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ABSTRACT

Background The Government of Lesotho has prioritised
health investment that aims to improve the health and
socioeconomic development of the country, including the
scaling up of the health workforce (HWF) training and
improving their working conditions. Following a health
labour market analysis, the paper highlights the available
stock of health workers in Lesotho's health labour market,
10-year projected supply versus needs and the financial
implications.

Methods Multiple complementary approaches were used
to collect data and analyse the HWF situation and labour
market dynamics. These included a scooping assessment,
desk review, triangulation of different data sources for
descriptive analysis and modelling of the HWF supply, need
and financial space.

Findings Lesotho had about 20 942 active health
workers across 18 health occupations in 2020, mostly
community health workers (69%), nurses and midwives
(17.9%), while medical practitioners were 2%. Almost one
out of three professional nurses and midwives (28.43%)
were unemployed, and nearly 20% of associate nurse
professionals, 13.26% of pharmacy technicians and
24.91% of laboratory technicians were also unemployed.
There were 20.73 doctors, nurses and midwives per
10000 population in Lesotho, and this could potentially
increase to a density of 31.49 doctors, nurses and
midwives per 10000 population by 2030 compared with
aneed of 46.72 per 10000 population by 2030 based on
projected health service needs using disease burden and
evolving population size and demographics. The existing
stock of health workers covered only 47% of the needs
and could improve to 55% in 2030. The financial space
for the HWF employment was roughly US$40.94 million

in 2020, increasing to about US$66.69 million by 2030.

In comparison, the cost of employing all health workers
already in the supply pipeline (in addition to the currently
employed ones) was estimated to be US$61.48 million
but could reach US$104.24 million by 2030. Thus, a 33%
gap is apparent between the financial space and what is
required to guarantee employment for all health workers in
the supply pipeline.

Conclusion Lesotho’s HWF stock falls short of its
population health need by 53%. The unemployment of
some cadres is, however, apparent. Addressing the need

22 Jennifer Nyoni'

WHAT IS ALREADY KNOWN ON THIS TOPIC

= Health labour market analysis uses explicit econom-
ic principles to gain insights into existing and poten-
tial health workforce challenges, guiding responsive
evidence-based policies.

= The Government of Lesotho put health and education
on the top priority areas for public expenditure, but
health workforce development, employment and de-
ployment are still below international benchmarks.

= A comprehensive health labour market analysis
had not been undertaken in Lesotho to quanti-
fy the needs, demand, supply and financial space
requirements.

WHAT THIS STUDY ADDS

= In 2020, Lesotho’s health workforce stock repre-
sented 46.6% of the WHO global threshold of 44.5
per 10000 population deemed necessary to make
progress towards universal health coverage.

= In the last 5years, Lesotho prioritised 21% of its
health budget for health workforce employment, but
this is lower than half of the global average of 57%,
culminating in increasing unemployment of skilled
health workers.

= By 2030, it is expected that training outputs would
have increased the stock of health workers, improv-
ing the density of doctors, nurses and midwives to
31.49 per 10000 population, representing almost
70% of the WHO Sustainable Development Goal
threshold.

= Nevertheless, the country’s disease burden and pop-
ulation demographics would require at least 46.72
physicians, nurses and midwives per 10000 popu-

lation in 2030.

requires increasing the HWF budget by at least 12.3%
annually up to 2030 or prioritising at least 33% of its
recurrent health expenditure to the HWF.

INTRODUCTION
In the pre-COVID-19 context, the world
faced a looming shortage of 18 million health
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HOW THIS STUDY MIGHT AFFECT RESEARCH, PRACTICE
AND OR POLICY

= An urgent national policy dialogue in Lesotho to build a national
consensus towards a sustained 3%-5% increase in the health sec-
tor allocation of overall government expenditure towards the Abuja
target of 15% (or at least US$85 per capita health expenditure per
year).

= Developing a multi-sectoral health workforce strategy is impera-
tive, which should be costed and advocate for the health workforce
expenditure (wage bill allocation from the health budget) to be in-
creased by 12.3% annually (or at least 32% of the recurrent health
sector budget) to recruit health workers and ensure their retention.

= Lesotho’s health labour market analysis demonstrates that
strengthening health workforce data and evidence generation is
important to monitor progress and shape evidence-informed de-

cision making.

workers by 2030,'  which required >50% of all invest-
ments needed to attain the Sustainable Development
Goal (SDG) 3. However, the global health workforce
(HWEF) crisis is escalated by the direct and indirect effects
of the protracted COVID-19 pandemic, requiring greater
investments in the HWF in countries. The African region
faces a potential shortage of 6.1 million health workers by
2030 and rising levels of trained but unemployed health
workers due to fiscal constraints.?*

The Government of Lesotho has, over the years, prior-
itised education and health as key areas of investment,
the two sectors jointly consuming at least 25% (25.4%—
26.6%) of government budgets from 2018 to 2020.”° The
health sector allocation as a share of general government

1. Analysing Population Need for Health Services

2. Setting Professional Standards
Workload and Productvity

expenditure is estimated to be 12.8% in 2019/20,6 which
was 2.2% short of the 15% target of the Abuja declara-
tion.” Part of the government’s investments in the health
sector includes several initiatives to address HWF chal-
lenges, including the scaling up of the HWF production
(using six in-country institutions and foreign training),
advancing the role of community health workers and
improving the wages and working conditions of health
workers.

Nevertheless, Lesotho still faces critical HWF issues,
including (but not limited to) shortages, maldistribu-
tion, migration and unemployment, as well as subop-
timal productivity and performance.®® These lingering
challenges have impacted the health system’s capacity to
deliver adequate and quality health services to address
the population’s health needs.*'” As part of efforts to
generate context-appropriate evidence for evidence-
informed HWF policies and strategies, the Ministry of
Health (MoH) conducted a health labour market analysis
using a recently published guidebook for such analysis
by World Health Organization (WHO)."" Health labour
market analysis is an approach of using an economic
framework for systematically generating evidence to gain
insights into the interaction and mismatches between the
supply of health workers (those available and employed
or willing to be employed at current wages levels); the
demand for health workers (the number of funded
positions available to employ health workers from the
combined ability and willingness to pay from both public
and private sectors), viz-a-viz the population health
needs and the feasibility and impact of different policy

3. Translating Need for Health Service
into Health Workforce Requirements

(ii). Gender
(iii). Age Cohorts
(iv). Location

(). Prevalence of
Disease & Risks Factor

(ii). Coverage of Public
Health Interventions

(i). Service
Tasks/Interventions

(ii). Required
Frequen

Budget Ceiling
(Economic
Capacity)

Comparison (Economic

Feasibility Analysis) Cost Implications

1. Employment Cost of Need
2. Employment Cost of Supply
3. Investment Needed to Train
4. Overall Cost of training and
Employment

1. Public Sector Budget or 1. % of health profession
Fiscal Space for HWF education output that can be
2. Private Sector employed
Contribution 2. % of needs that can be
employed if trained
3. Overall cost as % of GDP

Licensing Pass Rate (%)

Dropouts

Immigration

Figure 1

Relative Gap Analysis Absolute Gap Analysis
(Workforce Availability (Difference between
Ratio) need and supply)

Number Needed to
Train from HPE
Institutions

Prioritisation based on
relatve gaps

Participation Rates (%)

Out of Labour
Force
(Retired, died,
migrated out etc)

Framework for need-based health workforce planning. Source: adapted from Asamani et a
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options.'”” ¥ This paper highlights the available stock of
health workers in Lesotho, projected supply versus needs
and the financial implications over the next decade.

METHODS

Using a multimethod approach, data were triangulated
from multiple and diverse sources. The process included
a desk review, Technical Working Group (TWG) discus-
sions on the HWF needs and challenges, descriptive anal-
ysis and a group modelling exercise to project the future
needs and supply of the HWF.

Desk review

Several policy documents, reports and academic papers
were obtained through the MoH, Lesotho Nursing
Council (LNC), The National Health Training College
(NHTC), Christian Health Association of Lesotho
(CHAL), Ministry of Public Services and Ministry of
Finance. In addition, a non-systematic general search of
published and grey literature was conducted on google
scholar and PubMed using the following keywords:
Lesotho “AND” health workforce OR human resources
for health OR health workers OR doctors OR nurses OR
midwives OR wage bill OR unemployment OR training.
In all, 20 relevant government policy/strategic docu-
ments, reports and 7 published papers were reviewed
(see online supplemental file 1 for the list of documents
reviewed). These documents were reviewed purposely
to ascertain (a) data on HWF stock and densities, (b)
wage bill, (c) training capacity and (d) unemployment in
Lesotho. The desk review was primarily aimed to extract
the needed secondary data for the descriptive analysis to
inform the predictive modelling. No qualitative synthesis
of different reports and papers is being reported in this
piece.

Shaping the policy issues through stakeholder engagement
Broad stakeholder engagements were undertaken
through a series of meetings with directors, policymakers
and implementers of the MoH to gain their perspectives
to clarify the scope and potential utility of the HLMA.
Several bilateral engagements were held with the LNC,
Medical and Dental Council of Lesotho, CHAL, NHTC,
Ministry of Public Services, Ministry of Labour, Ministry
of Development Planning and some development part-
ners and independent private practitioners to elicit their
expectations and policy questions for the health labour
market analysis and to obtain available data and reports
relevant for the exercise. At each stage of the conceptual-
isation and analysis, teleconferences were held to provide
updates, discuss the progress of data acquisition, issues
of data quality and completeness and receive inputs to
shape the subsequent steps.

Methodology workshop

A workshop was held for 30 policy actors and stake-
holders drawn from the various institutions and minis-
tries mentioned above. The methodology workshop

Box1 Stock and flow formulae for HWF supply projection

Sng=[Tyz—1 % (1 —an) + In] x P ... equation (1)
Where:

= §,,is the supply of health worker of category n, at time t.

= T ,is the aggregate stock of health worker of category n at time ¢

= 4 represents the attrition rate (a proportion of the stock, 7n,-7 that
died, retired, could not work due to ill-health or migrated out).

= [ is the inflow of health workers of category n trained domestically
or immigrating from another country.

= P is the labour participation rate or the proportion of the health
workers willing to engage in professional practice.

Source: adapted from Asamani et al."®
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Box2 Need-based health workforce requirements

NHS: = Y Pjjgs X [H| |hyi e —1 % (1 +R,,)] x L

... equation (2)
Where:

= NHStrepresents the ‘needed health services’ by a given population
under a given service delivery model, Li,j,t over a period of time £.

= Piw't represents the size of the given population of age cohort /, gen-
der jin location (rural or urban) g at time tin a given jurisdiction (this
represents the population and its demographic characteristics).

= Hh,i,j,g,t represents the proportion of the given population with health
status h, of age cohort J, gender jin location g at time t (this rep-
resents the level of health of the population).

= Ly,n,i,i,g,t represents the frequency of health services of type y planned
or otherwise required, under a specified service model, to address
the needs of individuals of health status #among age cohort /, gen-
der jin location g over time t (this represents the level of service
required by the population).

= Ryis the instantaneous rate of change of the health status, h.

SWoy = %Tf equation (3)
Where:

= SWM is the standard workload for health professionals of category
nwhen performing health service activity y.

= AWT is the annual available working time of the health professional
of category n.

= S§,, is the service standard or the time it takes a well-trained

health professional of category nto deliver the service activity, y.

3 NHS,, ;
Needs — based HWF requirementsy,y = —g>*... equation (4)

= NHSt represents the number of needed health Service activity y, to
be delivered by a health professional of category n at time ¢

= SWM is the standard workload for health professionals of category
nwhen performing health service activity y.

Y,hyisjst

Source: adapted from Asamani et al.'* '3

was used to harmonise the understanding of the TWG
that conducted the analysis on the methods for Health
Labour Market Analysis (HLMA); build consensus on
the priority labour market issues for the analysis; agree
on key methodological assumptions and assess the extent
of data available for analysis to address the identified
priority issues and develop a roadmap for data collection,
analysis and validation.
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Descriptive analysis of the health labour market

Lesotho’s HWF’s size, composition and distribution
were analysed using descriptive statistics and contextu-
ally interpreted with the qualitative insights obtained
from stakeholders to ensure consistency. The analysis
and interpretation of data were undertaken jointly by
WHO technical experts and MoH technical team. In the
context of travel and meeting restrictions occasioned
by the COVID-19 pandemic, a series of virtual working
sessions were held between June and September 2020
and then from 30 November 2020 to 11 December 2020,
two data analysis workshops (1week each for descrip-
tive analysis and group modelling exercise) were held.
The workshops had active participation from clinicians,
public health experts, policymakers, epidemiologists,
health economists and human resource for health practi-
tioners to thoroughly analyse and interpret the available
data.

Modelling the future supply and need-based requirements for
health workers

We adopted an empirical framework for integrated
analysis of HWF supply, needs and economic feasibility
(figure 1)."* A simulation tool in Microsoft Excel that
was recently published to operationalise the empirical
framework, * ' which has been applied in modelling the
HWEF as part of health labour market analysis in different
contexts,””™® was fitted with the country-specific data
from Lesotho. As HWF supply and need modelling is
complex and requires multidimensional skills, a group
modelling approach was used whereby a multidisciplinary
team of clinicians, public health professionals, human
resource practitioners and policy actors worked together
to review relevant documents, Lesotho’s model of care
and clinical guidelines as well as routine service data
and previous surveys, to identify priority health needs of
the population for the projections. Using the adopted
framework (figure 1), three distinct but inter-related esti-
mations were made: (1) supply of HWF, (2) need-based
requirements for HWF and (3) financial space for HWF
in Lesotho. These have been extensively described in the
literature,'* ' 1?2 hence are briefly highlighted in this
section.

Health workforce supply forecast

Building on the stock and distribution of the HWEF, the
future supply of health workers was modelled using a
stock-and-flow approach, as illustrated in box 1 (equation
1). This comprised determining the inflow or entry in
the current workforce on the one hand and the outflow
or attrition from the current workforce on the other
hand. The inflow depended on the training capacity and
immigration, while the outflow/attrition was influenced
by retirements, emigration, deaths, resignations and
dismissals.”

Modelling the need-based requirements for health workers
There are several methods for determining the
‘needed” HWF in a country.” * The health need-based

Box 3 Fiscal and financial space assumptions
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= Public sector HWF budget space for the year, i=(GGHE as %
GDP,xnominal GDP values)<xHWF expenditure as % GGHE . ...
equation (5)

= Cumulative financial space for the year, i=public sector fiscal space
*(1+proportion of private sector HWF employment) ... equation
(6)

Where:

= i=targetyear;

= GGHE=general government health expenditure;

= GDP=gross domestic product.

It was conservatively assumed that if the government continued to spend a
similar proportion of GDP on health and a similar proportion of GGHE on HRH,
all other things being equal, the fiscal space for HRH would be proportional
to the size of the GDP. It was further assumed that the private sector would
not contract and that a conservatively similar proportion of private-sector
employment would continue.

Source: Asamani and Cometto as applied in HLMA in Rwanda.?

or epidemiology approach was adopted following the
assumption that the need for health workers flows
directly from the ‘need for health services’.*” ** Box 2
provides the detailed formulae for computing the need-
based requirements.

Estimating the population's ‘need for health services’

First, the ‘need for health service’ covering at least 98%
of the disease burden in Lesotho was estimated. A desk
review of the prevalence rates of diseases and their risk
factors and coverage rates of priority public health inter-
ventions was conducted. For each of the diseases and risk
factors, a team of clinicians worked together to identify
the planned or otherwise necessary health intervention to
address them and the health worker occupational group
that has the competency to do so. The appropriate popu-
lation cohorts (demographic groups, gender and loca-
tion) that will benefit from the interventions (services)
were identified and matched to generate the need-based
service requirements for each given year (equation 2).
Details of the identified disease burden are contained in
online supplemental file 2.

Translating the need for health service into need-based staffing
requirements

The second stage of the model translated the aggregated
need for the different health services into ‘need-based
staffing requirements’ using a measure of standard work-
load (using equation 3)—defined as the volume of work
within one health service activity that one health worker
can accomplish within a year to acceptable professional
standards (see online supplemental file 2). The standard
workload determined by a multidisciplinary clinician
team constituted and trained for that purpose was then
used to translate the need-based service requirements
(estimated in equation 2) into need-based HWF require-
ments using equation 4.
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5 Forecasting financial space for the health workforce
Q += The economic demand for health workers is reflected
<9 . - .
R in a country’s ability and willingness to pay for health
o= 9 ry 8 pay
9% workers in its efforts to meet the health need of the popu-
T8 cx| o © o o lation."”® Thus, aggregate demand is an estimate of the
°g9o5| % 2 S 2 llective financial ity of th t, devel
S EQOl - =1 = collective financial capacity of the government, devel-
S0 ®Q - ™ : : :
opment partners and the private sector in purchasing
2 0 healthcare services, of which the cost of health workers’
== . . .
o _5 S S wages represents a sgbstantlal proportion. This approa(?h
g “°>’, 82 . assumes that countries (governments and partners) will
g ELlo ©3 S =i not necessarily spend on healthcare more than they can
<E2%8| o5 % & fford if their health or level of health utilisati
5529 5@ 3 ~ afford, even if their health or level of health utilisation
o 2 is suboptimal relative to an internationally established
£5 ? metric.”? Therefore, demand for health workers can
i 8 £ § % be gauged using the financial space for health workers,
_‘.:8 2 g ol © e - g which we define as the public sector budget space for
5205 4 AR 2 i HWF employment and the private sector’s contribu-
o £ < o o~ ol E(I. ploym p
2g5=3|° = | b= i S tion. As illustrated in box 3, we used the public sector
o) P
g budget space for the wage bill as a proxy and adjusted
= . o
= for the private sector contribution to HWF employment
o . .
o 5 = equation 6). Analysis of the health sector budget was
© .2 3 q Y 8
285 o undertaken to gauge the level of prioritisation of the
4 ) N s = HWF within the successive budgets. Between 2015 and
S s Q E g = 8
a8 - SES © 83 2021, Lesotho has been spending 17.5%-20.5% of its
R overall public health expenditure on the HWF remuner-
= . 5 9 . . . [ . .
o - E ation.??” Assuming this level of prioritisation, a potential
..g - 5 2 budget space was simulated using equations 5 and 6, the
20| w o o ™ © =B rojected gross domestic product (GDP) growth rate esti-
£ 0 9 0 - proj 8 138 8
oo £3 mated by the World Bank™ and the general government
..6 % = health expenditure as a share of GDP.
- =
cx > B
= [T 5 &
o = o T S
3 88| o - o o ® §o
3] > S
8 £5 ® ™ g To FINDINGS - o
= = ; < Health workforce stock, densities and distribution
Q B < Triangulating from the various data sources, it was esti-
= 2 - g g !
_3- ol © o | ~ lol| S _g mated that there Were-about 20 94%2 active HWF across
g. = | = - 8 TS 18 health occupations in Lesotho in 2020 (table 1). Of
1T, & = % ® this, the large majority (69%) were community health
CUJJ & workers, followed by nurses and midwives (professionals
(] . . .
% £ 5 and associate professionals), who constitute 17.9%
] g g (n=3746). Medical practitioners and specialists make up
g e 5 RN 2 g 2 § a smaller proportion of 2% (n=420) of the health work-
= % P S % o force stock.
w o N 2 g The density of doctors, nurses and midwives in Lesotho
S -% was estimated to be 20.73 per 10000 population, repre-
> |5 © L senting about 47% of the WHO SDG indicative threshold
> =82 2 g = 3 @ of 44.5 per 10000 needed to make progress towards
S G|E¢C o &S e o 50 universal health coverage (UHC). However, the density of
D =S| S0 2 88 S 5 Eole) . . .
% 23 RE 235 2 ] 2B S $ S 72.2 community health workers per 10000 population is
03 E g 2 g s s % = 35 higher than Africa’s average of 5 per 10000 population.®
508 853 & 20vg 88 2%
o] i 9 N > 9D C CcCc oy Qo >®
g n=oldSswm il 0css Do g g Unemployed health workers
-% ) ,g i Triangulating data from regulatory bodies and the MoH
8 § S3 job seekers database showed that nearly one out of three
= C . . .
© == rofessional nurses and midwives (28.43%, n=1349) were
= o ® o p
o o ol e o g g unemployed—about four percentage points higher than
= AR 2 & N 3 3 the country’s unemployment rate of 24%. Almost 20%
= =|w oA @ ? = of associate nurse professionals (192 out of 967), 13.26%
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Figure 2 Health workforce unemployment rates versus general unemployment rate, 2019. Source: authors’ construction

based on data from Ministry of Health.

of pharmacy technicians (46 out of 347) and 24.91% of
laboratory technicians (68 out of 273) were also unem-

ployed (figure 2).

Supply projections for selected categories of the health workforce,
2020-2030

A stock-and-flow method of workforce supply was adopted
to estimate the anticipated supply of health workers up to
2030 (equation 1). Twenty-three occupations were prior-
itised by the MoH for supply and need modelling. The
annual enrolments, dropouts and outputs (graduation)
from training institutions were obtained from the health
training institutions and triangulated with data from the
professional regulatory bodies (for regulated profes-
sions), while attrition was estimated from routine admin-
istrative records of the MoH.

The results show that across 23 categories of health
workers, Lesotho’s aggregate HWF stock is expected to
progressively increase at an average rate of 1.01% annu-
ally. By 2030, the supply of these 23 categories of health
workers is expected to reach a total of 22610 from 19934
in 2020 if the current trend of production and attrition
continues without interventions on either side (table 2).
The most considerable proportional growth in the HWF
stock is expected among nutritionists and dietitians, who
may increase by almost sevenfolds from 29 in 2020 to
199 by 2030. The environmental health officers who are
trained locally are also expected to increase by at least
3.5-folds from 144 within the public sector alone in 2020
to >500 by 2030.

For general medical practitioners, the prevailing rate
of foreign production, if continued, will likely yield
an increase of 53.4% from the baseline stock of 380 in
2020 to 583 within 10 years. This expansion could have
a knock-on effect on specialist training that could boost
the stock of medical specialists (of all fields) from 40

in 2020 to about 70 within 10 years. The production of
nursing and midwifery professionals is also anticipated to
lead to a net increase of 61.6% above the baseline stock
of 2779 in 2020 to roughly 4490, barring any unprece-
dented outmigration and/or declining enrolments
resulting from negative feedback of the large (28%)
unemployment among professional nurses/midwives.
Holding the same assumptions, nursing associate profes-
sionals (nurse assistants) are likely to increase from 967
in 2020 to 1560 within 10 years if no interventions target
inflows or outflows.

The density of doctors, nurses and midwives, esti-
mated to be 21 per 10000 population in 2020, is likely to
improve by 27% to 26.73 per 10000 population by 2025
and then 31.49 per 10000 population by 2030. This will
represent almost 70% of the WHO SDG threshold of 44.5
physicians, nurses and midwives per 10000 population.
Thus, even when future population growth is accounted
for, the increases in the density of doctors, nurses, and
midwives per 10000 population are likely to be close
to 50% within 10 years if the current production rate is
sustained.

Need-based requirements for health workforce, 2020-2030

The need-based modelling revealed that, across both
public and private sectors, the population’s health needs
of Lesotho required at least 17681 health workers across
23 occupational groups in 2020, which could increase by
35.3% to 23922 by 2025 and escalate by a further 48.4%
to 35506 by 2030 in line with expanding health needs
of the population, mainly due to ageing, resulting from
increasing life expectancy and the changing disease
patterns. If all the estimated need-based requirements are
translated into positions and filled, it would have trans-
lated into a workforce (doctors, nurses and midwives)
density of 36.55 per 10000 population in 2020 and 46.72

Asamani JA, et al. BMJ Global Health 2022;7:6008420. doi:10.1136/bmjgh-2021-008420
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Table 2 Projected supply of health workers, 2020-2030

Estimated aggregate supply

No. Health professionals 2020 2022 2024 2026 2028 2030
1. Biomedical scientist 60 66 72 78 85 91
2. Community health workers 14508 14288 14072 13859 13651 13446
3.  Dental assistants and therapists 66 81 96 110 123 136
4. Dental specialists 1 1 1 1 1 1
5.  Dentists 25 25 26 26 27 27
6. Dietitians and nutritionists 29 64 99 133 167 199
7. Environmental and occupational health and hygiene workers 144 223 299 372 442 509
8. Epidemiologist 5 6 7 8 9 9
9. Generalist medical practitioners 380 422 463 504 544 583

10. Health educators 58 63 69 74 79 84

11.  Medical and pathology laboratory technicians 273 290 306 321 336 351

12.  Medical imaging and therapeutic equipment operators 41 44 48 51 54 58

13.  Nursing and midwifery professionals 2779 3150 3505 3847 4175 4490

14.  Nursing associate professionals 967 1090 1211 1330 1446 1560

15.  Occupational therapist - - - - - -

16. Optometrists and opticians 13 15 16 18 20 21

17. Pharmaceutical technicians and assistants 347 375 401 428 453 478

18.  Pharmacists 97 131 164 197 229 260

19. Physiotherapists and physiotherapy assistants 22 23 24 25 26 27

20.  Psychiatric social worker - - - - - -

21.  Psychologists 29 37 45 53 60 68

22.  Specialised nursing professional 50 68 87 105 123 140

23.  Specialist medical practitioners 40 46 52 58 64 70

Lesotho 19934 20509 21064 21598 22113 22610

Source: authors’ analysis using triangulated data curated from various sources.
There were no data on the current stock and training of occupational therapists and psychiatric social workers. Hence, their anticipated
supply could not be estimated. However, they were considered high priority areas for urgent training; hence, their need estimation was

conducted, as shown in tables 3 and 4.

per 10000 population by the year 2030 (compared with
the WHO SDG threshold of 44.5 per 10000 population).
Table 3 shows the estimated population health need-
based requirements for the various health occupational
groups included in the analysis.

Health workforce need versus supply gaps, 2020-2030

The status of the HWF in Lesotho as per the analysis
demonstrates that the country required 17681 health
workers across various occupational categories in both
public and private sectors in 2020 (including commu-
nity health workers), which will likely increase to 23922
in 2025 and then 35506 in 2030 if the current trends
of production and underlying factors of need remain
relatively constant. If community health workers are not
included, the additional health workers needed was 5915
in 2020, likely reaching 6418 by 2030. The increasing
gap suggests that the country’s rate of health workforce
production is at a relatively slower pace than the rate of
growth in the actual need for health workers.

Comparing the supply and need-based requirements
estimates, the supply of health workers in 2020 (both
employed and unemployed) represented only 47% of
the aggregate requirement. This is, however, expected
to gradually improve to 53% in 2025 and 55% in 2030.
In contrast, the supply of community health workers was
131% more than the estimated need-based requirements
in 2020, but as the population health need evolves, the
need-based excess of community health workers will
decline to 30% in 2025 and reach undersupply of 32%
by 2030 if additional community health workers are not
trained and engaged.

The baseline need-based shortage of general practi-
tioners was estimated to be 264 (59% of the need is met
by the supply); shortage of 240 pharmacists (only 22%
of the need is met by the supply) and 475 need-based
shortage of professional nurses (15% need-based short-
fall). However, the shortage of nursing associate profes-
sionals at baseline was estimated to be 2084, representing

8 Asamani JA, et al. BMJ Global Health 2022;7:6008420. doi:10.1136/bmjgh-2021-008420
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Table 4 Continued

2030

2025
Supply (b) Gap (b-a) SAR (b/a) Need (a) Supply (b) Gap (b-a) SAR (b/a) Need (a) Supply (b) Gap (b-a) SAR (b/a)

2020

No. Health professionals Need (a)

20

0.0%

(51

51

0.0%

(49

49

0.0%

47 47

Psychiatric social

worker

5.0%
30.3%

1,294
323

68
140

1361

464

4.6%
24.9%

1065 49 1016
96

3.3%
15.3%

859
277

29
50

888
327

Psychologists

21

289

385

Specialised nursing

professional

22

60 40 20 66.3% 73 55 18 75.8% 95 70 25 73.6%

Specialist medical
practitioners

23

19934 2253 47% 23922 21333 2589 53% 35506 22610 12896 55%

17681

Overall for Lesotho

Source: authors’ analysis using triangulated data curated from various sources.

SAR, Staff Availability Ratio.

an almost 68% shortfall in supply compared with the
need. Similarly, of 327 specialised nurses needed, the
supply was only 50 in 2020, representing a paltry 15% of
the need. Thus, there was a massive shortage of 85% of
specialised nurses needed in 2020, which may reduce by
15 percentage points to 70% by 2030. In comparison, the
need-based shortage general practitioners by 2030 will
likely be 62% (n=349); 74% (n=25) for medical special-
ists; 41% (n=132) for biomedical scientists and 44%
(n=333) for pharmacist. Table 4 compares the projected
needs with supply to establish the potential need versus
supply mismatches for all the occupational categories
considered in the analysis.

Financial feasibility analysis: estimates of financial space
versus the cost of supply and needs, 2020-2030

Using the trend of public sector expenditure prioritisa-
tion for the health sector and the level of prioritisation
of the health workforce spending within the health
budget (17%-21% of the recurrent expenditure), the
fiscal space for the health workforce was estimated to
be US$34.2 million in 2020 which would likely grow
to US$55.57 million by 2030. Additionally, the private
sector’s contribution to health workforce employment
(estimated at 20%) translates into US$6.8 million in
2020, which may reach US$11.11 million by 2030. Thus,
the composite financial space for the HWF was US$40.94
million in 2020, which on the back of a weak medium-
term economic outlook, could only increase by 6.3%
annually, up to US$66.69 million by 2030 across public
and private sectors, representing 1.7%-2.2% of GDP over
the 10 years (table 5).

In comparison, the cost of employing all health
workers in the supply pipeline (in addition to the
currently employed ones) is estimated to be US$61.48
million in 2020 (2.5% of GDP), expanding consider-
ably to US$104.24 million by 2030. Thus, a 33% deficit
is apparent between the financial space and what is
required to guarantee employment for all health workers
in the supply pipeline in 2020. Against a backdrop of
a sluggish medium-term economic outlook with fiscal
pressures, this financial deficit is likely to worsen to 36%
by 2030 if the health workforce is not better prioritised
beyond the current 17%-20% of recurrent health expen-
diture. Addressing the gap requires increasing the HWF
budget by at least 12.3% annually up to 2030 or spending
at least 33% of the recurrent health budget on the HWF
employment and remuneration. With the prevailing level
of HWF prioritisation within public health spending,
the investment can only meet 32%-37% of the require-
ments needed to address the country’s disease burden
and changing demographic dynamics of the population
(tables 5 and 6).

As shown in figure 3, up to 67% of the HWF could poten-
tially be employed within the estimated financial space,
but it would marginally decline to 64% by 2030 if there is
no expansion in the budgetary allocation or prioritisation
of the health investments. If this continues, there would

Asamani JA, et al. BMJ Global Health 2022;7:6008420. doi:10.1136/bmjgh-2021-008420
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Table 5 Financial feasibility analysis: supply and needs compared with estimated financial space

Cost implications and
financial sustainability

estimates 2020 2022 2024

2026 2028 2030

Public sector budget 34116487 37613427

space, US$ (A)
Estimated private sector
demand, US$ (B)
Cumulative financial space, 40939785
us$ (c)

Cost of employing
projected supply, US$ (D)

6823297 7522685

45136113

61479612 70554451

Cost of filling need-based 128963555 136000689

requirements, US$ (E)

Cost of training to fill need- 221198068
based gaps, US$ (F)

Overall investment
requirement (need-based
employment+cost of
training), US$ (E+F)

The proportion of the
supply-side wage bill that
could be absorbed by the
estimated financial space
(D/C)

The proportion of need-
based wage bill that could
be absorbed by economic
capacity (E/C)

Per cent of public health
sector wage required to
absorb ‘unemployed’
health workers

216518785

350161622 352519475

66.59% 63.97%

31.75% 33.19%

60.20% 67.58%

Proportional increase 182.41% 169.26%
required in HWF allocation
to meet need-based

requirements

41468804

8293761

49762564

79359175

143979466

216867 854

360847320

62.71%

34.56%

71.37%

157.76%

45719356 50405590 55572163

9143871 10081118 11114433

54863227 60486708 66686595

87902920 96194489 104242360

154092996 164830152 178247628

226459999 240790255 267017553

380552995 405620407 445265181

62.41% 62.88% 63.97%

35.60% 36.70% 37.41%

72.27% 70.84% 67.58%

149.63% 141.61% 136.60%

Source: authors’ analysis using triangulated data curated from various sources.

possibly be HWF unemployment of 33%-37% between
2020 and 2030, given an unmitigated health workforce
production pipeline. These estimates are quite similar to
the estimated 22% (range: 13%-28%) unemployment
rate among nurses, pharmacy technicians and laboratory
technicians based on the job seekers’ register kept by the
MoH.

DISCUSSION

We found that Lesotho had a density of 20.72 doctors,
nurses and midwives per 10000 population from 6.7
per 10000 in 2005," which represents a 209% improve-
ment over 15 years. However, previously the nursing and
midwifery professionals in Lesotho were pegged at about
6000"" compared with 2779 found in this analysis. The
current analysis uncovered that the previous estimates
used the overall number of those who ever registered as
nurses and midwives in Lesotho since the establishment
of the Lesotho Nursing Council, some of whom have
since died, migrated or retired from active service.

It was found that the density of 72.2 community
health workers per 10000 population is higher than
in most countries in Africa, where the average is 5 per
10000 population.” This seeming reliance on commu-
nity health workers is attributed to a shortage of highly
qualified health professionals and the emphasis on task-
shifting in the health system. However, the potential risk
of labour substitution is becoming apparent whereby
community health workers are taking up roles originally
carried out by other health professionals, but there is no
robust mechanism to evaluate the long-term impact on
individual health outcomes. Thus, closer monitoring is
imperative to address the quality and safety of the services
provided.

The financial space analysis suggests there may be
insufficient funding to employ all the HWF that may be
produced from the education pipeline by 2030 if the
production of health workers and budgetary prioritisa-
tion of HWF remains the same over time. However, this
phenomenon is widespread in Africa and not peculiar

12 Asamani JA, et al. BMJ Global Health 2022;7:€008420. doi:10.1136/bmjgh-2021-008420
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Figure 3 Economic feasibility analysis under different projection scenarios. Source: authors’ construction.

to Lesotho. For instance, reports from Ghana, Ethiopia,
Namibia, Sierra Leone and Rwanda suggest that between
25% and 30% of some health workers may fail to find jobs
and start practice within 1lyear after graduation.16 32-35
Addressing the HWF unemployment and filling the
need-based gaps for health workers in Lesotho require
an accelerated investment in the HWF (about a 12.3%
annual increase in the budget), but Lesotho’s public
sector wage bill, which already is nearly 24% of the GDP,
coupled with weakened growth prospects imposed by the
COVID-19 pandemic,go could constrain the prospects of
massive investments in the HWF. The government can
leverage its moderate level of debt sustalinabilityg6 in addi-
tion to exploring innovative health financing mechanisms
by increasing taxes on alcoholic and tobacco products,
accelerating growth in tourism and mining and tackling
inefficiencies in public spending, including poor budget
execution and rationalising the public sector wage bill.>*

CONCLUSION

Lessons from Lesotho’s case demonstrates great value in
conducting a health labour market analysis to feed into
national HWF strategic plan development. Lesotho’s HWF
density of 20.72 doctors, nurses and midwives per 10000
population are lower than previously thought, and the
overall stock of health workers covers just 48% of the need
arising from the country’s disease burden. Addressing the
health labour market mismatches would require bold inter-
sectoral and multistakeholder policy actions to sustainably
expand investments in the HWF education, recruitment,
equitable distribution and retention. These are crucial
to avert the growing HWF unemployment, progressively
inching towards UHC targets and accelerating socioec-
onomic growth. In this regard, expanding public sector

budget space for HWF by a sustained increase in the HWF
by 12.3% annually (or at least 32% of the recurrent health
sector budget) is necessary to recruit health workers being
trained and ensure their retention.
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