ment Centre region (Central Plateau, population � 600,000),
which is the catchment and referral area for St. Therese Hos-
pital in Hinche.35 Eleven percent of these births took place
in a health facility, and 1.7% took place in a public facility.35
In 2006, when the Midwives for Haiti program began in this
public hospital, only 2% of the pregnant women in this catch-
ment area gave birth there (Mario Cyr, personal communica-
tion, Organizazione Mondiale della Sanità (OMS) aka WHO,
March 2012). The reported reasons why women did not give
birth at St. Therese Hospital were: 1) no skilled providers were
present the majority of the time; 2) they wanted to give birth
at home because it is more culturally accepted, and the local
matrones were more trusted than the hospital staff; 3) they
saw the hospital as a place to go to die; and 4) getting there was
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a challenge due to lack of roads, modes of transportation, and
extreme poverty (Mario Cyr, personal communication, OMS
aka WHO, March 2012).

Between 2006 and 2012, the demand for skilled care at
birth changed in the Central Plateau region. The Ministry of
Public Health’s 2012 survey on Mortality, Morbidity and Uti-
lization of Services documented that 25% of births occurred
in a health facility in theCentral Plateau region.12 Today, grad-
uates of the Midwives for Haiti program attend an average of
201 births permonth at St. Therese Hospital (St. Therese Hos-
pital 2015 birth log).36 The outreach tomatrones also brought
several benefits. Midwives for Haiti staff learned more about
local beliefs and practices, and students learned the impor-
tance of working with matrones. An additional benefit was
that the hospitals and mobile clinics saw an increase in refer-
rals (St. Therese Hospital birth log).36

Graduates in the Health Workforce

As of mid-2015, the majority of the 95 graduates of the Mid-
wives for Haiti program work in 5 hospitals and 13 birth cen-
ters in districts throughout Haiti. Most are employed by other
nongovernment organizations, and 6 are employed by the
government in rural birth centers. TheMobile Prenatal Clinic
program cares for more than 500 women per month in 20 vil-
lages using prenatal screening that includes routine testing for
sexually transmitted infections and treatment for anemia and
worms. The matrone program has more than 120 graduates
and has trained 50 matrone trainers. Based on a workload ca-
pacity and statistics from several clinics and hospitals, the em-
ployed graduates of the Midwives for Haiti program are ex-
pected to conduct more than 60,000 prenatal visits and attend
more than 9,000 births in Haiti during 2015 (Nadene Brunk,
CNM, MSN, personal communication, March 2015).

DISCUSSION

Midwives for Haiti is using task shifting to educate nurses in
the core abilities of skilled birth attendants in Haiti, thus in-
creasing access to maternal and newborn care for thousands
of Haitian women. Midwives for Haiti also uses task shifting
to train traditional birth attendants to screen pregnancies for
risks that necessitate referral to skilled care. The Midwives
for Haiti program is an example of a small organization re-
sponding toWHOrecommendations to expand the task shift-
ing of medical skills in developing countries.8,9 Nurses who
graduate from the Midwives for Haiti program have stud-
ied and demonstrated core competencies of midwifery, in-
cluding skills in prenatal care, normal birth, and postpartum
care. Prior to graduation, they demonstrate skills in tasks such
as neonatal resuscitation, administration of antihypertensive
medications for severe high blood pressure, active manage-
ment of the third stage of labor, administration of intravenous
fluids for resuscitation for postpartum hemorrhage, bimanual
uterine compression for postpartum hemorrhage, and sutur-
ing of minor perineal lacerations (Table 2).37

Midwives for Haiti has earned the trust of the commu-
nity and of the Ministry of Health. A substantial factor in
this trust is the program’s attention to developing respectful
relationships and learning the significance of cultural prac-
tices. Multiple findings in the literature have emphasized the

Table 2. Midwives for Haiti Skills Checklista

1. Respectful communication

2. Consent for care

3. Universal precautions

4. Nutritional counseling

6. Prenatal visits

7. Obstetric history and physical examination

8. Identification of problems and risk factors

9. Prenatal examination

10. Calculate estimated date of delivery

11. Laboratory tests

12. Prenatal preventative care

13. Planning for delivery

14. Vital signs assessment

15. Evaluation and management of first trimester bleeding

16. Administer IM injections

17. Starting an IV

18. Peripheral IV inspection

19. Administration of intravenous medications

20. Urinary catheter placement

21. Evaluation of the fetal heart rate during labor

22. Evaluation of fetal position (Leopold’s maneuvers)

23. Labor evaluation

24. Labor support

25. Labor management

26. Manage a normal cephalic delivery

27. Active management of the third stage of labor

28. Family planning counseling

29. Newborn evaluation

30. Newborn eye care and vitamin K injection

31. Evaluation and management of the fourth stage of labor

32. Complete care and evaluation of the postpartum

33. Post abortion care

34. Evaluation and management of ruptured membranes

35. Speculum examination

36. Cervical examination

37. Evaluation and repair of perineal lacerations

38. Induction of labor

39. Augmentation of labor

40. Post-operative care

41. Evaluation and management of preterm labor

42. Evaluation and management of pre-eclampsia

43. Evaluation and management of eclampsia

44. Evaluation and management of sexually transmitted

infections

45. Management of postpartum hemorrhage

46. Jadelle insertion

47. IUD insertion

(Continued)
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Table 2. Midwives for Haiti Skills Checklista

48. Newborn resuscitation

49. Management of shoulder dystocia

50. Management of a breech delivery

51. Management of a prolapsed cord

52. Use of the partograph

Abbreviations: IM, intramuscular; IUD, intrauterine device; IV, intravenous.
aA complete description of the checklist items can be found at
https://www.midwivesforhaiti.org/skills-checklist.html.
Source: Midwives for Haiti.36

impact of culture development and that a lack of attention to
culture may cause training programs to be ineffective. Evans
reviewed studies that evaluated the effect of culture on mater-
nal mortality rates.38 This review found that decisions women
make for themselves and their infants impact morbidity and
mortality and that culture is a dominant influence on behav-
ior. The review presented examples of harmful cultural prac-
tices that affectmaternalmortality, including cultural pressure
for early marriage and childbearing; belief that bleeding af-
ter birth is necessary to cleanse the womb; and practices that
cause direct harm, such as burning, cutting, limiting food and
water, and exposure to infectious agents.37 The implications
for Midwives for Haiti and other task shifting programs are
clear. To be effective, task shifting must be done in a context
that develops and provides care that combines medical, spiri-
tual, and social factors important to the community.

Challenges and Limitations

Midwives forHaiti acknowledgesmany challenges in develop-
ing and sustaining this education program to educate skilled
birth attendants. Some of these challenges are sustainment
of adequate funding, problem-solving of intermittent short-
ages of essential medications and supplies, lack of full integra-
tion with Haitian health care and health education systems,
infrastructure development within the organization for pro-
gram evaluation, and a weak national infrastructure that lim-
its the collection of data on both morbidity and mortality and
the workforce. Sustainability of this education program is a
critical concern. Haiti is the poorest country in the Western
Hemisphere, with inadequate resources committed to funding
the education of health workers and salaries of health work-
ers. Thus, it has been imperative to develop a base of com-
mitted individual and institutional donors. Led by dynamic
and creative leaders, the organization is currently meeting its
obligations. Long-term sustainability is difficult to ensure, but
Midwives for Haiti’s leaders are both creative and committed
to success. Leaders’ ongoing collaboration with the Ministry
of Health is a strength that may lead to stronger integration
within the Haitian health care system.

Continued Development and Future Plans

With a mission of increasing access to skilled care to pregnant
women in rural Haiti, Midwives for Haiti began class 8 with
30 nurses in the fall of 2015. It will continue quality care
initiatives at St. Therese Hospital in collaboration with the
Ministère de la Santé Publique et de la Population (Ministry of

Health and Population). The Mobile Prenatal Clinic program
remains the most cost-effective method for delivering skilled
prenatal care to hundreds of women in rural areas and has
received funding for another year. A challenging goal is to
continue development of data systems for needs assessment
and program evaluation.

The absence of hospitals and birth facilities for rural
Haitian women continues to be a barrier to skilled care. Mid-
wives for Haiti believes that a skilled midwife in every vil-
lage would be a cost-effective solution to this problem. With
the support of the organization Every Mother Counts, Mid-
wives For Haiti opened a rural birth center in Cabestor, Haiti
in November 2015.

CONCLUSION

The global shortage of 2.4 million health care providers will
not be easily solved.2–4 Task shifting is a strategy for increasing
access to vital health services, and strategies for retention of
existing health care workers include developing better work-
ing conditions and investment from nongovernmental orga-
nizations in local health workers.2–5,9 The work of Midwives
for Haiti is an example of investment in local health workers
and retention of those health workers. The controversy con-
tinues between grassroots organizations that use task shift-
ing to provide training in midwifery skills versus the goals
of groups such as the ICM, which supports a higher level of
education for midwives. Yet, multiple authors have demon-
strated the ability of different cadres of health workers to ab-
sorb and retain knowledge and implement skills, if the task
shifting occurs with appropriate attention to cultural factors,
supportive supervision, and within the context of the health
care system.16–24 The benefits of task shifting midwifery skills
to nurses in Haiti have included: 1) an increased retention
of health workers (only one out of 95 graduates has left the
country), 2) increases in opportunities for employment for
nurses with midwifery skills (a 91% employment rate includ-
ing the 2015 graduates), 3) increased access to antenatal care
for women in rural areas, and 4) increased numbers of births
occurring in medical clinics and hospitals. At an approximate
cost of $5600 per student, Midwives for Haiti has invested in
individuals who are living and working in maternal health for
a lifetime. This investment is crucial to reducing preventable
maternal and infant mortality. The question now should be:
How can we teach and task shift midwifery skills to persons
who have access to the neediest women in the world with
an approach that is “safe, efficient, effective, equitable, and
sustainable?”9
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matwòn. OMS Haiti; 2009. Ministère de la Santé Publique et de la
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Services EMMUS-IIIHaı̈ti 2000. Available at: http://dhsprogram.com/
publications/publication-FR121-DHS-Final-Reports. Accessed April
24, 2015.

36.St. Therese Hospital Birth Log 2014 and 2015.

37.Skills Checklist. Midwives for Haiti. Available at: https://www.
midwivesforhaiti.org/skills-checklist.html. Updated March 2014. Ac-
cessed August 18, 2015.

38.Evans EC. A review of cultural influence on maternal mortality in the
developing world.Midwifery. 2013;29:490-496.

Journal of Midwifery &Women’s Health � www.jmwh.org 111


