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Abstract: Global trends such as climate change, economic integration, urbanization,
demographic shifts, far-reaching digital and technological advances, and rising
consumerism are all affecting population health, including in Eswatini. They will lead to the
growth of a middle class in urban areas with more demanding health needs, and to
depopulation in rural areas, leaving behind mostly elderly people and the rural poor.
Emigration will continue to be driven by better work prospects abroad and by climate
change. Demographic change will continue in Eswatini as fertility rates decline, population
growth slows, and the population’s average age increases. Technological advances in
medicine are creating opportunities to facilitate medical work, learning, and
communication. Anticipating the health impact of these trends will be crucial for Eswatini
to be able to prepare its health workforce for the medical work of the future, particularly as
the country’s health system is still battling persistently high maternal mortality, human
immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS), and
tuberculosis (TB) rates, while facing a looming burden of noncommunicable diseases
(NCDs). This case study finds that Eswatini’s health sector will need a major reform push
to ensure that it is well-prepared for the future. It will require a strategic mindset and
substantial investments in health education, the modernization of health workforce
management, and better data to conduct analysis and planning. We make a series of
recommendations on how best to prepare for the coming changes that cover the need to
align education policy and financing with future health workforce needs; how to transform
workforce management and planning for the future; the need for solid data and analysis
to inform evidence-based policy and planning; and how to work with the private sector and
other countries to ensure that the population has access to high-quality care.
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INTRODUCTION

Several major global trends are expected to profoundly change the nature of work,
including in the health sector. These trends include climate change, economic
integration, urbanization, demographic shifts, far-reaching digital and technological
advances, and rising consumerism, to name a few." These global trends are affecting
population health around the world. They are having an impact in Eswatini too, particularly
as its population continues to face major challenges like persistently high maternal
mortality, human immunodeficiency virus/acquired immunodeficiency syndrome
(HIV/AIDS), and tuberculosis (TB) rates, and a looming burden of noncommunicable
diseases (NCDs). Together with Eswatini’'s slowing growth, high inequality, and regional
interdependence, these trends will affect the health of the country’s population, their future
need for health care, and the nature of medical work in Eswatini.

Few studies have so far examined how global trends will impact the future of
medical work. Most existing studies have focused on high-income countries and
conclude that adapting health systems to the future will require enhancing service delivery
models, improving health labor market policies, updating education and training, and
harnessing valuable technological developments.? Despite its importance, this topic has
yet to be analyzed in the context of lower-income countries. The consequences of global
trends for population health will depend on how well countries are prepared to harness
these trends as opportunities to produce better health outcomes.

This is the first analysis of how global trends will affect medical work in Eswatini.
The study uses a case study approach that includes Eswatini, Lesotho, and South Africa
(Box 1). Based on its findings, we present a series of recommendations to the government.

Box 1: Methodology: A Country Case Study Approach

The three countries covered by this study—Eswatini, Lesotho, and South Africa—were
selected because they illustrate different aspects of future trends in the health sector. Taking
a three-country approach has made it possible to carry out in-depth analysis of how future
trends are likely to affect (i) medical and nursing education, (ii) health workforce management,
(iii) government stewardship, and (iv) collaboration with the private sector and with other
countries. Each case study assessed the extent to which the health workforce is prepared for
future trends. For each country case study, key informants were interviewed, including health
and education experts, and data were collected from the government, universities, nursing
schools, and hospitals (see Annex 1), which were supplemented by data from international
sources (the World Health Organization [WHO] and the World Bank), as well as from existing
literature. Interviews for the Eswatini case study were conducted both in-person and by phone
between May and June 2020. The case studies followed a standardized protocol that covered
how prepared the health workforce is for future trends. These case studies are not meant to
be representative of the Africa region as a whole. Data limitations were the main constraint in
this study, which we compensated for by consulting data from the government and the
available literature, including by triangulating the data collected from our qualitative interviews
with the secondary data collected in the countries.

Source: Authors

" Winston 2019.
2|LO 2019.




The study was conceived before COVID-19 disrupted economies and health systems
across the world and in the three countries being studied. We conclude that these health
systems will recover, but the impact of global changes may be accelerated by the
experience of COVID-19. This is addressed in the South Africa study, which assesses
how the COVID-19 pandemic has affected the health workforce.

This country case study finds that preparing for future medical work will require
policy makers to look ahead, beyond the formidable challenges of the present.
Global trends will lead to increasingly disparate health outcomes and to increasing
demands on and expectations of the sector from health care users. As Eswatini’s
population ages, the burden of chronic diseases will rise, while deaths from treatable
communicable diseases including HIV/AIDS will continue, as will high maternal and child
mortality rates. The future health workforce will need new skills and capacity to address
these challenges and increase life expectancy from the current level of less than 65 years.
It will require substantial investments in both general and medical education, the
introduction of innovative financing mechanisms to fund costly investments in medical
infrastructure and technology, the modernization of health workforce management, and
the collection of more and better data to inform future health workforce planning. In
formulating and implementing these strategies, policy makers will need to harness the
benefits of a growing private sector and the existence of an international health workforce.



GLOBAL TRENDS WILL INFLUENCE THE FUTURE HEALTH
CONSUMER AND HEALTH SECTOR

Several global trends are expected to affect the health sector and will need to be taken
into account in planning for the future. They include economic growth, poverty reduction,
urbanization, and advances in medical technology.

SLow GROWTH COMBINED WITH HIGH POVERTY AND URBANIZATION WILL LEAD TO
DIVERGING HEALTH NEEDS

Low growth and persistently high poverty in Eswatini will slow the expansion of the
middle class. Economic growth is projected to

remain below 2 percent for some time due to the Figure 1: Poverty Incidence, 2001-2017
risk of droughts, falling revenue from the

Southern African Customs Union (SACU) since %0

2014, large fiscal deficits, political instability, and 70
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middle class. Substantial inclusive growth and
stable jobs will be needed to raise household
incomes, expand the future middle class, and

Source: World Bank 2020b, based on Eswatini
Household Income and Expenditure Surveys
2000-2001, 2009-2010, and 2016-2017.

enable Eswatini to attain upper-middle-income
status.

People will increasingly cluster in and around urban areas, which poses increased
health risks. Eswatini’s small size has meant that people can access urban areas, even
when they do not live in them.® However, about a quarter of the population currently lives
in urban areas, and 60 percent are concentrated in urban corridors. Climate-related
hazards, especially droughts, will make people increasingly dependent on proximity to
urban centers for access to livelihoods other than agriculture. In growing urban and peri-
urban areas, exposure to environmental risks like inadequate access to clean water and
housing will increase among the urban poor, as will congestion and traffic accidents. As
poverty continues to fall in urban areas, the urban middle class will have greater access
to information and more demanding health needs.

The population in rural areas will shrink and grow older. The rural poor will continue
to face similar health challenges, including preventable communicable diseases,
malnutrition, and maternal and child mortality. About 25.5 percent of Swazi children under
the age of five are stunted, particularly those from rural families.® More frequent and

3 World Bank 2020b.
4 World Bank 2021a.
5 World Bank 2020b.
8 Global Nutrition Report 2020.



Ago

intense climactic shocks are likely to heighten food insecurity and increase diarrheal
diseases among the rural poor. The share of elderly people will increase in rural areas as
younger people migrate to cities in search of better job opportunities. A strong rural health
network with community care and chronic disease management will be needed to take
care of the poor and aging population in rural areas, while rural people will increasingly be
able to travel to urban areas to access specialist care as transportation improves.

People will continue to migrate abroad, and some may return in poor health. In 2017,
about 47,000 people emigrated from Eswatini, most of them to South Africa. Many send
home remittances. This trend will continue as people emigrate to find better work and to
escape the impacts of climate change.” Some migrants may return in poor health, for
example, infected with transmissible diseases (HIV/AIDS or COVID-19), and they will
need specialist care provided by health professionals.

THE POPULATION WILL GROW, AND THE AVERAGE AGE WILL INCREASE

Demographic shifts will lead to more age-related health needs. Eswatini’s population
of 1.2 million is expected to grow at an annual rate of about 1 percent and reach 1.5 million
by 2050. Total fertility rates will

decline from 2.9 children per Figure 2: Projected Total Fertility Rate in Eswatini (1950—
woman (as of 2018) to 2.1 by 2100)

2050, and the average age will -

increase from the current 20, to 29

in 2050. As a result, the working- : \\\
age population will grow (Figure 2
and Figure 3) and will need
access to reproductive maternal, 3L
newborn, and child health F
(RMNCH) services and NCD care. .
More people will be aged over 65 2000
by 2050 (Figure 3). The elderly are Source: UN 2019.

more likely to be poor® and to have
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Sub-Saharan Africa
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Figure 3: Eswatini’s Population Pyramid, 2020 and 2050
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7 See https://migrationdataportal.org/regional-data-overview/southern-africa.
8 World Bank 2020b.
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more complex health needs than their younger cohorts. The health workforce will need to
adjust to this demographic shift by acquiring new skills, particularly in age-related NCDs
and elder care, and in rural areas.

TECHNOLOGICAL ADVANCES WILL LEAD TO MORE INFORMATION-SHARING, BETTER
TREATMENTS, AND MOUNTING CONSUMER EXPECTATIONS AND WILL FACILITATE MEDICAL
EDUCATION AND WORK

In the future, consumers will have more access to media and digital technology,
especially in urban areas, and higher expectations of their health care. In 2020, about
47 percent of Eswatini’s population used the Internet and 99 percent had mobile
connectivity. Future consumers, particularly urban youth will use modern technology such
as e-health to access information on health and health care. Higher-income groups and
the middle class in urban areas will expect to receive high-quality care, including from the
private sector and in other countries. Returning migrants will also have higher expectations
about health care based on their experience abroad. These changes will lead to mounting
consumer expectations to which health workers will have to respond.

Medical technology and innovations will influence how heath staff learn and work.
Future innovations could lead to striking breakthroughs in health (e.g., a vaccine for HIV)
that will have important implications for Eswatini’'s population. Advances in medical
technology will affect how care is provided and lead to changes in the structure of and
equipment used in health facilities. The use of e-health will facilitate the collection and
transfer of medical data, referrals, disease surveillance, health education, supervision,
patient monitoring, and communication with consumers. Medical schools will use modern
learning technologies to ensure the high quality of their graduates. Mobile money has
penetrated many parts of Africa and makes it possible for financial services to reach
remote health facilities. Smart contracts® can be set up to pay staff and facilities upon the
fulfillment of certain terms. Rapid advances in identity management and the low-cost
availability of fingerprint technology already facilitate patient recordkeeping and staff
management. The COVID-19 pandemic has accelerated the use of modern technology,
such as telemedicine. These breakthroughs will facilitate the work of health staff, but it will
be necessary for medical students and health staff to be trained in these modern
technologies to ensure they can successfully apply them in their work.

HiGH HIV RATES AND A COMPLEX DISEASE BURDEN WILL KEEP LIFE EXPECTANCY Low

HIV/AIDS and maternal and child mortality are major threats to the population’s
health and life expectancy. Eswatini has the highest prevalence and incidence of HIV in
the world, with 27 percent of its adult population being infected.'® Access to antiretroviral
therapy (ART) has averted many HIV-related deaths.' With a continued strong focus on
prevention to contain HIV/AIDS, life expectancy in Eswatini is projected to increase from
the current 65 years for women and 55 years for men to an average of 73 years by 2040."2
Nevertheless, even under the most optimistic scenarios, HIV/AIDS is expected to remain
among the top three causes of death in the country ( Figure 4).' In addition, bringing down
persistently high maternal and child mortality (437 deaths per 100,000 births and 49

% Smart contracts are software programs used to automate the execution of an agreement so that all participants can be
immediately certain of the outcome, without any intermediary's involvement or time loss.

© World Development Indicators: www.data.worldbank.org.

" Akullian et al. 2020.

2 Foreman et al. 2018.

3 JHME 2018.
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deaths per 1,000 births, respectively) will require major improvements in the quality and
continuum of care.

The added burden of NCDs will pose new challenges for medical work. By 2040,
cardiovascular and neoplastic diseases, HIV/AIDS, and diabetes will be among the top
five leading causes of death (Figure 4). NCDs will be more prevalent because of high-risk
factors that are already prevalent among the population, with 44 percent being overweight
and 25 percent having high blood pressure.'* Suicide has become a problem, particularly
among young women. About 15 percent of teenagers attempt suicide, which may herald
a future mental health crisis among adults.'® Taken together, the rising prevalence of
NCDs and continued deaths from HIV/AIDS, communicable diseases, and mental health
issues is likely to cause life expectancy to remain below 65 years for men and 75 years
for women by 2040."® To meet these challenges, the health system will need to focus
strongly on the prevention and treatment of HIV/AIDS, communicable diseases, and
complex NCDs, as well as to promote healthier lifestyle and provide mental health care.
This will require more personnel-intensive health care and an increase in the number of
skilled staff.

Figure 4: Eswatini: Top Twenty-One Causes of Age-Standardized Deaths, 2020 and 2040, All Ages

2020 rank ’ ' 2040 rank

1 Cardiovascular diseases ‘ 1 Cardiovascular diseases

2 HIV/AIDS & tuberculosis ‘2 Diabetes/urog/blood/endo

diseases
3 Diabetes/urog/blood/endo

Injuries

4 Diarrhea/LRI/other L ‘4 Neaplasms

5 Neoplasms -‘5 Diarrhea/LRI/other

|
|
i
\
\
6 Chronic respiratory } e -{SNeuro\oglcal diserders

7 Neurological disorders ‘7 Chronic respiratory

8 Transport injuries 8 Self-harm & violence
9 Self-harm & violence 9 Transport injuries
10 Unintentional inj 10 Unintentional inj

11 Digestive diseases ‘11 Digestive diseases

12 Neonatal diserders ‘12 Neonatal disorders
13 Cirrhosis ‘13 Cirrhosis

14 Other non-communicable ‘ 14 Other non-communicable

16 Mental disorders ‘ 16 Nutritional deficiencies

17 Other group I ‘17 Other group 1

18 Musculoskeletal disorders ‘18 Musculoskeletal disorders

19 Maternal disorders ‘19 Maternal disorders

\
|
|
|
15 Nutritional deficiencies ‘ —— __,.,-‘15 Mental disorders
\
|
|
\

20 NTDs & malaria ‘ 20 NTDs & malaria

21 War & disaster 21 War & disaster

Source: IHME 2018.
Notes: HIV/AIDS = Human immunodeficiency virus/acquired immunodeficiency syndrome; Diabetes/urog/blood/endo=

Communicable, maternal,
neonatal, and nutritional

o ‘3 HIV/AIDS & tuberculosis Non-communicable diseases

Diabetes, urogenital, blood, and endocrine diseases; LRI = Lower respiratory infection; NTDs = Neglected tropical diseases;
Unintentional Inj = Unintentional Injuries; Other group | = includes sexually transmitted diseases excluding HIV, hepatitis and

other infectious diseases

All of these economic, demographic, and epidemiological trends will influence the
types of medical work that will be needed in the future. Building a strong nationwide

4 Kingdom of Eswatini, Ministry of Health 2017.
'® Quarshie et al. 2021.
6 JHME 2018.
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primary care system will be the key to reducing the continuously high burden of
communicable and HIV-related diseases and ensuring effective prevention of and follow-
up care for NCDs. Complex NCD cases will require more personnel-intensive specialist
care. Mental health care will be less stigmatized, and more urban youth will use it. Modern
technologies will expand the possibilities in medical work and education. These future
trends will require Eswatini to carefully plan its investments in the health sector and in the

health workforce in particular.
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HOW PREPARED IS ESWATINI’'S MEDICAL WORKFORCE FOR
THE FUTURE?

Eswatini’s future health workforce will need new skills to respond to the health
effects of global trends. Physicians and nurses will be needed who are trained in
maternal and child health care, HIV/AIDS, TB, other common communicable diseases,
and elder care. In addition, nurses and generalists will be needed to work on the
prevention, early detection, and monitoring of NCDs, and medical specialists will be
needed to treat complex NCD cases in urban specialist hubs. New diseases such as
COVID-19 will likely increase the demand for specialists and medical researchers. New
technologies and practices will allow for more task-shifting, enabling nurses to take on
work previously performed by physicians. Digital technology will allow some tasks to be
automated. Therefore, the health education system will have to teach new skills, which
practitioners will have to update regularly during a process of continuous medical
education.

This section examines how prepared Eswatini is for the future of medical work, with a
focus on health education, health workforce management, government stewardship, and
collaboration with the private sector and with other countries. These findings are based on
information collected in interviews with key informants (Box 1 and Annex) and
supplemented by data from the literature.

GENERAL EDUCATION DOES NOT PROVIDE STUDENTS WITH THE SKILLS NEEDED FOR
HEALTH EDUCATION

Despite high levels of government spending on education, poor education
outcomes limit the pool of future medical and nursing students. In 2019-2020,
government spending on general education was 23 percent, which is higher than the
middle-income country average. Eswatini has achieved close to universal primary
education access and has raised literacy levels. However, only 47 percent of students
complete secondary school, which limits the pool of candidates for medical and nursing
schools. Tertiary education absorbs 20 percent of public education spending to train 3
percent of all tertiary students.”” The university participation rate of 1,426 students per
100,000 inhabitants (including students studying abroad) is low compared to other
countries in the region, such as Botswana (1,660), South Africa (1,714), and Namibia
(1,724). Only 5 percent of undergraduates enroll in science subjects and 7 percent in
information technology (IT)-related programs—dropping to 3 and 4 percent, respectively,
for female students.'® These education outcomes will need to improve to widen the future
pool of students qualified to undertake nursing and medical education.

The government is seeking to strategically improve the skills needed by the labor
market. Eswatini's National Education and Training Sector Policy (NETSP) aims to
expand the role of private accredited institutions, increase remote learning opportunities,
and introduce revolving loan funds and additional financing for higher education programs
to meet the needs of the job market and the national research agenda. The government
has established the Royal Science and Technology Park (RSTP), with divisions for both
information technology and biotechnology. With the first group of students graduating in

7 World Bank 2021b.
8 World Bank 2021b.

14



2020, the school will produce graduates with highly relevant digital skills for the health
sector.™®

THE FINANCING OF MEDICAL STUDIES |Is EXPENSIVE AND GENERATES A LOW RATE OF
RETURN FOR ESWATINI

Eswatini’s medical students have to study abroad, but many do not return as they
cannot find a job. Eswatini does not have a medical school. While the Medical Christian
University (MCU) has reported plans to open a medical school, it is not yet operational.
Most medical students are trained in South Africa or other African countries (such as
Botswana, Kenya, Malawi, Namibia, Tanzania, Zambia, and Zimbabwe). The government
maintains partnerships with medical faculties in the region that provide specialist training
through the East, Central, and Southern African (ECSA) Health Community. The
government finances students based on priority areas for attaining its development goals,
and some students receive funding from donors in Cuba, Russia, and Taiwan. After
returning to Eswatini, medical graduates must be given recognition by the Education
Commission for Foreign Medical Qualifications, which uses an international accreditation
system that is widely accepted in the region, before they can practice. No internships are
available in Eswatini’s health facilities for medical students or graduates as is the case in
South Africa, and there is no mechanism to follow up on their subsequent employment.
Furthermore, not all graduates would find a job in Eswatini if they came home after
graduation, as the Ministry of Public Service (MOPS) cannot guarantee posts in the public
sector for all returnees.

Medical education is one of the most expensive fields of study and tends to be fully
financed by the government. It is unknown how much the government pays to finance
medical education for students studying abroad. Training a medical doctor in South Africa
costs about R 900,000 (US$63,500). Foreign medical students in South Africa pay annual
tuition fees ranging from R 70,000 ($5,000) to R 120,000 ($8,000) for the first year,
excluding the costs of accommodation. For preclinical medical education, the Eswatini
government provides interest-free loans, which students are supposed to repay after
graduation, but repayment rates are not tracked and are assumed to be low.?° The
government also finances clinical training and pays full salaries of those studying medical
specialties, after which the grantees are required to carry out a minimum of five years of
public service, but this is seldom enforced. The failure to track graduates, collect student
loan repayments, and obligate medical students to return to carry out their public service
after finishing their subsidized training abroad reduces Eswatini’s return on investments
and reduces the funding available for future students.

MEDICAL AND NURSING EDUCATION IS NOT ALIGNED WITH CLINICAL PRACTICE NEEDS

Nursing schools are accredited, but their learning outcomes are unknown due to a
lack of reliable data. Eswatini has four schools (one public and three private) for training
nurses and allied health professionals, including midwives.?' Approximately 18 percent of
nurses working in Eswatini are foreign-trained.?? The schools are accredited by the
Eswatini Higher Education Council, and this accreditation is recognized in the countries of

' World Bank 2021b.

20 Kingdom of Eswatini, Ministry of Health 2012.

2! Training is also offered for radiographers, laboratory technicians, pharmacists, pharmacy technicians, nurse
anesthetists, and emergency care technicians at Medical Christian University (MCU) and at Southern Africa Nazarene
University (SANU).

22 Kingdom of Eswatini, Ministry of Health 2012.
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the Southern African Development Community (SADC) through the South African
Qualifications Authority (SAQA), which facilitates educational exchanges. The schools
have established various partnerships with foreign medical and nursing schools for three-
to six-month exchange programs (e.g., with Kumamoto University Hospital in Japan). The
schools are required to report on their enrollment and graduates to the Eswatini Higher
Education Council, but inconsistent data make it difficult to determine the learning
outcomes of the country’s nursing schools. Therefore, their funding from the government
cannot be awarded on the basis of their academic performance. It will be vital to strengthen
the collection of data on medical and nursing graduates to ensure that training is aligned
with future needs.

Most physicians and nurses practicing in Eswatini are trained in reproductive
health. The Ministry of Health coordinates with nursing schools on the content of their
training (a recent example being the new programs in ophthalmology and occupational
health and safety introduced at Good Shepherd College). However, the majority of health
staff in the country practice in the field of gynecology, including 86 percent of nurses who
are midwives and 21 percent of physicians. There are only a few specialists practicing
outside this field, and 81 percent of them are foreign nationals.

The medical and nursing schools attended by Eswatini students are not providing
them with relevant skills. Some efforts have been made to correct this. The government
has introduced two-year residency contracts for medical doctors to enhance their practical
skills. Also, nursing schools now take account of new disease patterns and offer a
competency-based curriculum that encourages innovation and critical thinking. Some
schools offer disease-specific training (e.g., in COVID-19 or NCDs) and information and
communication technology programs. Despite these efforts, significant gaps remain. The
Ministry of Health led a Service and Availability Readiness Assessment in 2017, and found
that 63 percent of all health facilities in the country had no staff trained in antenatal care.??
Only 35 percent of health staff were trained in adolescent sexual and reproductive health
and only 8.5 percent in confidentiality and privacy.?* Despite the country’s rising burden
of NCDs, fewer than 30 percent of facilities had at least one staff member trained in
diabetes care.?® Only a quarter of health facilities had staff who had been trained to use
diagnostic equipment for cardiovascular diseases. To improve this situation, it will be
crucial to strengthen in-service training using mentorship, supervision, and job
aids/performance support tools.

Better data are needed to inform relevant adjustments to health education in a
changing health workforce. The number of study places available within Eswatini is set
annually in consultations between the Ministry of Health, the training institutions, and the
Nursing Council.?® The net increment rate (i.e., the number of new graduates produced as
a share of the total nursing supply) was 6.3 percent in 2019.2” That same year, the Ministry
of Health and the Nursing Council recommended that each institution should cap the
number of new students at 40 annually because of government funding constraints.
However, a recent World Bank study in the East, Central, and Southern African (ECSA)
region found that Eswatini, Kenya, and Mozambique do not have enough nurse graduates
to fill the number of available positions and that the labor market participation rate for

2 Kingdom of Eswatini, Ministry of Health 2012.

2 UNICEF 2017.

% Kingdom of Eswatini, Ministry of Health 2012.

% The current annual quotas are 40 nursing students and 35 pharmacy students per training institution.
27 World Bank 2019.
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nurses is already high at 89 percent.?® This disconnect may be the result of the difficulties
that Eswatini has faced in tracking nursing graduates, consolidating the numbers reported
by different nursing associations,?® and documenting vacancies in the health sector.

ADDITIONAL HEALTH FACILITIES WERE OPENED BUT STAFFING IS INADEQUATE

Many health facilities lack the critical material needed to deliver care. The
government opened 12 new health facilities between 2013 and 2017 (Table 1 and Table
2), most of which were primary clinics with no maternity wards and specialized clinics. In
2017, fewer than half of all of the country’s facilities had basic medicines available.3® Only
29 percent of facilities had all basic amenities.3' For example, only 62 percent had a power
source (grid or generator), and only 44 percent had a computer with an Internet
connection.*? Government-owned facilities were more likely than others to lack materials,
but were more likely than others to have standard infection-prevention and control items.
Regulating staffing and quality of care in the growing private sector, including nine
hospitals, is a challenge.

Table 1: Health Facilities, 2013 and 2017 Table 2: Health Facilities by Type,
2017
Managing No. of [No. of | % Health facility type 2017
authority facilities | facilities change National referral hospital 1
2013 2017 Regional referral hospital | 5
Government 115 127 10 Soecialized hosoital 3
Mission 35 44 26 pecialized hospita
Industrial 31 33 6 Health center 5
Privately owned | 20 15 -25 Public health unit (PHU) 7
by nurses Clinic w/ maternity 29
Privately owned | 65 80 23 Clinic w/o maternity 203
by doctors — —
NGO 21 28 33 Spemallzed <':I|n|c 65
Total number of | 287 327 14 Private hospital 9
facilities Total number 327
Source: Kingdom of Eswatini, Ministry of Health 2017 Source: Kingdom of Eswatini, Ministry of Health 2017

Note: NGO = Nongovernmental organization.

2 World Bank 2019.

2 The available data on the number of nurses in Eswatini differ significantly between different sources (e.g., between the
Human Resources in Health Strategy/Health Workforce Assessment of 2017 and the National Health Workforce
Accounts).

%0 The lowest amounts of drugs found to be available were for mental health. Only 2 percent of facilities had fluoxetine, 3
percent had haloperidol, and 4 percent had carbamazepine (Kingdom of Eswatini, Ministry of Health 2017).

3! The tracer amenities surveyed were power source (grid or generator), communication equipment, consultation room(s),
improved water source, adequate sanitation facilities, computer with Internet access, and emergency transportation
(Kingdom of Eswatini, Ministry of Health 2017.

32 Only a quarter of facilities had injectable glucose and a similar proportion had insulin, while most facilities did not have
the commonly used oral hypoglycemic drugs (Kingdom of Eswatini, Ministry of Health 2017).
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Eswatini has more nurses
than the African average,
but many will retire soon.
Nurses and midwives make up | €adre Number % - Per 1,000
the bulk of clinical staff in the Eomppsitonggpapnigtiog

Table 3: Percentage Composition of Total Health Workers by
Cadre. 2017

Medical officer 208 3.12 0.19
ggalth SySttemf(T?lble 3). About 1 1 officer 26 0.39 0.02
percent or all nurses are Nursing and midwifery 2,420 36.31 2.23

over one-third (36 percent) of | assistants)

nurses are over 45 years of  Allied health 799 11.99 0.73

years at the age of 50 35 which | Environmental health 55 0.83 0.05
oo ’ officer

highlights the need for an g, 00 oo 2,925 43.89 2.69

active recruitment process 10 gy 6,665 100 6.13

replace these experienced _ N

nurses Source: Kinadom of Eswatini. Ministrv of Health 2019

There are many vacancies in public health facilities, mainly for physicians, who
often prefer to work in private practice. Health facilities do not have enough positions
to meet their staffing norms. A total of 293 additional positions in clinics and health centers
are needed (Table 4), but this is according to staffing norms that are already inadequate
to meet the needs of the sector.®® The number of positions is set by the MOPS and the
Ministry of Health on the basis of patient volume, population density, and facility size and
services. However, not all of these positions can be filled, due to lack of financing or
capacity to attract candidates, which has currently resulted in 50 positions being vacant,
mainly for physicians. Most medical doctors and nurses work in urban medical centers in
Manzini and Hhohho Regions. About 70 percent of physicians work in private practice or
for donor-funded programs focusing on HIV/AIDS, TB, and malaria.

Several different kinds of auxiliary health workers help to ease the workload on
health staff. Health facilities are able to call on the services of these different types of
community health workers (CHWSs) for help with such tasks as counseling HIV/AIDS
patients on adhering to their antiretroviral therapy (ART). For example, one program,
introduced by the government in 1976 includes over 5,000 rural health motivators,
responsible mainly for health promotion and referrals. As many as 20 other cadres of
CHWSs have emerged over the years, financed by the government, nongovernmental
organizations (NGOs), or donors.®” For example, the Global Fund to Fight AIDS,
Tuberculosis, and Malaria (GFATM) and the United States President's Emergency
Plan for AIDS Relief (PEPFAR) finance 1,744 health workers, 81 percent of whom are
CHWs. However, to enable coordination of service delivery functions, these groups of
auxiliary workers need to be better integrated into the health system, complete with career
pathways and a formal accreditation process.

33 Ministry of Health 2019.

34 World Bank 2019.

35 At the age of 50, citizens become eligible for provident funds (at the age of 45 if their covered employment ceases).

36 Kingdom of Eswatini, Ministry of Health 2012.

37 Their roles include counselor, counselor educator, expert client, gender-based violence peer navigator, home visitor,
HIV testing services counselor, lay counselor educator, life mentor, recruiter, youth facilitator, community mentor mother,
community site coordinator, cough monitor, facility mentor mother, facility site coordinator, TB screening officer,
adherence officer, TB expert client, TB active case finder, and interpersonal facilitator.
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New approaches to personnel management are needed to ensure that the health
system is providing quality care. To meet current staffing norms, more positions will
need to be planned, financed, and filled. Introducing nurse practitioners in clinics and
hospitals with high physician vacancies may be one way forward. Task-shifting from
doctors to nurses could help to reduce the burden on physicians. However, any initiatives
to introduce academic specializations in community health for nurses should be guided by
an overarching policy.

Table 4: Staffing Levels in Health Facilities, 2019

Total Total Total Missing Vacant Effective
staffing established HRH positions positions gap
norms posts available
Clinic 451 207 189 244 18 262
Health 235 167 161 68 6 74
center
Hospital 869 873 846 -4 27 23
PHU 108 123 124 -15 -1 -16
Total 1,663 1,370 1,320 293 50 343

Source: Mdziniso, Ministry of Health 2019;
Note: HRH = Human Resources for Health.

DATA ON KEY ASPECTS OF THE HEALTH WORKFORCE ARE NOT AVAILABLE, WHICH
HINDERS ANALYSIS AND PLANNING FOR THE FUTURE

Shortcomings in the collection and management of health workforce data limit
planning. Data are collected on health professionals’ current posts, where they are
currently deployed and for how long, what qualifications they hold, and what functions they
execute, among others. However, data on other key indicators are not collected, such as
those related to attrition rates, professional career development, staff skills, staff
productivity, and numbers of staff in specialist training. Also, no data on health
professionals by specialty are collected (e.g., on registered, psychiatric, or surgery
nurses). Furthermore, neither regions nor facilities are able to link to the Human
Resources Information System (HRIS) platform, as is also the case for training institutions
and health professional bodies. Rather, regions and facilities submit monthly human
resource data to the Ministry of Health, but these data are not consolidated into the HRIS
in a timely and comprehensive way.® The Human Resources Unit (HRU) within the
Ministry of Health has the mandate for the planning, management, and development of
the health workforce, but it lacks capacity to execute these functions effectively.*® The
Ministry of Health leads the Human Resources for Health Technical Working Group (HRH
TWG), which engages partners, training institutions, and other relevant ministries (such
as the Ministries of Public Service, Finance, Education, and Economic Planning) on health
workforce issues, but these efforts are not sufficient for conducting health workforce
analysis planning based on projected future needs.

3 A Strategic Information Department was established in the Ministry of Health to manage data for the Health
Management Information System (HMIS) and the HRIS and to support the monitoring and evaluation of the health sector.
%% Namaganda 2014.
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Health workforce planning is not used in the budget process or to inform strategy.
The Ministry of Health used the HIV/AIDS Workload Indicators of Staffing Needs model to
estimate staffing needs for the previous human resources in health strategy. However,
there were concerns that data used for the analysis were incomplete or unreliable, and
that not enough staff were hired to fill the number of positions specified for 2020. The
current strategy for 2019-2023 does not include any projections for the future health
workforce. The absence of thorough and reliable demographic and professional data on
the health workforce impedes the analysis necessary to plan staffing and training for the
future. In the absence of projections based on future trends and linked to medium-term
financial planning, facilities report their staffing needs through their regions to the central
government. Given that there is not enough funding to finance the requested positions,
facility managers are often left frustrated by the apparent futility of this bottom-up planning
process.

A LENGTHY HIRING PROCESS AND JOB DISSATISFACTION NEGATIVELY AFFECT STAFF
MORALE AND LEAD TO ATTRITION

Lengthy administrative processes significantly delay recruitment and the payment
of salaries. The hiring process is inefficient and cumbersome for the Ministry of Health
and applicants alike. It can take six to twelve months to fill a single vacant health position.
Once hired, it can then take over four months for staff to receive their first paycheck. Efforts
to fast-track the recruitment of graduating nurses and medical officers still need to be
streamlined. Improving the hiring process will be critical to ensuring that the public health
system is adequately staffed. The creation of a Health Service Commission has been
recommended in the most recent HRH Strategy to improve hiring efficiency.

These long delays are among the key reasons contributing to job dissatisfaction
and staff attrition in the sector. Exit interviews conducted in 2017 found that health staff
were leaving public service because of job dissatisfaction, poor working conditions, low
salaries, a lack of transparency in promotions, shortages of staff housing, and insufficient
dialogue between the public sector employers and unions.*® Job dissatisfaction is a major
reason why so many staff leave to work in the private sector or in other countries. Both of
the last Human Resources for Health (HRH) strategies point to the need to update job
descriptions with clear results, create more efficient work processes, define service
standards, establish team-based organizational structures, and introduce a performance-
based management system based on the sector’s goals.

THE BENEFITS OF COLLABORATING WITH THE PRIVATE SECTOR AND OTHER COUNTRIES
ARE NOT BEING MAXIMIZED

The government issues licenses to practice to both public and private physicians
but does not regulate or oversee the quality of care in the growing private sector.
Several physicians work in dual practice in the public and private sector—which is not
regulated. As the country’s middle class continues to grow, the private sector will also
grow and may be accelerated by the possible introduction of National Health Insurance
and the use of service contracts to enable public sector patients to use the private sector
for some services (such as dialysis). Going forward, it will be necessary to regulate and
set performance standards for the private sector. Adherence to these standards by private

40 Ministry of Health 2019.
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practitioners will need to be monitored to ensure the quality of the services that they
provide.

ESWATINI HIRES MANY FOREIGN NATIONALS TO WORK IN THE COUNTRY’S HEALTH SYSTEM

The government does not collect any data on health staff migration. The SADC
regional agreement, which includes Eswatini, requires nationals of SADC countries
pursuing medical studies in the region to return to their country of origin upon the
completion of their studies to undertake their internships and to seek approval from their
home country’s Ministry of Health to take up internships outside their own country.
However, this policy is only enforceable when a new graduate seeks an internship within
the SADC region and is not otherwise enforced. In line with most SADC member states,
Eswatini restricts the number of work permits that it issues to foreign nationals. However,
these restrictions are relaxed for foreign nationals with a critical skillset, including health
professionals.

CONCLUSION: ESWATINI WILL NEED TO MAKE SUBSTANTIAL INVESTMENTS TO PREPARE ITS
MEDICAL WORKFORCE FOR THE HEALTH TRENDS OF THE FUTURE

This case study has examined how global trends will affect the future of medical work in
Eswatini and how ready the health sector and health education system are for these
trends. It finds that several key global trends will affect population health and consumer
demand in Eswatini. Economic growth will help to build a middle class in urban areas that
will have more complex health needs. Urbanization will contribute to depopulation in rural
areas, which will be characterized by low fertility and more elderly people who will need
elder care. Poverty will remain high, particularly in rural areas. Emigration will continue to
be driven by better work prospects abroad and by climate change. This will lead to
changing demographics as fertility rates decline, the population slowly grows, and the
average age increases. The same communicable diseases will continue to drive mortality
among the poor, particularly in rural areas, while urbanization will lead to more NCD cases,
more traffic accidents, and an increase in mental health disorders. With a strong focus on
the prevention of HIV/AIDS, life expectancy will increase from the current 65 for women
and 55 for men to an average of 73 by 2040.

To prepare for this future, Eswatini will need more skilled medical staff to provide more
personnel-intensive health care. A strong nationwide primary care system will be needed
to ensure access to care throughout the country and to control HIV/AIDS prevalence.
Long-acting reversible contraception must be made widely available to a growing number
of adults. More frequent extreme weather events such as wildfires, floods, storms, and
droughts, and the rise of climate-sensitive diseases,*' require greater capacity in the
health sector to respond.*? Costly specialist treatment and medical technology will need
to be offered in health hubs in urban areas like Mbabane and Manzini, with an effective
referral system from lower levels of care. Demand for mental health care services will
increase, particularly among urban youth, who attach less stigma to the service.*?
Technological advances in medicine are creating opportunities to facilitate medical work,
learning, and communication. E-referral systems can facilitate health care continuity as
people move between rural and urban areas and can enable timely case management by

4! Including vector-borne diseases (such as malaria, dengue fever, and plague), water and foodborne (such as cholera
and giardiasis), and airborne and others (such as meningitis and influenza).

42 Watts et al. 2020.

43 Shongwe and Huang 2021.
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health workers. However, this case study has also found that addressing the current
challenges—many of which, including persistently high HIV/AIDS rates, have already
been brought under control in other countries—have left the government with little time for
strategizing and preparing for the future of medical work.

Eswatini will need a major reform push to prepare for the medical work of the future. The
government could commit to training more nurses and physicians, but this could be difficult
to achieve given the high cost of medical education and the government’s already high
level of spending on tertiary education. Therefore, it will be cheaper for Eswatini to
continue to hire foreign-trained physicians and send its students to study abroad at
medical universities that have international accreditation. To ensure that its future health
workforce can be maintained at full strength, the government will have to modernize health
workforce planning and management, finance an increase in the number of positions for
physicians and nurses, and explore innovative ways to finance high-quality medical
education. The government might consider partnering with foreign universities to set up
and fund medical research programs in local hospitals and attract international faculty and
experts. However, none of this will be feasible unless more detailed data on health
education and the health workforce are collected and analyzed to keep the government
well-informed as it makes these decisions.

As Eswatini becomes an upper-middle-income country, more domestic revenue will be
generated as the economy grows and revenue collection becomes more efficient. These
additional domestic revenues can be spent on a combination of reforms to optimize future
medical work. External financing might be available to fund reforms in health education,
build resilient infrastructure, and support the collection and efficient management of data
to enable evidence-based policy decisions that can be sustained for the future.

Based on the findings from this case study, we offer the following medium- and longer-
term recommendations to help the government prepare for the medical work of the future.
These recommendations go beyond just solving the current problems, and thus require a
strategic mindset that takes into account the future, as it is envisioned in this analysis.
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POLICY RECOMMENDATIONS FOR THE GOVERNMENT OF
ESWATINI

1. ALIGN EDUCATION PoLICY WITH FUTURE HEALTH WORKFORCE NEEDS

Invest in the quality of general education. It will be necessary to improve the quality of
the math and science curriculum (including biology, chemistry, and physics) in secondary
education to increase the number of qualified candidates for nursing and medical schools.
Investing in the digital skills of secondary students will also be vital, particularly those of
girls who may eventually join the future (predominantly female) health workforce. High
academic standards should be set for students to qualify for government financial
assistance to fund their medical studies.

Invest in the expansion and quality of nursing education in line with best practice.
Future trends should be integrated into the curriculum, such as complex disease profiles,
expanded clinical practice in underserved areas, computer literacy, the use of e-learning
platforms, data analytics, telemedicine, and new technologies. Existing courses on
leadership and management for nurses will need to be strengthened to facilitate a career
track leading to ward and clinic supervision and hospital management. Attracting visiting
faculty to Eswatini’s nursing institutions, including from South Africa and other countries
where Swazi health professionals are working, can improve the quality of nursing
education in Eswatini. The career counseling provided to students and graduates should
also facilitate their entry into the health workforce.

Introduce community service requirements (internships and residency) for the
licensing of medical and nursing students to provide them with relevant clinical experience,
as is already the case in South Africa and in the National Health Corps in the United
States.

Promote continuous medical education and medical research in hospitals. The
Continuing Medical Education (CME) program for health professionals should be
strengthened, and the completion of the program should be a precondition for
credentialing physicians. The government could consider creating nurse and midwife
practitioner training programs for more experienced staff. Medical education will also have
to take full advantage of new medical technology. Research at nursing schools and
hospitals should be promoted, with a focus on science, technology, and innovations in
health fields that might be eligible for international funding. Nursing and medical students
should be given more practical experience with medical research, including those students
who are studying abroad and complete an internship at home. Swazi researchers should
be encouraged to return from abroad to advance health research in local hospitals and in
the private sector.

2. REFORM EDUCATION FINANCING FOR MEDICAL AND NURSING STUDIES TO ENSURE
FUTURE FUNDING

Reform health education financing. Achieving this depends on finding ways to measure
the academic performance of nursing schools as the basis for allocating funding among
them. It will also be necessary to conduct a cost analysis of nursing education and charge
nursing students from abroad the full cost of tuition fees.
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Conduct a cost analysis of medical studies abroad and of learning outcomes. The
government should assess the cost-effectiveness of financing the medical studies of its
students in other countries. Entering into contractual agreements with accredited medical
universities in Namibia, South Africa, and Zambia, for example, could be a less costly way
to increase the number of study places available to Swazi medical students. The results
of health workforce planning should inform any adjustments to the number of government-
funded medical students.

Consider introducing income-contingent student loans with efficient repayment.
The government should consider designing an income contingent loan (ICL) system for
Swazi medical students who receive bursaries, complete with an efficient repayment
mechanism based on those used in other countries. ICLs have been successfully used in
Hungary, Ireland, the Netherlands, New Zealand, the United Kingdom and the United
States to finance higher tuition fees. Students only have to start repaying their loan once
they are earning an income, often one that is above a certain threshold amount.** Hungary
has no income threshold and a 6 percent repayment rate on full earnings. In the United
Kingdom, graduates earning over £25,000 per year contribute 9 percent of their gross
earnings toward the repayment of their loan. New Zealand has a lower threshold than the
United Kingdom of £10,000 and a higher repayment rate of 12 percent of earnings. The
United States requires graduates to repay 10 percent of their income above a threshold
set at 150 percent of the poverty line, or $24,360 for a two-person household in 2017.4°
These ICL repayments are withheld from the worker’s wages by the employer, as is done
with social insurance taxes. If graduates were to migrate to another country after
completing their education, their ICL repayments would have to be collected from their
monthly wages by the government of the host country, which would then transfer the
revenue back to the government that provided the ICL.

Design a repayment system based on the ICL experience to finance the costly
tertiary education of medical students. None of the three countries in this study has an
ICL in place. While it will take time to fully introduce ICLs, Eswatini could begin to
implement this mechanism through agreements with nearby countries such as South
Africa and Lesotho. Eswatini would have to solicit the agreement of the governments of
these countries to collect ICL repayments from the wages earned by Swazi physicians
and to transfer them to the Swazi government. Governments in destination countries could
also choose to match this repayment amount (as is done with social insurance
contributions) and include that matching sum in the revenue transferred to Eswatini’s
Ministry of Finance. In the models currently used in the United Kingdom and New Zealand,
medical graduates who have migrated are legally obliged to make monthly direct transfer
repayments or to pay an annual minimum amount of their bursary back to the Swazi
government. In case of noncompliance, government services could be withheld. However,
for this repayment system to work, the government of Eswatini would need to have an
accurate and reliable way of tracking graduates working abroad to enforce the collection
of their student loan repayments.

3. TRANSFORM HEALTH WORKFORCE MANAGEMENT AND PLANNING FOR THE FUTURE

“ Barr 2001.
4 Britton, van der Erve, and Higgins 2019.
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Modernize the hiring process for the health sector. Public sector reforms can facilitate
and accelerate the staff recruitment and hiring process. This could include providing all
hospitals with full autonomy to hire their own health staff within parameters defined in the
national health workforce plan. The introduction of online job portals would facilitate labor
market matching and access to information for jobseekers. Online job portals can
significantly lower recruitment costs, and they are the most popular means of job-seeking
for young health professionals.

Reform human resource management in public health facilities. This would involve
(i) developing effective employee promotion policies, (ii) improving working conditions, (iii)
offering employees opportunities to continue their education and to conduct medical
research, and (iv) providing health infrastructure and equipment to facilitate the work of
staff in providing care. The introduction of a “balanced scorecard” against which health
facilities could evaluate the performance of their staff would identify any issues or gaps
that could be remedied by providing training and incentives. The government might also
consider introducing biometric clocking-in systems in all public health facilities to log staff’s
attendance and their time worked.

Increase staffing and review the work process in health facilities. The government
will need to increase critical staffing, starting in rural areas with high vacancy rates and
within the current health budget. Based on the experience of the Community Service
Program in South Africa, Eswatini could offer clinical practice internships and residency
programs to attract Swazi medical students and graduates to health facilities in rural areas
with staff shortages. Any opportunities to assign some physicians’ tasks to experienced
nurses should be explored. For example, primary care services could be provided by
nurses with the support of medical assistants, which would widen the scope of these jobs
while also reducing the burden on physicians. Some responsibilities for HIV care or NCD
prevention, for example, might also be transferrable to community health workers, but this
will require them to be more institutionalized into the public health system.

Revisit pay scales in health. Pay scales for each staff position should be defined using
measurable factors such as seniority, patient load and complexity, task complexity, shift
length and timing, and serving in an underserved location. The government should
consider paying performance-based bonuses to staff for achieving an agreed set of
targets. Any wage increases in health need to be carefully planned to correct for any
potential negative effects in the sector and to prevent strikes and service disruption.

Conduct health workforce planning based on future trends. A systematic analysis of
current and future workforce needs will be critical for planning investments in health
education. Modern forecasting methods should be used to ensure that due account is
taken of future trends such as urbanization, the growth of the middle-class, mobility across
borders, changing disease burdens, changes in medical technology, and the aging of the
population. The workforce planning methods used in the state of Queensland in Australia
can provide helpful insights.*¢ The main stages of its health workforce planning process
consist of (i) defining specific planning objectives congruent with the national health
strategy,*’ (i) carrying out a situational analysis of existing staffing in relation to the
structure and capacity of health services, (iii) projecting future staff requirements by

46 Queensland Government 2020.

47 Horizon scanning methods can be used to visualize the future health sector and define objectives for the sector.
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specialty and staff group, (iv) assessing the number and skills of graduates from health
training institutions, and (iv) developing an implementation strategy and action plan
(Figure 5). This should include an analysis of community health workers to assess the
most efficient ways to use their services. The results of this exercise would help policy
makers to set budgets for the health workforce and for medical and health education with
the goal of ensuring full staffing in both rural and urban areas.

Collect data to conduct analysis. To inform Eswatini’'s health workforce planning
process, detailed data will be needed on the population; the number of health graduates
and their employment; a breakdown of the health workforce; and the existing structure,
capacity, and use of services by type of facility and medical condition. Knowledge-
generation, management, and information-sharing of this relevant data will help ensure
timely responses to future trends.

Figure 5: Health Workforce Planning Process in Australia
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4, USE DATA AND ANALYSIS TO INFORM HEALTH PoLICY MAKING AND PLANNING

Invest in data collection and analysis. Following the WHO’s directives governing the
collection and reporting of data in the health sector, such as the WHO National Health
Workforce Accounts (NHWA), data collection from facilities and regions can be
streamlined. This includes data on population dynamics, changing disease burdens, and
the health workforce. A centrally managed database will be needed. Data and analysis
will be essential for informing health workforce planning and recruitment, for determining
education and wage budgets, and for making policy decisions. Early detection tools can
identify changing disease incidence (such as the climate-related impacts on human
health), can map risk by geographic and seasonal parameters, and can warn communities
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about climate-related environmental risks to ensure that they respond promptly.®
Measures to increase the consistent and up-to-date collection of data on the number of
active nurses and physicians in the public and private sector should be part of improved
health workforce planning as the government needs these data to adjust quotas for
government-funded medical and nursing students.

Establish a dynamic data platform for health workers and link it with new digital
initiatives. This platform could include (i) online job portals for recruiting qualified staff
into the health workforce; (ii) biometric clocking-in systems in health facilities for logging
staff's attendance and time worked; (iii) online application forms for professional
registration and credentialing with nursing and medical doctor councils; (iv) mobile money
apps to make payments to providers and suppliers; and (v) early detection tools that can
identify changes in disease incidence (such as climate-related impacts on human health),
risk by geographic and seasonal parameters, and alerting health staff to climate-related
environmental risks and ensuring a prompt community response.*® Also, using electronic
health records can facilitate the collection of data on patients throughout the system, while
using ICD-10 coding systems can make it easier to track patients’ diagnoses as well as to
adjust medical education to provide training in the skills needed to treat these patients.

Carefully plan future investments in health facilities and medical equipment in a
health master plan. Geospatial analysis should be used to identify the optimal distribution
of medical infrastructure and equipment across the country. Urban areas will need to be
adequately equipped to take care of both a growing middle class and the urban poor. The
government can also establish contracts with the private sector to access higher-cost
medical technology and treatment, as well as with South African hospitals, which provide
highly specialized treatment that is not available in Eswatini. Health facilities in rural areas
will need to offer more care for the growing rural elderly population. Transportation
infrastructure between regions will need to be upgraded to enable rural populations to
access health care facilities. These changes will require Eswatini to carefully plan its future
health infrastructure investments in a master plan that takes into account changes in
population dynamics, the disease burden, and medical technology to efficiently plan for
the future provision of health care in both the public and private sectors, as well as for
overseas referrals for highly specialized care.

5. INVEST IN THE USE OF MODERN TECHNOLOGIES

Adopt innovative approaches to ensuring the continuity of health services in rural
areas and during pandemics. As was done in the Metropolitan Health Services in the
Western Cape in South Africa during the COVID-19 pandemic, Eswatini could set up an
innovative home delivery program to distribute medications to patients with chronic
illnesses. The system would rely on a combination of volunteers, Uber drivers, scooter
couriers, and community health workers to deliver monthly medicine parcels to patients.
Mobile money, smart contracts, and low-cost fingerprint technology could all be used to
ensure that patients receive and pay for the products. Automatic distribution points could
be set up in rural areas to provide local residents with access to preventive care,
medication, and contraceptives. Phone helplines could also be established for at-risk
patients who need medication supplies.

4 Meiro-Lorenzo 2017.
4 Meiro-Lorenzo 2017.
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Broaden the use of modern technology and telehealth in clinical teaching and
practice. The use of telemedicine has grown significantly during the pandemic as a way
to increase access to care for patients who cannot travel or who live in poorly resourced,
remote locations. Telehealth can be used for communication and counseling, for
monitoring patients with chronic conditions, and for identifying patients who need specialist
care. It can also be used for “tele-mentoring,” in which specialists provide training and
support to primary care providers in rural areas to build their capacity to treat patients in
their communities with complex conditions. Standard electronic medical records apps are
beginning to offer fully integrated telemedical capability, and cost-effective broadband
platforms like Zoom and Skype can also be used to perform remote evaluations. Nurses
can also learn how to conduct telehealth visits from their own homes or from virtual care
centers without sacrificing their personal bonds with their patients.

Create an enabling environment for these advances through investments and
regulation. Acceptance of e-health initiatives among providers and patients can be
fostered by demonstrating how technology can improve the provision of health care. The
government should consider partnering with the Advanced School of IT (ASIT) to develop
relevant courses on the application of digital technology in health. Regulations are needed
to govern e-visits, provider licensing, and clinical applications for use in telemedicine. The
effective use of telemedicine will also require adequate Internet access and bandwidth for
both providers and patients, as well as updating technology in rural health facilities;
training doctors and nurses in how to use modern technologies, including in telehealth
appointments; and teaching patients how to take advantage of virtual appointments when
they cannot see a provider in person.

Prepare for new diagnostic and treatment technologies in the future. Investments
are needed in the technologies that will enable remote medical work in the future and that
will ensure access to care for people living in rural areas. Such technologies include
smartphone applications for performing electrocardiogram (EKG) tests such as the
Telemedicine Stethoscope, which facilitates stethoscope audio and EKG livestreaming
between patients and providers, and the Kardiamobile 6L, which captures data from a six-
lead EKG using a small handheld device connected to a cell phone. Blood tests can now
be done remotely using devices such as the Abbott i-STAT portable blood analyzer.
Lumify is an integrated tele-ultrasound that connects clinicians not only with their patients
but also with other physicians around the globe in real time.>® Government regulations will
be needed to ensure that patients can fully benefit from these new technologies, and
health professionals will need to be trained in their use.

Invest in energy-efficient medical equipment and waste management. Low-carbon,
renewable energy technology such as hydro, solar, and wind power have significant
potential for reducing carbon emissions. They could also ensure a sustainable energy
supply for health workers in hospitals in Eswatini, where only 20 percent of households
have electricity. This could be done by investing in (i) energy-efficient equipment such as
refrigerators to reduce demand on the electricity grid; (ii) climate-resilient infrastructure
(e.g., retrofitting existing health facilities to minimize any loss or damage from climate
risks); (iii) more efficient energy supply and distribution; and (iv) renewable energy sources

30 Rosser 2020.
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(such as solar photovoltaics) that would ensue that vital devices remain powered during
surgeries, for example.®'

6. WORK WITH THE PRIVATE SECTOR AND OTHER COUNTRIES TO ENSURE ACCESS TO
HIGH-QUALITY CARE

Collaborate with the private sector to benefit from its expertise. To respond to
mounting consumer expectations regarding the availability of health care and the needs
of the growing middle class, the public health sector will need to increase the extent to
which it collaborates with private sector providers. This will require the creation of an
enabling environment for new models of care involving the private sector, the attraction of
private sector investments and partnership to help close health financing gaps, and
adapting lessons from the private to public health facilities. This will require an extension
of the government’s oversight over the quality of care provided by the private sector as
well as regulations to govern the private sector’s involvement in the public sector, including
the setting up of dual practices.

Harness the benefits of an international health workforce. Encouraging highly
qualified Swazi health professionals to return home to work in Eswatini’s health care
system and in health research would improve the quality of health care in the country. This
would require facilitating the international movement of health professionals and actively
recruiting among Swazi health professionals working abroad. It would also require
collecting data on international health workers to use in planning and international
recruitment.

Support the integration of foreign health staff in Eswatini. The government can help
health facilities to foster the integration of foreign health staff into the Eswatini health
system by providing them with induction and language courses and information on
administrative formalities inside and outside of the workplace (e.g., on obtaining residence
permits). Also, providing foreign applicants with more realistic information about the health
sector during recruitment could increase their retention rates.

3! Meiro-Lorenzo 2017.
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Global trends such as climate change, economic integration, urbanization, demographic shifts, far-reaching digital and
technological advances, and rising consumerism are all affecting population health, including in Eswatini. They will
lead to the growth of a middle class in urban areas with more demanding health needs, and to depopulation in rural
areas, leaving behind mostly elderly people and the rural poor. Emigration will continue to be driven by better work
prospects abroad and by climate change. Demographic change will continue in Eswatini as fertility rates decline,
population growth slows, and the population’s average age increases. Technological advances in medicine are
creating opportunities to facilitate medical work, learning, and communication. Anticipating the health impact of these
trends will be crucial for Eswatini to be able to prepare its health workforce for the medical work of the future,
particularly as the country’s health system is still battling persistently high maternal mortality, human
immunodeficiency virus/acquired immunodeficiency syndrome (HIV/AIDS), and tuberculosis (TB) rates, while facing a
looming burden of noncommunicable diseases (NCDs). This case study finds that Eswatini’s health sector will need a
major reform push to ensure that it is well-prepared for the future. It will require a strategic mindset and substantial
investments in health education, the modernization of health workforce management, and better data to conduct
analysis and planning. We make a series of recommendations on how best to prepare for the coming changes that
cover the need to align education policy and financing with future health workforce needs; how to transform workforce
management and planning for the future; the need for solid data and analysis to inform evidence-based policy and
planning; and how to work with the private sector and other countries to ensure that the population has access to
high-quality care.
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