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Foreword

As a country, our vision is to have a healthy and 
productive Swazi population that lives longer, 
fulfilling and responsible lives. In line with this 
aspiration, the Government of Eswatini has, 
over the years, prioritised health investment as 
key to socio-economic development. As part of 
this, many initiatives have addressed various 
health system challenges, including the health 
workforce. These efforts have served us well 
over the years – notably, we have decreased 
maternal mortality by 65% between 2008 and 
2020 and under-five mortality declining by 49% 
within the same period. This significant progress 
gives us hope for the future. Additionally, the 
country has strived to improve access to health 
services, particularly towards our 95-95-95 goal. 
Despite our progress over the last two decades, 
our country’s speed of progress is beginning to 
show signs of attenuation – principally driven 
by the availability of human resources for health, 
infrastructure adequacy and availability of health 
products.

These have impacted the health system’s capac-
ity to deliver adequate and quality health services 

to address the population’s health needs. As part 
of efforts to generate evidence towards a review 
of its health workforce strategic plan, the Ministry 
of Health commissioned a health labour market 
analysis to gain comprehensive insights into the 
health workforce issues from a health labour 
market perspective to inform appropriate inter-
sectoral action and strategic investments. The 
assessment included data from various govern-
ment and non-state institutions and inputs from 
over 500 health workers, clinical experts, health 
managers and civil society. 

As of 2022, Eswatini has approximately 7,159 
skilled health professionals and about 3,200 Rural 
Health Motivators (together making 10,359). 
While the number of these health workers has 
grown, the assessment identified many unem-
ployed or underemployed, suggesting their skills 
still need to be appropriately availed to benefit 
the population. To achieve Universal Health 
Coverage (UHC) targets and make substantial 
progress towards health-related Sustainable 
Development, Eswatini requires a significant 
increase in its health workforce, from 10,359 in 
2022 to approximately 26,563 health workers by 
2032. This need is driven by the evolving disease 
burden, demographic changes, and the essential 
services that must be available through health 
promotion, disease prevention, diagnostics, 
treatment/disease management, rehabilitation 
and palliative care. 

The public, private, and missions/NGOs together 
need to invest about US$17 million in health 
workforce education over ten years and plan for 
almost US$260 million in employment, of which 
16,000 will be required in the public sector to 
accelerate progress. The report underscores that 
investing in the Eswatini health workers should 
no longer be considered a consumptive cost to 
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Glossary

%GGVIHMXEXMSR� �MR� TVSJIWWMSREP� IHYGEXMSR
� The process of evaluating education institutions against 
predefined standards required for the delivery of education. 8he outcome of the process is the certifi-
cation of the suitability of education programmes and of the competence of education institutions in 
the delivery of education.

(IQERH��JSV�LIEPXL�WIVZMGIW
� 8he health care expectations expressed by individuals or communities� 
or the willingness and ability to seek, use, and, in some settings, pay for services. -t may be subdivided 
into expressed demand �equated with use
 and potential demand. -t may also be subdivided into ratio-
nal demand �demand that corresponds to need
 and irrational demand �demand that does not corre-
spond to need
.

(IQERH��JSV�LIEPXL�[SVOIVW
� 8he demand for health workers corresponds to the number of health 
workers that a health system can support in terms of positions or economic demand for services. In 
other words, it reflects the capacity and willingness to pay the purchasers of health care �for example, 
the +overnment or private sector firms
, which in turn drives the demand for employing health work-
ers in public or private hospitals, public health centres and other parts of the health system, including 
self-employed health workers. 8he demand for health workers is therefore a derived demand for health 
services.

)HYGEXMSR��SJ�LIEPXL�[SVOIVW
� The process of developing knowledge, skills, attitudes and competen-
cies related to the delivery of health services. Specialization is the process of developing advanced 
knowledge, skills, attitudes, and competencies related to the delivery of specific health services.

)QTPS]QIRX�WXEXYW��JYPP�XMQI��TEVX�XMQI��XIQTSVEV]��TIVQERIRX� *ull-time �whole-time
 is employment 
for or working for the amount of time considered customary or standard. 4art-time is employment for 
or working for less than the amount of time considered customary or standard. Permanent is employ-
ment contracted for an indeterminate period. *ixed term is employment contracted for a fixed period 
of time. 8emporary refers to short-term contracts or ƈcasualƉ work, either for a definite period or for a 
specific Health 0abour 1arket %nalysis.

,IEPXL�PEFSYV�QEVOIX� 8he structure that allows services of health workers to be sought �demanded
 
and offered �supplied
. 8he health labour market can be characteri^ed according to geographical area 
�local, national or international
� occupation �by occupation title or category, speciali^ed or unspecial-
ised
� and sector �private or public, formal or informal
. 8he dynamic between the number and the kind 
of Nobs offered on the market and the number of health workers is central in determining the configura-
tion of the health labour market.

,IEPXL�[SVOJSVGI��LYQER�VIWSYVGIW�JSV�LIEPXL��LIEPXL�[SVOIVW� All persons engaged in actions whose 
primary intent is to enhance health, irrespective of whether they are paid staff or volunteers, whether 
working fulltime or parttime and regardless of whether they deliver health services, manages the ser-
vices offered by the system or address social determinants of health �WH3 ������
. 8hey can either be�

,IEPXL�WIVZMGI�TVSZMHIVW� This group comprises the people who deliver services – whether personal or 
non-personal �health and care professionals and associate professionals
 or�
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.

(IQERH��JSV�LIEPXL�[SVOIVW
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ised
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of Nobs offered on the market and the number of health workers is central in determining the configura-
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primary intent is to enhance health, irrespective of whether they are paid staff or volunteers, whether 
working fulltime or parttime and regardless of whether they deliver health services, manages the ser-
vices offered by the system or address social determinants of health �WH3 ������
. 8hey can either be�
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,IEPXL�QEREKIQIRX�ERH�WYTTSVX�[SVOIVW� this group comprises people not engaged in the direct pro-
vision of services.
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�a
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or �c
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8he /ingdom of Eswatini has a vision of ensuring a healthy and economically productive population 
that lives longer, healthier, and socially fulfilling lives, and contribute optimally towards the national 
vision of achieving first world status. 4ursuant to this vision, the /ingdom of Eswatini conducted a 
Health 0abour 1arket %nalysis to inform its H6H policy making and guide targeted strategic interven-
tions. 8he Health 0abour 1arket %nalysis is a systematic, comprehensive and evidence-based Health 
Workforce planning tool used to appreciate the labour market dynamics in a country and guide deci-
sion making. 8his study was conducted with the understanding that the Health 0abour 1arket like any 
market is dynamic and influenced by policy decisions and actions across several sectors that include 
education, labour market, finance, foreign relations and the health sector itself.

8his report presents a comprehensive Health 0abour 1arket %nalysis �H01%
 of the /ingdom of Eswa-
tiniƅs health workforce. 8he main aim of the H01% was to conduct an in-depth analysis of the relation-
ship between supply, demand, need for Health Workforce in Eswatini and the necessary policy actions 
to address any existing or anticipated gaps. 8he specific obNectives of the analysis were�

i. To undertake a descriptive analysis of the dynamics of supply and demand for the Health Work-
force in Eswatini, covering clinical health workers in both the public and private sectors

ii. Estimate the normative need for the Health Workforce to address the disease burden/workload 
in Eswatini vis-à-vis the outlook in supply, demand and fiscal space scenarios.

iii. Explore the nature and drivers of the out-migration of skilled Health Workforce from Eswatini 
and ascertain the necessary conditions, policies and regulatory measures towards sustainabil-
ity.

iv. Conduct an exploratory analysis of the required policy actions to address supply and demand 
mismatches/gaps required to achieve the desired need and distribution of the Health Work-
force in Eswatini.

v. Develop policy recommendations with regard to the production, inflows/outflows, distributions, 
inefficiencies, and regulations in the Eswatini health labour market.

7GSTI�ERH�1IXLSHSPSK]� The analysis adopted technical approaches recommended in various WHO 
normative guidelines for H01%, global and regional health labour market studies. 1ultiple comple-
mentary approaches were used to collect data and analyse the Health Workforce situation and labour 
market dynamics. Eswatiniƅs Health 0abour 1arket %nalysis involved three core areas to derive an 
understanding of the past, present, and future health workforce circumstances, both in the public and 
private sectors. 8hese involved descriptive, predictive and exploratory labour market analyses. 8he 
H01% 8echnical 8ask 8eam conducted field surveys using adapted WH3 tools to collect primary and 
secondary data from health workers in both public and private hospitals, training institutions, and regu-
latory and health administrative bodies in Eswatini. 8he questionnaires explored seventy-four ���
 staff 
categories of health workers targeted in the research.



Health Labour Market Analysis for Eswatini xiii\MMM

 

)\IGYXMZI�7YQQEV]

&EGOKVSYRH�ERH�SFNIGXMZIW

8he /ingdom of Eswatini has a vision of ensuring a healthy and economically productive population 
that lives longer, healthier, and socially fulfilling lives, and contribute optimally towards the national 
vision of achieving first world status. 4ursuant to this vision, the /ingdom of Eswatini conducted a 
Health 0abour 1arket %nalysis to inform its H6H policy making and guide targeted strategic interven-
tions. 8he Health 0abour 1arket %nalysis is a systematic, comprehensive and evidence-based Health 
Workforce planning tool used to appreciate the labour market dynamics in a country and guide deci-
sion making. 8his study was conducted with the understanding that the Health 0abour 1arket like any 
market is dynamic and influenced by policy decisions and actions across several sectors that include 
education, labour market, finance, foreign relations and the health sector itself.

8his report presents a comprehensive Health 0abour 1arket %nalysis �H01%
 of the /ingdom of Eswa-
tiniƅs health workforce. 8he main aim of the H01% was to conduct an in-depth analysis of the relation-
ship between supply, demand, need for Health Workforce in Eswatini and the necessary policy actions 
to address any existing or anticipated gaps. 8he specific obNectives of the analysis were�

i. To undertake a descriptive analysis of the dynamics of supply and demand for the Health Work-
force in Eswatini, covering clinical health workers in both the public and private sectors

ii. Estimate the normative need for the Health Workforce to address the disease burden/workload 
in Eswatini vis-à-vis the outlook in supply, demand and fiscal space scenarios.

iii. Explore the nature and drivers of the out-migration of skilled Health Workforce from Eswatini 
and ascertain the necessary conditions, policies and regulatory measures towards sustainabil-
ity.

iv. Conduct an exploratory analysis of the required policy actions to address supply and demand 
mismatches/gaps required to achieve the desired need and distribution of the Health Work-
force in Eswatini.

v. Develop policy recommendations with regard to the production, inflows/outflows, distributions, 
inefficiencies, and regulations in the Eswatini health labour market.

7GSTI�ERH�1IXLSHSPSK]� The analysis adopted technical approaches recommended in various WHO 
normative guidelines for H01%, global and regional health labour market studies. 1ultiple comple-
mentary approaches were used to collect data and analyse the Health Workforce situation and labour 
market dynamics. Eswatiniƅs Health 0abour 1arket %nalysis involved three core areas to derive an 
understanding of the past, present, and future health workforce circumstances, both in the public and 
private sectors. 8hese involved descriptive, predictive and exploratory labour market analyses. 8he 
H01% 8echnical 8ask 8eam conducted field surveys using adapted WH3 tools to collect primary and 
secondary data from health workers in both public and private hospitals, training institutions, and regu-
latory and health administrative bodies in Eswatini. 8he questionnaires explored seventy-four ���
 staff 
categories of health workers targeted in the research.

\MZ

 

7YQQEV]�SJ�*MRHMRKW

There are 10,359 health workers registered in Eswatini with 94% of them either working or looking for a 
job but private sector can only absorb 21%: As of July 2022, the overall stock of the health workforce in 
Eswatini stood at approximately ��,��� individuals, spanning �� maNor generalist and specialist occu-
pational categories of which �,��� ���.�	
 were 6ural Health 1otivators. %bout ��	 of these profes-
sionals were either employed or actively looking for a Nob �actively participating in the health labour 
market
. %mong health workers who were employed about ��	 were in the public sector and the private 
sector contributed only ��	 of the employment.

Majority of health workers are young but 13% are set to retire soon: 1ost health workers ���	
 are 
young people within the age of �� to ��. 8hose nearing retirement �� to �� are about ��	.

Nearly one in every two health workers is a Nurse: 2urses constituted the largest segment with ��.�	, 
followed by community health nurses at ��	, medical officers at �.�	, and laboratory assistants at 
�.�	. 2otably, rural health motivators made up ��.�	 of the total health workforce.

There are 51 Doctors Nurses and Midwives for every 10,000 Emaswati: in ���� there were about �� 
Doctors, 2urses and 1idwives per ��,��� population in Eswatini. %s a result of +overnment policies 
this has increased by about ��.�	 to the current �� Doctors 2urses and 1idwives per ����� population 
in 2022.

Eswatini’s coverage of health services is estimated to be 58% but this can be maximised to nearly 70% 
if all trained health workers are employed: Eswatini has an aggregate health workforce density that is 
comparable with countries that have attained at least ��	 of universal health coverage essential ser-
vice coverage score and are making progress towards the 7D+s. 1easures to employ and optimise the 
utilisation of the health workforce and ensuring a skill mix balance are key, particularly reforming the 
model of care could improve efficiency and deepen access to health services.

One out of every ten health workers are either unemployed or under employed but their services is 
critically needed in the frontline of health service delivery: The unemployment rate of the active health 
workforce is �	 which is lower than the ��.�	 overall ���� unemployment rate. 8here are ��� unem-
ployed health workers including 431 midwives, 300 general practitioners, 30 general nurses, 144 nurs-
ing assistants, and � clinical dieticians. Eswatini is facing demand-side constraints as a result of a 
free^e of employment in ���� i.e., 'ircular no.�. which inhibited recruitment and absorption of newly 
trained health care professionals.

There is a glaring inequity whereby 77% of the population is living in rural areas but have access to only 
23% of health care workers: 8here is distributional inequity in the health workforce between rural and 
urban areas, ��	 of the health workers worked in urban areas where there was only ��	 of the popula-
tion while ��	 of the population who live in rural areas are served by ��	 of the health workers.

Young people are interested in the health occupation but capacity to train them is limited: The health 
professions education in Eswatini are broadly very attractive to prospective students and have become 
competitive as the programmes are on average able to admit only �.�	 of the applicants despite a 
significant unutilised capacity especially for nursing training where the schools are given a quota of 
�� per year even though some are thought to have �� to �� seats per year. 8here are reasonable pros-
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pects to expand training if the staff establishments are expanded and funded. 7ome stakeholders 
have expressed concerns about the quality of training of some health workers, especially those trained 
abroad.

Currently, Eswatini needs about 20,272 health workers and 26,563 health workers by 2032 to achieve 
UHC targets: 8he need for health workers was estimated using the burden of diseases, conditions 
and risk factors, population size and demographics, and service delivery standards. Based on these, 
Eswatini needed at least 22,272 health workers in 2022 to meet the country’s population health needs 
and attain UH'. 8his was further estimated to increase by ��.�	 by ���� to ��,��� and then to ��,��� 
by ���� - or an overall increase of ��.�	 in the need for health workers in �� years due to evolution 
in the disease burden and demographic change. 7pecifically, the country requires at least one general 
practitioner to �,��� population� at least one specialist doctor per ���,��� in each medical speciality. 
*or 4rofessional 2urses and 1idwives, one nurse per ��� population is required while at least one spe-
cialised nurse per 1,270 is required in each speciality area. Also, one pharmacist per 2,929 population 
is required as is one Community Health Worker per 307 population.

Current supply meets only 48.1% of the population health Needs: In 2022, the estimated need for health 
workers across 51 occupations was 22,272 compared to an overall supply of 9,741. Thus, overall supply 
met ��.�	 of the need for health workers if all the supply were employed and deployed. However, 
there were wide variations as serious gaps were noticed in specialist areas and occupations that are 
less popular. To meet the population health needs, the annual rate of increase in the supply of health 
workers will have to surpass the average annual rate �.�	 �range� �.�	 - ��.�	
 increase in the need for 
health workers due to changing disease burden and demographic shifts.

There is an anticipated 11.6% increase in Demand for Health Workforce by 2022: Based on economic 
conditions and health spending, Eswatini is proNected to be capable of supporting the employment of 
��,��� health workers in ����, which if the trends remain the same, is likely to grow by ��.�	 to ��,��� 
by ����. However, epidemiological need-based modelling indicated that the country required at least 
��,��� health workers Ɓ thus the demand �willingness and capacity to employ
 is at ��.�	 of the need. 
&y ����, the estimated need will rise to ��,���, but demand may cover only ��.�	 of this need. *or 
����, the gap between supply and demand yielded in a predicted supply gap of �.��	. 8his is sugges-
tive of an emerging labour market failure, characteri^ed by rigidities in the employment processƁ leav-
ing ��� health workers unemployed in ���� exacerbated by factors such as government employment 
free^es and insufficient prioriti^ation of health workforce employment in the countryƅs health spending.

About 41% of health workforce have intentions to migrate of these 34% have already started working on 
their intentions to migrate: Exploratory survey results showed that about ��	 of the health workforce 
intended to migrate abroad at some point, about ��	 intended to migrate for employment purposes, 
while ��	 intended to migrate for further education. 3f those that intended to emigrate, ��.��	 had 
already begun working on their intentions to migrate, with �	 planning to migrate within the next � 
months, while �	 intended to migrate within the next � to �� months.

Health Worker scored their overall Job quality at 59%: 3verall, the Nob quality index of health workers 
was estimated to be ��	. 8hus, health workers highly values ��	 of their Nob characteristics. 3f three 
broad dimensions of Nob quality measured, quality of earnings, and quality of working environment 
scored higher, ��	, ��.�	, respectively as compared labour market security that scored ��.�	 �labour 
market security encompasses unemployment risk, probability of falling into extreme low-pay and the 
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probability of getting out of extreme low-pay
. 8hus, health workers are relatively content with their 
earnings and working environment but less so on the safety nets provided to safeguard their Nobs and 
earning.

Self-Reported Income and Wage Expectations of Health Workers revealed a potential retention gap of 
US$464: 8he average income for health workers in Eswatini was 7>0 ��,��� �U7��,���
, while their 
average monthly expenditure was U7����. *or health workers who have planned and are working to 
leave the country for greener pastures, they would need to earn an average of 7>0 ��,��� ���,���
 to 
be retained �transfers wages
. 8hus, there is a potential retention gap of 7>0�,��� �U7����
, future 
retention strategies would therefore need to gradually close the retention gap.

Wages and salaries consume 30% to 33% of the health sector expenditure in Eswatini: Wages and sal-
aries consume ��	 to ��	 of the health sector expenditure in Eswatini, which is lower than East and 
7outhern %frican �E7%
 average of ��	 and the %frica regional average of ��	 as well as the global 
average of ��	. %t ���� wages and salaries, the available financial space was U7D ��.� million, this 
was predicted to increase to U7D �� million by ����. 8he fiscal space �government funding
 dedicated 
to health workforce financing was U7D ��.� million, this was anticipated to increase to U7D ��.� million 
by ����. 8he private sector financing for health workforce was U7D ��.� million, and this was predicted 
to increase to U7D �� million by ����.

The total investment required to address population health needs (Needs-based Employment + Train-
ing Cost) is projected to average USD 379.3 million by 2032: 8he minimum financial space required to 
employ population-based health workforce needs would be U7D ���.�� million. 8he average cost of 
training to address population-based health needs was proNected to be U7D �� million. 8hus, the total 
investment required to address population health needs �2eeds-based Employment � 8raining 'ost
 is 
proNected to average U7D ���.� million by ����.
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1. Strengthen 
health workforce 
governance, 
coordination 
and alignment 
of priorities:

The study found fragmentation and gaps in coordination and hence 
strongly recommended strengthening coordination among key 
stakeholders. Urgent high-level multisectoral dialogues on health 
workforce and a new National HRH strategic plan are recom-
mended. Additionally, negotiating with Civil Service to secure the 
stability in the tenure of H6H managers and leaders at the 1inistry 
of Health will be key for enhanced leadership and stewardship.

2. Strengthen and 
optimise the 
health workforce 
education and 
training:

To address training and education related challenges, the creation 
of an integrated national master plan for health workforce training 
and education in conNunction with various stakeholders, including 
the 1inistry of Education and 4rime 1inisterƅs 3ffice is recom-
mended. 7uch a plan should aim to locally train personnel, thereby 
reducing the countryƅs reliance on foreign training. %n urgent bridg-
ing program is suggested for those health workers whose overseas 
training is inadequate for local needs. *urthermore, it is suggested 
that a focus on speciali^ed training, specifically in nurses and 
selected areas for medical doctors, and calls for a review of profes-
sional scopes of practice.

3. Stimulate and 
expand health 
workforce 
employment to 
address critical 
service deliv-
ery gaps while 
optimising the 
utilisation of 
existing health 
workers:

8o address urgent staffing requirements, especially in under-served 
areas, the report recommends an immediate exemption from 
recruitment freezes for the health sector to facilitate the hiring of 
��� trained but currently unemployed health workers. %dditionally, it 
suggests that the government should undertake an evidence-based 
review of staffing norms/standards and increase budgetary alloca-
tion to the 1inistry of Health with a commensurate increase in the 
prioritization of the health workforce employment with the overall 
health spending across government and development partners – 
with clear sustainability and transition plans for partner supported 
health workers. %lso, the countryƅs model of care appears to be inef-
ficient, and it is suggested that a review of the model of care along 
primary health care approaches would deepen access to health 
services and optimise the utilisation of the health workers.

4. Strengthen 
national sys-
tems for health 
workforce reten-
tion and equita-
ble distribution�

8he report identifies the migration intent among ��.�	 of the 
health workforce as a key concern. 0ocal training opportunities and 
post-basic allowances are recommended as retention strategies. 
*or equitable distribution of health workers, the report suggests 
differentiated remuneration and working conditions to attract and 
incentivize working in rural areas.

5. Invest in health 
workforce infor-
mation system, 
data and evi-
dence genera-
tion for decision 
making:

'urrent H6H information systems are fragmented and suboptimal. 
Recommendations are made for revitalization of the HRH informa-
tion systems, capacity-building in H6H data management, and the 
implementation of the National Health Workforce Account. 
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ble distribution�
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Eswatini is a landlocked country in 7outhern %frica. -t is bordered by 1o^ambique to its north-east and 
7outh %frica to its 2orth-west-south and south-east. Eswatini has four regions namely Hhohho, 1an-
^ini, 7hiselweni and 0ubombo. Despite its si^e the countryƅs climate and topography are diverse, ranging 
from a cool and mountainous highveld to the hot and dry lowveld. The total surface area of Eswatini is 
��,��� km and its 4opulation density in ���� was �� per km�. 8he 1an^ini region ����,���
 has the 
highest population followed by Hhohho ����,���
, 0ubombo ����,���
 and lastly the 7hiselweni region 
����,���
. 8here are two official languages in Eswatini namely 7iswati and English.

����(IQSKVETLMGW�ERH�LIEPXL�WXEXYW

������4STYPEXMSR�WM^I�ERH�KVS[XL

According to the 2017 Eswatini Population and Housing Census, the country’s population was 1,106,451, 
with ���,��� males and ���, ��� females. 3ver the proNection period ���� to ����, the annual popu-
lation growth rate was �.�	. 8he 1an^ini region has the highest population with ��.�	 followed by 
Hhohho region with ��.�	, then 0ubombo region with ��.�	 and the 7hiselweni region with ��.�	.

Figure 1: Eswatini’s Population size

UN DESA, Population UN, 2022
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Eswatini’s has a youthful population, for example in 2018, the population of those aged 14 or younger 
made up ��	 of the countryƅs population, with a median age of �� years. -n ����, this had marginally 
increased to around ��.��	 of the population, ��	 of the country population was under ��.
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Figure 2: Eswatini’s population by sex and age group

Source: https://data.who.int/countries/748 (Year 2020)

8he maNority of the Eswatini population ��.�	 ����,��� people
 resides in the rural areas while the 
urban population constitutes ��.� 	 ����,��� people
.

Figure 3: Urban vs Rural Population from 1995 to 2020

Source: Eswatini Demographics 2023 (Population, Age, Sex, Trends) - Worldometer (worldometers.info)
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8he countryƅs health statistics have progressively improved in the last �� years. *or example, the life 
expectancy at birth improved from ��.� years in ���� to ��.� years in ����, maternal mortality rate 
decreased from ��� deaths per ���,��� live births in ���� to ��� deaths per ���,��� live births in ����.
With the implementation of the ��-��-��, Eswatini has surpassed U2%-D7 treatment and viral suppres-
sion targets ahead of the ���� target date, demonstrating the progressive improvement and efficiency 
of the country’s HIV treatment programs.
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According to routine data from the ministry of health, the proportion of overweight people in health 
care facilities increased from ��	 in ���� to ��	 in ����, while that of obesity increased from ��	 in 
���� to ��	 in ����. *rom ���� to ����, the number of people visiting facilities to get 2'D services 
as an outpatient decreased for all the three maNor conditions, hypertension patients from ��,��� to 
��,���, while that of diabetic clients increased to �,��� from �,��� and �,��� to �,��� for asthma cli-
ents. In 2021, 53,130 women were screened for cervical cancer, an increase from over 27,000 that was 
recorded in ����. 8he /ingdom of Eswatini has also made progress in maternal health initiatives, for 
example the contraceptive prevalence rate in ���� stood at ��.�	, the %2' visit rate of women who 
attend at least four visits was approximately ��	, and about ��.�	 of deliveries were performed by a 
skilled birth attendant, while exclusive breastfeeding stood at ��.� �1-'7 ����
. -nfant and neonatal 
mortality rates had also decreased from ��/�,��� live births and ��/�,��� live births to ��/�,��� live 
births and ��/�,��� live birth respectively.

Table 1: Health indicators

Indicator Estimate Year of estimate

Life expectancy at Birth 62.2 2017
Maternal Mortality Rate 452/100,000 2017
HIV Prevalence 24.8 2021
HIV Incidence 0.62% 2021
TB prevalence 319/100,000 2020
Tb Incidence 348/100,000 2021
Stunting 23% 2017

MoH, 2023

1.4 Overview of Eswatini’s health system

8he /ingdom of Eswatini had ��� health facilities in ����, this was an increase from the ��� health 
facilities that had been reported to exist in ����, 7ervice %vailability and 6eadiness %ssessment �7%6%
 
����,8able �. 8he country has one ��
 2ational 6eferral Hospital which is located in the Hhohho region 
�1babane +overnment Hospital
, followed by five ��
 regional referral hospitals, one ��
 in 0ubombo, 
two ��
 in 1an^ini, and two ��
 in 7hiselweni regions.

Table 2: Health facilities in Eswatini

Facility level 2YQFIV�SJ�JEGMPMXMIW

National Referral hospital 1
Regional Referral hospital 5
Specialised hospital 3
Health Centre 5
Public Health Unit 7
Clinic With maternity 31
Clinic without maternity 203
Specialised Clinics 65
Private Hospitals 7
Total 327

Source: Services Availability and Readiness Assessment, 2017
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Eswatiniƅs total health expenditure rose from 7>0 �.� billion in ���� to 7>0 �.� billion in the ����/�� 
budget year. 8he per capita health spending was 7>0 �,��� �U7D ���,��
 in ���� and this had increased 
to 7>0 �,��� �U7D ���
 in ����. 8he country has exceeded the current WH3 recommendation of U7D 
140 for per capita health expenditure, however, the total government expenditure spent on health is 
��.�	, which falls short of the governmentƅs goal of increasing health expenditure and reaching the 
%buNa Declaration of ��	 of all resources generated being spent on health care.

����3VKERM^EXMSR�SJ�,IEPXL

8he 1inistry of 4ublic 7ervice �1o47
, which was established by the Employment %ct of ���� and 
the 4ublic 7ervice %ct of ����, employs the maNority of public health workers. 8he 1inistry of Health 
�1oH
 is solely responsible for the day-to-day management of all H6H functions, with the exception of 
the recruitment and management of attrition functions which are carried out in collaboration with the 
1inistry of 4ublic 7ervices,

����,IEPXL�[SVOJSVGI�GSRXI\X

8he presence of adequate numbers, capacity, and equitable distribution of health workforce remain key 
requirement for the attainment of Universal Health 'overage and sustainable delivery of health services 
in the /ingdom Eswatini. 8he current Health workforce strategy for the 1oH is premised on ensur-
ing that sufficient human resources for health are available, equitably distributed, efficiently managed, 
properly developed, and well-motivated in order to provide quality healthcare to the population. 8he 
strategy which is also in line with the National Development Goals, the National Health Sector Strategy, 
and the +lobal H6H 7trategy resulted in an increase of the density of doctors, nurses and midwives by 
�.� per ��,��� population in the public sector between ���� and ���� translating into an additional 
21,000 people potentially gaining access to health workforce.

����6EXMSREPI�.YWXMƼGEXMSR�SJ�XLI�LIEPXL�PEFSYV�QEVOIX�EREP]WMW

8he Eswatini Human 6esource for Health 7trategic 4lan expired in the fiscal year ����/���� and in 
order to develop the new H6H strategy, the 1oH required scientific evidence about the status of its 
health workforce. 4ursuant to this, the country decided to embark on the Health 0abour 1arket %nalysis 
�H01%
, which would assist with the analyses of the supply, demand, and need for health workforce. 
-n the context of the H01%, the supply of health workforce is defined as the number of qualified health 
workers who are willing and able to Noin the Eswatini health workforce at the current wage rate, while 
the Demand is defined as the number of health care professionals that the health sector is willing to 
absorb at the current wage rates and the need is the total number of health workforce required to meet 
the populations health needs.

����%MQW�ERH�SFNIGXMZIW�SJ�XLI�)W[EXMRM�0EFSYV�1EVOIX�%REP]WMW

8he specific obNectives were to�
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i. Undertake a descriptive analysis of the dynamics of supply and demand for Health Workforce in 
Eswatini, covering clinical health workers in both the public and private sectors.

ii. Estimate the normative need for Health Workforce to address the disease burden/workload in 
Eswatini vis-à-vis the outlook in supply, demand and fiscal space scenarios.

iii. Explore the nature and drivers of in out-migration of skilled Health Workforce from Eswatini and 
ascertain the necessary conditions, policies and regulatory measures towards sustainability.

iv. Conduct an exploratory analysis of the required policy actions to address supply and demand 
mismatches/gaps required to achieve the desired need and distribution of Health Workforce in 
Eswatini.

v. Develop policy recommendations with regards to the production, inflows/outflows, distribu-
tions, inefficiencies, and regulations in the Eswatini health labour market.
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�. -mplementation 4rocess and 8echnical 1ethodology

����'SRGITXYEP�ETTVSEGL�JSV�XLI�,01%

8he Health 0abour 1arket %nalysis provides insights into the H6H market dynamics and reveals cur-
rent and potential labour market failures or mismatches for corrective policy actions. 8he health labour 
market is dynamic and influenced by policy decisions and actions across several sectors that include 
education, labour, finance, planning and public service among other sectors. 8he H01% framework pro-
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A. Document review: This involved the analysis of reports on the implementation of activities and 
national policy documents.

B. Analysis using quantitative and qualitative approaches: the quantitative approach was used to 
assess the extent of implementation of the strategy, its effectiveness and impact. The qualita-
tive approach involved the processes of self-assessments, *ocus group discussions and key 
informant interviews in relation to the implementation of the HRH strategy.

b. 5YEPMXEXMZI�7XEOILSPHIV�-RXIVZMI[W

-n order to gain a wider understanding of the health labour market in Eswatini, qualitative stakeholder 
interviews were conducted, the interviews aimed to gather the history and context of the health work-
force, identify the interests and obNectives of the different stakeholders and increase stakeholder par-
ticipation and involvement in the health workforce agenda through a shared vision.

c. Primary data collection

A digital questionnaire to elicit the views of Health professional and management was developed for 
the collection of primary data from sampled sites and health workers. A team of data collectors com-
posed of 4 supervisors and 8 data collectors was contracted to conduct the data collection. Each 
supervisor was responsible for � data collectors in each region who collected data from health person-
nel over a period of 3 weeks.

d. 2IIH�FEWIH�EREP]WMW�SJ�,;*�VIUYMVIQIRXW�

% five-day workshop was held with selected clinicians and public health experts to determine the dis-
ease burden of the country, the appropriate service interventions and standards to enable estimation 
of future HW* needs.

e. Data cleaning and analysis workshop

% five-day workshop was held with selected experts to conduct data analysis of the labour market �from 
secondary and primary data
, modelling the H01 outlook and undertake strategic interpretation of the 
results as well as prepare for the report writing.

��������(IWGVMTXMZI�ERH�4VIHMGXMZI�0EFSYV�1EVOIX�%REP]WMW�ERH�1SHIPPMRK
&ased on the data collected, a labour market modelling �need, supply, and economic space
 was under-
taken guided by established methods and frameworks. %lso, findings were strategically interpreted 
taking the Eswatini national context into account.

2.2.1.1.1 Descriptive analysis of the size, composition, and distribution of the health workforce

Descriptive statistics were utilised in analysing the si^e, composition, distribution, and trend of the 
health workforce in Eswatini. Data obtained from different sources was triangulated and compared 
with evidence from various reports and policy documents as well as the qualitative insights obtained 
from the qualitative stakeholder interviews. Although very limited in scope, some inferential statistical 
analysis was done, whereupon a �.�� ���	
 confidence level was used for statistical significance. Due 
to the large number of health worker categories in the Eswatini classification system, it was critical to 
match the local health workforce categorisation to some internationally recognised health workforce 
occupational groups to enable the analysis and comparison of data. *or this purpose, the -nternational 
7tandard 'lassification of 3ccupations �-7'3-��
 was adopted.
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1. %REP]WMW�SJ�GYVVIRX�WMXYEXMSR�ERH�TEWX�XVIRHW

7everal analyses were carried out to generate results for the various components of the H01%ƅs, which 
are presented in tables, graphs, and/or textual descriptions as appropriate. 8he si^e, character, and 
distribution of the health workforce were analysed using descriptive statistics of trends and interpreted 
with the qualitative insights obtained from stakeholders. *urthermore, a trend analysis was conducted 
to assess the health sectorƅs contribution to the overall economic activity as measured by the +D4. 
8his analysis entailed a graphical trend in the proportional contribution of the entire health sector to 
the overall economic output of the country from 2012 to 2022. A trend analysis on the health sector 
employment as a share of total employment in the country for the period 2012 to 2022 was also carried 
out. Comparative analysis of remunerations in different sectors in relation to the health sector was used 
to gauge attractiveness of the health sector.

2.2.1.1.2 Modelling the future supply and needs-based requirements for health workers.

8he demand and supply analysis of the labour market was conducted using existing frameworks devel-
oped and recommended by the World Health 3rganisation. &ased on the expressed need requirements 
by stakeholders during qualitative stakeholder interviews, the need-based framework for health work-
force was modelled to determine current health and to estimate future health workforce requirements 
up to the year 2032.

a. ,IEPXL�[SVOJSVGI�WYTTP]�JSVIGEWX� 8he supply-side forecasting involved determining the inflow 
or entry into the current workforce and outflow or attrition from the current workforce. Whilst 
the inflow is depended on the training capacity and immigration, the outflow/attrition, on the 
other hand, is influenced by retirements, emigration, deaths, resignations, and dismissals of the 
health workforce.

b. *SVIGEWXMRK�IGSRSQMG�HIQERH�JSV�LIEPXL�[SVOIVW� The economic demand for health workers 
is reflected in a countryƅs ability and willingness to pay for health workforce. 8his estimates 
the Noint capacity of the government, development partners and the private sector in acquiring 
healthcare services, with the cost of health workforce wages representing a substantial propor-
tion of this capacity. 8his approach is based on the understanding that a country will not spend 
more on health care than what it can afford, even if their health or level of health utilization is 
suboptimal relative to an internationally established benchmark. *igure � shows the framework 
for the need-based health workforce planning.

1. 1SHIPPMRK�XLI�RIIH�FEWIH�VIUYMVIQIRXW�JSV�LIEPXL�[SVOIVW�

There are several methods for determining the ‘needed’ health workforce in a country, however, the 
+lobal 7trategy on Human 6esources for Health recommends the need-based approach which aligns 
investments to the populationƅs health needs. *or the Eswatini H01%, the need-based or epidemiol-
ogy approach was adopted, based on the assumption that the need for Health Workers in the country 
depended on the Ƅneed for health servicesƅ as defined by the disease burden and structure of the pop-
ulation alongside the health service delivery model of the country. To determine the need for health 
workforce, the following technical steps were followed:

• )WXMQEXMRK�XLI�TSTYPEXMSRƅW� ƄRIIH�JSV�LIEPXL�WIVZMGIWƅ� It was prioritised to assess the ‘need for 
health serviceƅ that addresses at least ��	 of the populationƅs disease burden and risk factors. 8he 
list of diseases and risk factors that account for ��	 of morbidity and mortality was established 
using data from the country’s Health Information and Surveillance system. A desk review to deter-
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using data from the country’s Health Information and Surveillance system. A desk review to deter-
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mine the prevalence rates of the diseases and risk factors, as well as the targets for the coverage 
rates of priority public health interventions was conducted by a team of Epidemiologists and 7tatis-
ticians from the 1inistry of Health. 8he disease burden and risk factors were mapped using routine 
health information data from the Health Information and Surveillance System and the health facility 
attendance.

• 8VERWPEXMRK�XLI�RIIH�JSV�LIEPXL�WIVZMGIW�MRXS�RIIHW�FEWIH�WXEƾRK�VIUYMVIQIRXW� With the tech-
nical assistance of Clinical Experts drawn from the health workforce and with reference to experi-
ences from other countries in the SADC region, a standard workload was determined for each of the 
health interventions identified by the clinical expert teams. % standard workload, which represents a 
measure of productivity, is defined as the volume of work within one health service activity that one 
health worker can accomplish within a year to acceptable professional standards. 8he estimated 
ƈneed for health servicesƅ was then translated into health workforce using the standard work.

2. *SVIGEWXMRK�FYHKIX�WTEGI�JSV�XLI�LIEPXL�[SVOJSVGI

8he ability and desire of a country to pay for Health professionals to address the health needs of its 
population reflects the countryƅs economic demand for health workforce. 8hus, aggregate demand is 
the sum of the governmentƅs, 4rivate sector and development partnersƅ combined financial capacity 
to purchase health care services, with the cost of health worker wages representing a substantial pro-
portion of this. 8his approach is based on the assumption that countries �governments 4rivate sector 
and partners
 will not necessarily spend more on health care than they can afford, even if their health 
or level of health utilisation is falling below internationally established benchmarks. 8herefore, demand 
for Health Workers can be measured using fiscal space for the wage bill as a proxy and adNusting for the 
private sector contribution to HW* employment. 8he health sector budget was analysed to measure the 
level of priority towards health workforce within successive budgets.

3. )\TPSVEXSV]�7YVZI]�1IXLSHSPSK]

Using a descriptive survey design, districts and health facilities were randomly sampled and respondent 
health workers were consecutively selected from these sampled districts. There were 543 respondents 
to the survey questionnaire from Health Workers across 40 staff categories. The survey was conducted 
using a standardised tool adapted from 3E'D, previous H01%s and research. 8he ���� Health Work-
force 7urvey, the first of its kind to be conducted in Eswatini, collected information on the available 
number of Health Workforce, the available Nobs in both public and private sector and identified the 
number of Health Workforce needed to serve the population. 8he survey also sought information on 
the wage expectations and the migration intention of the health workforce. The data collection was 
undertaken by a team of data collectors contracted by the 1oH to collect data from health workforce 
from sampled sites.

6ITSVX�[VMXMRK��ZEPMHEXMSR�ERH�GSRWIRWYW�FYMPHMRK�

7elected clinicians and public health experts, with technical guidance from WH3 experts, held a �-day 
working session to develop the main points of the report and to address data gaps and inconsistencies 
as necessary. % ^ero draft report was developed and presented to the 1inistry of Health for preliminary 
review and feedback. *ollowing the feedback from the ministry, a technical and stakeholder review and 
validation workshop was held to discuss the data and findings in terms of accuracy and appropriate-
ness, after which recommendations and concrete policy actions were finalised and submitted to the 
1oH to convene a multisectoral and multi-stakeholder dialogue on health workforce investment.
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(EXE�WSYVGIW��ZEPMHEXMSR��ERH�UYEPMX]�EWWYVERGI

At various stages, multiple data validation processes were implemented to guarantee that the data 
established and used during the study was valid, consistent, and acceptable. 8o compile the data from 
the shared documents, a predetermined data gathering tool �in Excel template
 was created.

% hierarchy of data sources was employed to ensure that data from reputable sources was used �see 
*igure �
. -n instances where there was doubt regarding the validity of any data, particularly data utilised 
in the proNection assumptions �such as calculating health workforce needs to offer health services
, 
relevant stakeholders �e.g., health professionals
 were consulted for their expert opinions.

Figure 6: Hierarchy of data sources used in the analysis

Source: Adapted from WHO1

1 WHO (2021) Prioritisation of data sources for HLMA – as applied in MOHCC (2021) Partial HLMA for specialist health workers in Zimbabwe.
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����3ZIVZMI[�SJ�XLI�LIEPXL�[SVOJSVGI�KSZIVRERGI�7LETMRK�XLI�LIEPXL�PEFSYV�QEVOIX

3.1.1 Mapping the stakeholder that shape the health workforce landscape in Eswatini.

8he HW* policies and decisions are a result of the interaction of numerous actors which includes� the 
1inistry of Education �1oE
, 1inistry of 0abour and 7ocial 7ecurity �1o077
, 1inistry of 4ublic 7ervice 
�1o47
 and the 1inistry of Health �1oH
 which in varying capacities are responsible for the manage-
ment of Health workforce in the /ingdom of Eswatini.

The function of the multisectoral ministries interact at national, regional, and local community, each 
with their own obNectives and interests. %t national level, health workforce policies are developed and 
implemented by the 1oH, but largely shaped by the overall human resource and wage bill policies devel-
oped at the governmental level. Operationally, all the human resource management functions including 
recruitment, deployment, payroll management and release for training are Nointly managed by the gov-
ernment through the 1oH Human 6esource Unit and the 1o47. 8able �.

Table 3: Mapping of Stakeholders and their Interests in the Health Labour Market in Eswatini

7XEOILSPHIVW 3FNIGXMZIW

Ministry of Health Health policy management and regulation
Ministry of Finance Planning, budgeting, execution and reporting to enable 

implementation of the policies
Ministry of Labour and Social Security Provide training opportunities, career guidance
Ministry of Education To provide, promote and coordinate quality education, 

training, and research
Development partners Provide a pool of resources for the development of the 

sector
Universities and Health Training Institutions To provide training records for analysing the supply of 

HWF

������,IEPXL�[SVOJSVGI�KSZIVRERGI�ERH�GSSVHMREXMSR

8he country has a technical working group �8W+
 on Human 6esources for Health which provides 
technical advice to the 1inistry of Health and is often used as a platform for dialogue and execution of 
technical tasks such as the development of the strategic plan. However, it was apparent that it has not 
been vibrant since ����, which was partly attributed to '3:-D-�� and frequent changes in the top man-
agement at 1oH. 8hese have resulted in bottlenecks for the advocacy, planning and execution of the 
health workforce agenda. *or example, the outgoing strategic plan was only implemented at ��	 and 
was not fully formally adopted as a national document. Consequently, key implementors at the regional 
levels were unaware of the strategy and some expressed doubt if it made any difference apart from 
being a reference document. %lthough there have been substantial investments in health from +overn-
ment and partners, the investments in health workforce appear to be fragmented and stagnating due to 
misalignment of priorities and inefficiencies. 7takeholders particularly highlighted inefficiency in H6H 
management, citing an inefficient and elaborate recruitment process of health workers �the process is 
estimated to take a minimum of � months
.

������,IEPXL�[SVOJSVGI�MRJSVQEXMSR�ERH�IZMHIRGI�KIRIVEXMSR�GETEGMX]

Although the health workforce strategic plan prioritised research and data for decision making, frag-
mentation of data and ineffective data flow systems as well as weak Human 6esource -nformation 7ys-
tems �H6-7
 impacted progress and subsequently the quality of data available for the H01%. 8he imple-
mentation H6-7 had a potential of improving the availability and quality of data to enhance informed 
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decision-making within the health sector. However, its functionality and use has been suboptimal and 
characteri^ed by irregular updates. 8hese limitations have had significant impact on workforce man-
agement where data quality and real-time information are paramount for resource allocation and plan-
ning. 'onsequently, it becomes imperative to address these challenges ensuring optimal functionality 
of H6-7. 8he country took initial steps to implement the 2ational Health Workforce %ccount �2HW%
 
which could contribute to improve alignment and data flows, strengthen the H6-7 and facilitate multi-
sectoral collaboration to improve health workforce information and management.

����3ZIVZMI[�SJ�XLI�EXXVEGXMZIRIWW�ERH�MQTSVXERGI�SJ�LIEPXL�PEFSYV�QEVOIX�

This section presents an overview of the attractiveness and importance of the health sector as a source 
of employment in the /ingdom of Eswatiniƅs economy.

������%XXVEGXMZIRIWW�ERH�-QTSVXERGI�SJ�,IEPXL�7IGXSV�)QTPS]QIRX

3ver the last five years, the government of Eswatini has implemented reforms of economic recovery and 
this came with some challenges ranging from the political climate, fiscal crisis, slow economic growth, 
and increased levels of youth unemployment. 8he challenges were exacerbated by the emergence of 
the '3:-D-�� pandemic and worsening human development indicators. *or example, since ���� one 
out of four 7wa^is face unemployment as the national rate of unemployment fluctuates between ��	 
and ��	. -t is, however, worse for young people as the level of unemployment is nearly ��	 although 
marginal declines have been recorded in the last three years.

Figure 7: National & Youth Unemployment Rate, 2018—2022

Data Source: Eswatini Youth Unemployment Rate 1991-2023 | MacroTrends as reported by ILO (accessed 20th November 2023)

8he ���� +D4 estimate showed that there was �.�	 growth and although that represented an improve-
ment from the �.�	 recorded in the previous year, domestic inflation stood at �.�	 in the same year, an 
increase from �.�	 recorded in ���� and this had negatively impacted on import prices of raw materi-
als and food. 8he increase in inflation in Eswatini led to an increase in the repo rate by the 'entral &ank 
of Eswatini. %lthough these challenges were faced, the government continually increased budgetary 
allocation to activities towards Universal Health 'overage.
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Figure 8: Sectors Contributions to GDP

7SYVGI��+VSWW�(SQIWXMG�4VSHYGX�������'IRXVEP�7XEXMWXMGEP�3ƾGI�2EXMSREP�%GGSYRX�9RMX


When it comes to sector contributions to +D4, Human Health and social work activities are very marginal 
��	
 as compared to 1anufacturing ���,�	
, Wholesale and retail� repair of motor vehicles ���,�	
, etc.

����8LI�7XEXI�SJ�,IEPXL�ERH�,IEPXL�;SVOJSVGI�7TIRHMRK

8he health sector has been a key sector of investment for the +overnment of Eswatini. %ccording to 
the Eswatini 2ational Health %ccount �2H%
 data �����-����
, the +overnment health expenditure as 
a percent of total government expenditure increased from ��.�	 in ���� to ��.�	 in ���� - above the 
%buNa target of ��	. -n terms of current health expenditure per capita �using 4urchasing 4ower 4arity, 
444
, the country spending is on average �.� times higher than the average for sub-7aharan countries.

Figure 9: Current Health Expenditure per capita, PPP

Source of data: World Bank’s World Development Indicators (2000–2020).

0 5 10 15 20 25 30

Arts, entertainment and recreation
Mining and quarrying

Other service activities
Accommodation and food service activities

Water and sewerage; waste collection
Electricity supply

Transportation and storage
Human health and social work activities

Construction
Professional, scientific and technical activities

Information and communication
Real estate activities

Education
Financial and insurance activities

Public administration and defence; compulsory social...
Agriculture and forestry

Wholesale and retail trade; repair of motor vehicles
Manufacturing 27.9

8.6

15.9

6.8

4.3

3.1

2.0

2.7

1.5

0.6

0.6

0.5

0.3

0.1

4.5

4.4

5.2

5.9

0

100

200

300

400

500

600

700

20192018201720162015201420132012201120102009200820072006200520042003200220012000

Eswatini_CHE per capita, PPP               Sub-Saharan Africa_CHE per capita, PPP

587
633

610622
594

638649650

570
528

458

389
343

282
249

218

101

185

668643
682

646



Health Labour Market Analysis for Eswatini18 18Health Labour Market Analysis for Eswatini

�. 8he 4olitical Economy and 1acroeconomic *actors -nfluencing the Health 0abour 1arket

Health expenditure as a percentage of nominal +D4 marginally increased from �	 in ����/�� to �.�	 in 
����/��. 4er capita, spending increased by �	 between ����/�� to ����/�� accounting for U7D ���.� 
and U7D ���, respectively. However, government health expenditure as a percentage of total govern-
ment expenditure decreased from ��.�	 to ��.�	 in ����/�� and ����/�� respectively, albeit +overn-
ment health expenditure as a percent of +D4 increased from �.� percent in ����/�� to �.�	 in ����/��. 
Health financing in Eswatini comes from four maNor sources, namely, the government, households �out 
of pocket
, corporations and donors. 8he three most recent 2ational Health -nsurances conducted in 
Eswatini �����,����, and ����
 revealed the increasing role the +overnment has taken in the financing 
of health in the country, and this indicates a reasonable transition of funding to domestic sources which 
is more sustainable. 8able � provides the details.

Table 4: Source of Healthcare Financing in Eswatini between 2017—2020

72 7SYVGI�SJ�6IZIRYI 2017/18 2018/19 2019/20

1 Government 2,080,520,425 2,099,589,249 2,863,816,197
2 Corporations 467,680,012 532,278,771 555,375,671
3 Households 507,017,583 636,907,384 754,822,205
4 Donors 1,315,623,210 1,253,575,255 1,283,265,580
5 Total 4,370,841,230 4,522,350,659 5,457,279,653

It is worth noting that despite the progressive improvement in the overall health spending, wages and 
salaries consume a relatively small portion ���	 to ��	
 of the health sector expenditure compared 
to East and 7outhern %frican �E7%
 average of ��	, the %frica regional average of ��	 and the global 
average of ��	. 8he proportion is insufficient to expand opportunities for employment of trained health 
workers.

Figure 10: Prioritisation within health expenditure

Source: Eswatini NHA report (2019/20)
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����;EKIW�ERH�VIQYRIVEXMSR�SJ�LIEPXL�[SVOIVW�ERH�MRGSQI�VIPEXMZMXMIW

Using data from the .une ���� +overnment payroll, the income of health workers was estimated, and 
relativities measured. %s expected, 1edical 7pecialists were the highest paid cadres, earning around 
7>0 ���,��� �U7� ��,���
 annually, while the 4harmacy %ssistants and 4aramedic were among the 
lowest paid cadres earning 7>0 ���,��� �U7� �,���
 annually. 8hus, the income disparity between the 
top earners and bottom earners is more than �-folds.

8he salary of the 1edical 3fficer �+eneral practitioner
 was used as a comparison for the analysis of 
internal income relativity of the HW*, and the results showed that +eneral and 7pecialised 2urses, 
3ptometrists, 3ccupational and 7peech 8herapists were earnings income that were ��	 of what the 
1edical 3fficer �+eneral 4ractitioner
 earned. 3n the other hand, 6ehabilitation 8echnicians, 4aramed-
ics, 0aboratory %ssistants and 4harmacy %ssistants were earning ��	 of what the 1edical 3fficer was 
earning.

When the income of health professionals is compared with that of a Senior Crown Counsel/Prosecutor 
in the public service as a proxy, medical officers �+eneral 4ractitioner
 in the public health sector earns 
���	 ��.��
 above what a 'rown 'ounsel/4rosecutor in the civil service earns. % comparison of the 
earnings of the 'rown 'ounsel/4rosecutor vis-a-vis that of the 6egistered 2urse reviewed that the 
'rown 'ounsel/4rosecutor was earning ��	 ��.��
 more than what the 6egistered 2urse was earning.

*urthermore, a comparison of the income levels with the +4D per capita of the country �Wage -ndex
 
revealed that on average, health workers are earning about �-folds the +D4 per capita. 8his however, 
ranges widely from almost ��-folds for medical specialists, ��-folds for general practitioners to �-folds 
for nurses and under �-folds for cadres in assistant roles. -n comparison to countries in similar income 
group, the average wage index for doctors is �.�-folds, �.� for nurses and �.� for other health workers.

-RGSQI�GSQTEVMWSR�[MXL�SXLIV�GSYRXVMIW

8he monthly income of selected health workforce was compared against those of neighbouring coun-
tries in the 7%D' region upper middle-income economies �&otswana, 2amibia and 7outh %frica
 and 
lower-income economy �>imbabwe
, and high-income economies �United /ingdom, %ustralia and the 
United 7tates of %merica
. 8he comparison reflected that Eswatini was paying the 1edical 3fficer/ 
4hysician +eneralist and 1edical 7pecialist relatively closer to other upper middle-income economies. 
*or example, the physician was being paid higher than in 2amibia, while the 7pecialists salary was only 
lower than that offered in 7outh %frica. *or the rest of the staff �2urses, 4harmacists, 0aboratory 8ech-
nologist 
 6adiographers
 it was established that they were earning lower monthly salaries than those 
being paid in other upper- middle - income economies, except for the physiotherapists who were earn-

BOX 1: 32)�8,-6(�3*�'966)28�,)%08,�74)2(-2+�-7�%003'%8)(�
83�;%+)7�%2(�7%0%6-)7

While Eswatini’s current health spending is relatively higher than its African peers, wages and salaries 
consume a relatively small portion ���	 to ��	
 of the health sector expenditure compared to East and 
7outhern %frican �E7%
 average of ��	, the %frica regional average of ��	 and the global average of ��	.
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ing higher salaries than those in all-%frican 'ountries used in the comparison. 3verall health workforce 
in high income economies earned higher salaries than those offered in Eswatini while all health work-
force in lower income economy �>imbabwe
 were earning lesser than health professionals in Eswatini.

Table 5: Comparison of wages in Eswatini with other countries

'SYRXV] Eswatini 
�GSR�

verted to 
97(


>MQ�
babwe 
�GSR�

verted to 
97(


Monthly 
health 

service 
income 
Ɓ�&S�

tswana 
�GSR�

verted to 
97(


Monthly 
health 

service 
income 

– Na�
mibia 
�GSR�

verted to 
97(


Monthly 
health 

service 
income 
Ɓ�7SYXL�

Africa 
�GSR�

verted to 
97(


Monthly 
health 

service 
income 
Ɓ�9RMXIH�
Kingdom 

�GSR�
verted to 

97(


Monthly 
health 

service 
income 
Ɓ�%YW�

tralia 
�GSR�

verted to 
97(


Monthly 
health 

service 
income 
Ɓ�97%

Physician generalists 
�QIHMGEP�SƾGIVW


3189 908 3361 2131 5506 4681 9500 18690

Medical specialists 4477 1328 3361 3193 6010 7391 9875 30666
Nurses 946 764 2494 4150 1100 2391 4633 6905
Midwives 946 861 2494 4150 1288 2430 4608 9768
(IRXEP�3ƾGIV 2790 908 3361 3193 2250 7000 6990 19833
Pharmacists 1839 938 2819 2730 2212 5083 5027 12095
Laboratory Scientists 1726 880 2819 2730 1513 2875 4500 5675
Radiographers 1054 880 1366 2920 5294 5485
Physiotherapists 1314 880 1814 1222 2825 4985 6667
Rural Health Motivator 19 15 557 20 250 2800 4375 3334

Source: www.payscale.com accessed on 5 October 2022
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�. Descriptive %nalysis of the Health 0abour 1arket 7ituation

This section provides a description of the health workforce education and training capacity, the existing 
stock and composition of the health workforce �supply
 and the demand for health workers �capacity 
to employ and level of vacancies
.

����%REP]WMW�SJ�XLI�,IEPXL�4VSJIWWMSRW�)HYGEXMSR�7IGXSV

8he 1inistry of Education �1oE
, 1inistry of 0abor and 7ocial 7ecurity �1o077
, 1inistry of 4ublic 
7ervice �1o47
 and the 1inistry of Health �1oH
 are responsible for the training of Health 4rofession-
als in the /ingdom of Eswatini. 8he 1o077 is primarily responsible for undergraduate training for the 
following locally provided programs� 2ursing, 2ursing assistant, 4harmacy, 1edical 0aboratory tech-
nician, Environmental Health, Radiography, Psychology, Anaesthesia, Community health, social work 
and 3ccupational Health and 7afety. 8he locally available postgraduate programs include� 17c in 1id-
wifery, certificate in 2ephrology, diploma in 1idwifery and family nurse practice.

7tudents are financed through a combination of government scholarships for undergraduate/pre-ser-
vice students and in-service professionals, self-sponsorship and in some instances partner support 
through intervention-based training on current and emerging health issues.

������7XYHIRX�)RVSPQIRX�ERH�4VSHYGXMSR�'ETEGMX]

The health professional training programs are very attractive to prospective students, however training 
schools are only able to admit an average of ��	 of the applicants �excluding midwifery
. 1ost of the 
training programs were seen to be highly competitive, the proportion of applicants that are offered for 
most programs are lower than ��	. With the exception of the post graduate diploma in midwifery pro-
gram which had a ��	 enrolment rate, all the other training programs had an enrolment lower than ��	, 
for example, radiography ��.�	, 1edical 0aboratory 7cience ��.�	. %mongst the training programs 
with the lowest enrolment rate were� 8he Diploma in 4harmacy �.�	, 'ertificate in 2ursing %ssistant 
�.�	, and Diploma in +eneral 2ursing with a �	 enrolment of applicants �see details in *igure ��
.

Figure 11: Annual Applicants vs Admitted.
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������8VEMRMRK�SJ�7IPIGXIH�,IEPXL�;SVOJSVGI

*our training institutions in Eswatini were offering 2urse training courses in nursing assistant, gen-
eral nurse �diploma-trained nurses
, and +eneral nurses �degree-trained nurses and double-qualified 
nurses with specialty in midwifery or mental health nursing
. 3ther locally offered programs included 
the Diploma in 4harmacy, &achelor of 7cience in 1edical 0aboratory 7ciences, Diploma in 3ccupational 
Health and Safety and Diploma in Environmental Health among others. It is worth noting that there was 
no locally available training for 1edical 3fficers and 7pecialists, for these programs the country relied 
on health professionals trained abroad.

����2YQFIV�SJ�*EGYPX]��8VEMRIVW�SV�8YXSVW


8he nursing programs have the most full- and part-time lecturers ���
 when compared with other 
health-related programs. *or example, the pharmacy program had �� trainers followed by the occupa-
tional health and safety program with �� while the laboratory technologist program had �� trainers. 8his 
may be a result of the fact that nursing programs were being offered at four 2urse training institutions, 
while other health related programs were being trained at one institution apart from the &achelor of 
7cience in 1edical 0aboratory 7ciences program which was being offered at two institutions.

*or this analysis, the number of students per institution for the first-year cohort was compared with the 
number of tutors to generate the student to tutor ratio. 8he average student to tutor ratio for first year 
cohort is ��� but varies widely from ��� to ����.

8he environmental health training program had the highest student-to-tutor ratio of ����, while on the 
other hand, the General Nursing and Bachelor in Nursing midwifery had the lowest ratio of 2:1. The 
diploma in 3ccupational Health and 7afety and &achelor of 7cience in 1edical 0aboratory 7ciences 
had a student to tutor ratio of ���. -t was generally observed that there is a need to expand the number 
of faculty �lecturers and tutors
 for all locally offered programs.

Table 7: Number of Students per Faculty/Tutor

No. Programme Accreditation 
7XEXYW

2YQFIV�SJ�
-RWXMXYXMSRW�
Offering the 
Program

Average 
2YQFIV�SJ�
7XYHIRXW�
Admitted per 
-RWXMXYXMSR

%ZIVEKI�2YQ�
FIV�SJ�*EGYPX]

%ZIVEKI�7XY�
HIRXW���8YXSV�
6EXMS��TIV�
GSLSVX


1 4SWX�HMTPSQE�GIVXMƼ-
cate in midwifery

Fully  
Accredited

1 24 4 6

BOX 2: 789()287�83�89836�6%8-3�%2(�-87�-140-'%8-32
8he adequacy or otherwise of tutors depends on number of students admitted on the program, which is 
usual calculated as student: tutor ratio. Higher ratios may indicate lack of tutors and could lead to lower 
quality of training, while very low ratio indicate having more tutors compared to student and may signal 
some inefficiencies or a situation where there is over restriction in the number of students admitted.

Eswatini has a ratio of � students� � tutor for first year cohorts. 8here is no global standard for student to 
tutor ratio that is acceptable for all occupations. 7ome occupations have threshold they consider reason-
able for quality training.
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No. Programme Accreditation 
7XEXYW

2YQFIV�SJ�
-RWXMXYXMSRW�
Offering the 
Program

Average 
2YQFIV�SJ�
7XYHIRXW�
Admitted per 
-RWXMXYXMSR

%ZIVEKI�2YQ�
FIV�SJ�*EGYPX]

%ZIVEKI�7XY�
HIRXW���8YXSV�
6EXMS��TIV�
GSLSVX


2 Pharmacy Fully  
Accredited

1 38 14 3

3 Bachelor of Science in 
Nursing and Midwifery

Fully  
Accredited

3 40 21 2

4 Diploma in Pharmacy Fully  
Accredited

1 35 14 3

5 Bachelor of Science 
in Medical Laboratory 
Sciences

Fully  
Accredited

2 35 10 4

6 Diploma in General 
nursing

Fully  
Accredited

1 40 25 2

7 Diploma in Occu-
pational Safety and 
Health

Fully  
Accredited

1 48 12 4

8 'IVXMƼGEXI�MR�2YVWMRK�
Assistant

Fully  
Accredited

1 40 14 3

9 Environmental Health Fully  
Accredited

1 150 6 25

����'SWX�SJ�8VEMRMRK�SJ�,IEPXL�;SVOIVW

8he Eswatini government funds pre-service training of health workers in all local institutions as well as 
training in certain external institutions. The cost of training a health worker includes tuition costs paid 
directly to training institutions by the Eswatini government and personal, book, accommodation, food, 
proNect, and field attachment allowances which are paid directly to students by the government through 
the 1o077 7cholarship Unit. However, because the government only pays within its available revenue, 
it was noted that the entire tuition paid to training institutes, as well as all student allowances, were 
sometimes insufficient.

-t is estimated that locally trained programs costs an average of 7>0 ��,��� to train a general nurse 
and a minimum of 7>0 ��,��� annually to train a specialised nurse 1idwife. %lso, it costs between 7>0 
��,��� and 7>0 ��,��� to train a 1edical 0aboratory 8echnician and 7>0��,��� for a pharmacy pro-
gram. 8able � illustrates the cost of training for various local training programs.

Table 8: Tuition Fees

Training Program 'SWX�ERRYEPP]�EX�
9RMZIVWMX]�SJ�)W�
[EXMRM��92)7;%


'SWX�ERRYEPP]�EX�
+SSH�7LITLIVHIH�
'EXLSPMG�'SPPIKI�
SJ�,IEPXL�7GMIRG�
IW��+7'',


'SWX�ERRYEPP]�EX�
7SYXLIVR�%JVMGER�
2E^EVIRI�9RMZIV�
WMX]��7%29


'SWX�ERRYEPP]�EX�
Eswatini Medical 
'LVMWXMER�9RMZIV�
WMX]��)1'9


9RHIVKVEHYEXI�8VEMRMRK�4VSKVEQ
Bachelor of Nursing Science & 
Midwifery (4 years)

E25,330.00 Not offered E 16,200.00 E27,000.00

Bachelor of Science in Nursing 
Anaesthesia (4 years)

Not offered Not offered E24,385.00 Not offered
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����'SWX�SJ�8VEMRMRK�SJ�,IEPXL�;SVOIVW

8he Eswatini government funds pre-service training of health workers in all local institutions as well as 
training in certain external institutions. The cost of training a health worker includes tuition costs paid 
directly to training institutions by the Eswatini government and personal, book, accommodation, food, 
proNect, and field attachment allowances which are paid directly to students by the government through 
the 1o077 7cholarship Unit. However, because the government only pays within its available revenue, 
it was noted that the entire tuition paid to training institutes, as well as all student allowances, were 
sometimes insufficient.

-t is estimated that locally trained programs costs an average of 7>0 ��,��� to train a general nurse 
and a minimum of 7>0 ��,��� annually to train a specialised nurse 1idwife. %lso, it costs between 7>0 
��,��� and 7>0 ��,��� to train a 1edical 0aboratory 8echnician and 7>0��,��� for a pharmacy pro-
gram. 8able � illustrates the cost of training for various local training programs.

Table 8: Tuition Fees

Training Program 'SWX�ERRYEPP]�EX�
9RMZIVWMX]�SJ�)W�
[EXMRM��92)7;%


'SWX�ERRYEPP]�EX�
+SSH�7LITLIVHIH�
'EXLSPMG�'SPPIKI�
SJ�,IEPXL�7GMIRG�
IW��+7'',


'SWX�ERRYEPP]�EX�
7SYXLIVR�%JVMGER�
2E^EVIRI�9RMZIV�
WMX]��7%29


'SWX�ERRYEPP]�EX�
Eswatini Medical 
'LVMWXMER�9RMZIV�
WMX]��)1'9


9RHIVKVEHYEXI�8VEMRMRK�4VSKVEQ
Bachelor of Nursing Science & 
Midwifery (4 years)

E25,330.00 Not offered E 16,200.00 E27,000.00

Bachelor of Science in Nursing 
Anaesthesia (4 years)

Not offered Not offered E24,385.00 Not offered

27Health Labour Market Analysis for Eswatini

�. Descriptive %nalysis of the Health 0abour 1arket 7ituation

Training Program 'SWX�ERRYEPP]�EX�
9RMZIVWMX]�SJ�)W�
[EXMRM��92)7;%


'SWX�ERRYEPP]�EX�
+SSH�7LITLIVHIH�
'EXLSPMG�'SPPIKI�
SJ�,IEPXL�7GMIRG�
IW��+7'',


'SWX�ERRYEPP]�EX�
7SYXLIVR�%JVMGER�
2E^EVIRI�9RMZIV�
WMX]��7%29


'SWX�ERRYEPP]�EX�
Eswatini Medical 
'LVMWXMER�9RMZIV�
WMX]��)1'9


Diploma in General Nursing (3 
years)

Not offered E15,630.00 Not offered Not offered

'IVXMƼGEXI�MR�2YVWMRK�%WWMWXERX�
(2 years)

Not offered E13,800.00 Not offered Not offered

Bachelor of science in Medical 
Laboratory Technician (4 years)

Not offered Not offered E16,200.00 E22,000.00

Bachelor of Science in Pharma-
cy (4 years)

Not offered Not offered Not offered E22,000.00

Diploma in Pharmacy Techni-
cian (3 years)

Not offered Not offered E16,200.00 Not offered

Bachelor of Science in Environ-
mental Health (4 years)

E23,840.00 Not offered Not offered Not offered

Diploma in Occupational Health 
& Safety (3 years)

Not offered E15,630.00 Not offered Not offered

4SWXKVEHYEXI�8VEMRMRK�4VSKVEQQI
Master of Science in Nursing – 
Family Nurse Practitioners

E24,154.00 Not offered Not offered Not offered

Master of Science in Midwifery E24,154.00 Not offered Not offered Not offered
4SWXKVEHYEXI�(MTPSQE�'IVXMƼ-
cate in Midwifery (1 year)

Not offered E13,800.00 Not offered Not offered

4SWXKVEHYEXI�'IVXMƼGEXI�MR�
Nephrology (1 year)

E14,304.00 Not offered Not offered Not offered

*or those programs not offered locally such as +eneral and 1edical 7pecialist programs, it costs the 
government an average of 7>0��,��� per student annually higher than the average cost for locally 
offered programs which ranged between an average of 7>0��,��� to 7>0 ��,��� annually.

Table 9: Cost of training inside and outside Eswatini

'SWX�SJ�XVEMRMRK�EFVSEH %RRYEP�'SWX 'SWX�SJ�8VEMRMRK�7XYHIRXW� 
MR�)W[EXMRM�F]�-RWXMXYXMSR

%RRYEP�GSWX

Tuition fees, registration, and interna-
tional levy.

E 50,000 Estimated average annual cost of 
training at University of Eswatini 
(UNESWA)

E 58,750

Accommodation/Residence (off 
campus)

E 25,000 Estimated average annual cost of 
training at Good Shepherded Catholic 
College of Health Sciences (GSCCH)

E 37,050

Meals E 15,000 Estimated average annual cost of 
training at Southern African Nazarene 
University (SANU)

E 43,958

Books E 6,000 Estimated average annual cost of 
training at Eswatini Medical Christian 
University (EMCU)

E 48,450

Personal allowance E 900
Travelling allowance E 2,400
TOTAL E 99,300 %:)6%+)�'378 E 47,052



Health Labour Market Analysis for Eswatini28 28Health Labour Market Analysis for Eswatini

�. Descriptive %nalysis of the Health 0abour 1arket 7ituation

����%XXVEGXMZIRIWW�ERH�:SPYQI�SJ�%TTPMGEXMSRW�XS�,IEPXL�4VSJIWWMSRW�4VSKVEQQIW

Across ten programmes of various duration of training, the capacity was 545 seats for admission in the 
last admission cycle. %bout ���� applicants competed for these slots thus there were �� applicants 
per each available slot. 3f these applicants only �.�	 could be admitted. 8his implies that the young 
people are interested in the health occupation but capacity to train them is limited. 2ursing programs 
attract a significant number of applicants when compared to all other health-related programs, accord-
ing to the application data obtained for the ���� academic year. However, most of these applications 
are turned down, with only about � to �	 of applicants admitted into the various nursing programs. 8he 
main reason for the low acceptance rate is a restriction established by the Eswatini 2ursing 'ouncil, 
which allows institutions to admit no more than 40 students per program.

Table 10: Annual number of applicants vs number of admitted by program

Programme 2YQFIV�SJ�7IEXW�
Available for ad�
mission

2YQFIV�%HQMXXIH�
from the appli�
cants

%RRYEP�2YQFIV�SJ�
Applicants for the 
program

Percentage Ad�
mitted

'IVXMƼGEXI�MR� 
Nursing Assistants

40 40 1417 3%

General nurses  
(diploma)

40 40 2002 2%

Bachelor’s degree  
in nursing

120 120 3170 4%

Diploma in  
Occupational Health and 
Safety

50 48 255 19%

Bachelors in  
medical laboratory science

60 77 921 8%

Bachelors in  
radiography

25 29 118 25%

Bachelors in  
pharmacy

30 38 500 8%

Bachelors in  
psychology

45 45 286 16%

Diploma in  
pharmacy

35 35 650

Bachelor’s degree  
in environmental health 
science

100 200 662 30%

Average 545 672 9981 6.7%

����%XXVEGXMSR�SJ�LIEPXL�TVSJIWWMSREPW�XS�JYVXLIV�XLIMV�WXYHMIW�WTIGMEPMWI�

Healthcare workers are keen to further their education� however, not all employees are permitted to 
embark on further training. %part from 1edical 3fficers/practitioners, all other Health Workforce cate-
gories who pursue additional training do not receive salary increments or incentives upon completion 
of their specializations. This frequently discourages Health Workers from further studies and acquiring 
specific post basic qualification skills.
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����'YVVIRX�7XSGO�ERH�7YTTP]�8VIRHW�SJ�,IEPXL�;SVOIVW�MR�)W[EXMRM

������'YVVIRX�WXSGO�ERH�HIRWMX]�SJ�LIEPXL�[SVOIVW

8he overall stock of Health Workforce for Eswatini across �� maNor Health Workforce occupations in 
���� was estimated to be about ��,���. 8his stock excluded 1anagement, %dministration and 7upport 
7taff. 3f the total stock, about �,��� ���	
 were actively participating in the health labour market in 
both the private and public sectors Ɓ thus, they were either employed or actively looking for Nobs. 8he 
public sector employed ��	 ��,���
, whilst ��	 ��,���
 were employed in the private sector.

%lthough most health workers were employed in the public sector, several staff categories, such as 
anaesthesiologists ���	
, orthopaedic surgeons ���	
 and physiotherapists ���.�	
, had more work-
ers employed in the private sector. %ccording to data from the Eswatini 2ursing 'ouncil, the public 
sector employed more Registered General and Specialised Nurses than the private sector, for example, 
��	 of general nurses and ��.�	 of midwives worked in the public sector. However, specialised nurse 
categories such as Anaesthesia and Operating Theatre, and Nursing assistants, had more health work-
ers employed in the private sector at ���	, ��	, and ��	, respectively. -n Eswatini 2urses may hold 
multiple specialties and available data did not allow for sufficient disaggregation by specialty in a way 
that would avoid multiple counting of the same worker. Hence subsequent analysis of supply uses the 
overall stock of professional nurses and midwives. 8able �� provides details of the estimated stock and 
supply of Health Workers in 2022.

BOX 3: 7911%6=�32�8,)�,)%08,�;36/*36')�86%-2-2+�%2(�)(9�
'%8-32

8he health professions education in Eswatini are broadly very attractive to prospective students and have 
become competitive as the programmes are on average able to admit only �.�	 of the applicants despite 
a significant unutilised capacity especially for nursing training where there the schools are given a quota 
of �� per year even though some are thought to have �� to �� seats per year. 8here are reasonable pros-
pects to expand training if the staff establishments are expanded and funded. 7ome stakeholders have 
expressed concerns about the quality of training of some health workers, especially those trained abroad.

% case in point was �� doctors who trained abroad and returned but there were concerns about insufficient 
practical component of their training which led to more than one year delay in the recognition of their qual-
ification and commencement of their internship locally.

%lthough continuous professional development �'4D
 opportunities are increasingly becoming available 
through the professional regulatory bodies, these are not founded upon competency gaps and training 
needs assessment �82%
 that links staff development to competency deficits and health service delivery 
requirements.

BOX 4: ;,=�%6)�696%0�,)%08,�138-:%8367�-2'09()(�-2�8,)�
%2%0=7-7

8he recruitment, selection and training of 6H1s do not follow the standard civil service processes as 
such, they do not hold full time government employment status. 8hey are paid an allowance by the gov-
ernment and partners may supplement with incentives. 2evertheless, their contribution to health service 
delivery in terms of health promotion, disease prevention and treatment of minor ailments as well as 
linking communities to health systems cannot be underestimated. -n recognition of this critical role 6H1s 
were included in this analysis for planning purposes.
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������8VIRH�SJ�,;*�7XSGO�MR�)W[EXMRM

3ver the past � years, a period corresponding with the implementation of the H6H strategic plan ����� 
to ����
, the country made progress towards increasing the stock of health workforce. *rom ���� to 
����, about �,��� health professionals were added across �� staff categories for which data was avail-
able, resulting in an increase of roughly ��	 in the stock over the period.

Figure 12: Trend of selected Health Workers2 stock in Eswatini

Data source: MoH and Councils Data (2022)

Table 12: Stock of HWF in the Public Sector from 2018 to 2022

# 'EHVIW 2018 2019 2020 2021 2022

1 General Medical Practitioners 569 618 630 659 718
2 Specialist Medical Practitioners 134 140 144 148 154
3 Nursing professionals 4,183 4,216 4,425 4,594 4,594
4 Nursing assistants 524 558 575 626 626
5 Pharmacists 152 160 192 253 279
6 Pharmaceutical technicians 66 97 117 148 180
7 Dentists 61 63 64 64
8 Dental therapists 7 8 8 8 9
9 Dental assistants 4 4 4 4 4
10 Laboratory Scientist 15 14 15 15 15
11 Laboratory Technologists 167 124 197 240 305
12 Laboratory Technicians 30 37 41 41 42
13 Radiographers 67 69 74 89 108
14 Environmental Health Professionals 36 36 37 39 39
15 Occupational Health Professionals 22 23 23 23 26
16 Physiotherapists 48 52 55 58 59

TOTAL 6,024 6,217 6,600 7,009 7,222

������9RIQTPS]QIRX�SJ�,IEPXL�;SVOIVW

%s illustrated in *igure ��, it was estimated that about ��� health workers were unemployed. When 
compared with the overall supply of health workers, it represents about �	 unemployment rate of the 
active health workforce. 8his is lower than the ��.�	 overall unemployment rate in Eswatini in ����, 
according to data from the -03. %mong the unemployed are ��� midwives, �� general nurses, ��� nurs-

2 Seventeen Cadres (General Medical Practitioners, Specialist Medical Practitioners, Nursing Personnel, Nursing professionals, Nursing assistants, 
Pharmacists, Pharmaceutical technicians, Dentists, Dental therapists, Dental assistants, Laboratory Scientists, Laboratory Technologists, Labo-
ratory Technicians, Radiographers, Environmental Health Professionals, Occupational Health Professionals and Physiotherapists)
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ing assistants, 2 clinical dieticians and 300 general practitioners. It is worth emphasizing that among 
the ��� unemployed midwives, it could not be ascertained if some migrated outside the country or were 
working in other tertiary institutions or with health partners.

Figure 13: Estimated unemployed HWF among selected health professionals, 2022

������(IRWMX]�SJ�,IEPXL�;SVOJSVGI�MR�)W[EXMRM������

As of July 2023, the aggregate density of doctors, nurses, and midwives was 51 per 10,000 population, 
which is higher than the ��.�� per ��,��� population estimated in in the +lobal 7trategy for Health 
Workforce, 2030 as necessary to make progress towards the SDG 3 tracer indicators. When all cadres 
of health workers were considered in the analysis, the density was ��.�� per ��,���, which is ��	 of 
the threshold of ���.� estimated by WH3 %*63 as essential to achieve at least ��	 UH' 7ervice -ndex 
Coverage.

Figure 14: Doctors, Nurses, and Midwives density in Eswatini (2016 to 2022)

&etween ���� and ����, the density of Doctors, 2urses, and 1idwives increased by ��	 from ��.� per 
��,��� population to ��.� per ��,��� population in ����. 8he fastest growth was recorded between 
���� and ���� when the density of doctors, nurses, and midwives per ��,��� population increased by 
��	, from ��.�� in ���� to ��.� per ��,��� population to in ����. However, most this expansion did 
not result in the employment of the new health workers, hence not all these gains translated into actual 
workforce capacity for service delivery as at least 907 health workers remained unemployed.
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%s shown in *igure ��, Eswatiniƅs breakdown of the health workforce by staff category reveals that 
nurses made up ��.�	 �+eneral 2urse� ��.�	 and 7pecialised 2urses� ��	
 of the overall stock, fol-
lowed by 6ural health motivators, ��.�	, 'ommunity Health 2urse, ��	, medical officers represent 
�.�	, and laboratory assistants at �.�	.

Figure 15: Composition of the health professionals (Selected cadres), 2022
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8he Eswatini health labour market had a young health workforce. 3ut of a total of �,��� health pro-
fessionals whose ages could be determined, �,��� ���.�	
 were in the ��-�� years age group, �,��� 
���.�	
 were in the ��-�� age range, and the remaining ��.�	 were in the ��-�� age range. *igure �� 
provides a breakdown of the age distribution by cadre.

BOX 5: 8,)�%++6)+%8)�,)%08,�;36/*36')�()27-8=�-7�'314%�
6%&0)�83�'39286-)7�;-8,�,-+,�9,'�-2()<

7ince ����, the density of Doctors, 2urses, and 1idwives increased by ��	 from ��.� per ��,��� popula-
tion to 50.5 per 10,000 population within the period.

Eswatini has an aggregate health workforce density that corresponds to ��	 of what is required to attain 
universal health coverage targets towards attainment of the 7D+s. 1easures to optimise utilisation of the 
health workforce and ensuring a skill mix balance is key.
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Figure 16: Age distribution of Health Workforce
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3ut of the �,��� health workers whose gender was specified, females constituted ��	 of the total 
stock, which is similar to the global average of ��	. 8here were more males among biomedical engi-
neers and 8echnician, 1edical specialist 'ardiothoracic surgeon, and medical specialist E28, as shown 
in *igure ��.
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Figure 17: Gender Distribution of Health Workforce
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*rom the total public sector health workforce stock, ��	 and ��	 were concentrated in the Hhohho 
and 0ubombo regions respectively, while 1an^ini had ��	 and 7hiselweni had only �	 of the health 
workforce.

Figure 18: Density of HWF and Geographical Equity Index for Selected HWF in the Public Sector
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8o examine if the distribution health workforce had inherent inequity, the health workforce +eographical 
Equity -ndex �+E-
 was computed. 8he H6H +eographical -ndex, which is an approach used in a number 
of %frican countries to explore the equity implications of regional distribution of the existing health 
workforce. The approach uses the region’s percentage share of national population as a denominator 
and their respective percentage share of the public service health workforce as a numerator. % perfectly 
distributed workforce will ideally generate an HW* +E- of �, hence a +E- above � in a particular region 
represented a skewed distribution of health workers in its favour, and vice versa. % region with the great-
est +E- compared to a region with the lowest +E- demonstrated the magnitude of inequality between 
the best and worst staffed regions.

Hhohho region had the highest +E- for 1edical 3fficers/+eneral 4ractitioner with a +E- of �.��. -n 'on-
trast 1an^ini which has a higher population, had a 1edical 3fficer +E- of �.��. 0ubombo and 7hiselweni 
regions had lower +E- ratio, with 0ubombo scoring ��.� and 7hiselweni ��.�, the lowest +E- score for 
1edical 3fficer.

8he +E- for +eneral 2urses was lowest in 7hiselweni region which had a +E- of �.��, 0ubombo which 
has a closer population to Shiselweni had a GEI of 1.01. The highest ratio for General Nurses was in 
1an^ini region �.�� whilst Hhohho region recorded a �.�� +E- score.

8he highest +E- for 4harmacists was in Hhohho region ��.��
. 8he other three regions had a +E- lower 
than �, 1an^ini ��.��
 while regions with a relatively similar population and geographical setting 7hisel-
weni and 0ubombo had a +E- of �.�� and �.�� respectively.

*or the 0aboratory 8echnologist the highest ratio was in 7hiselweni ��.��
 followed by Hhohho ��
 and 
1an^ini ��.��
. 0ubombo had the lowest +E- ��.��
 of 0aboratory 8echnologist

8he highest +E- for 6ural Health 1otivator was 0ubombo region ��.��
 followed by Hhohho region 
��.��
 and 7hiselweni and 1an^ini regions recorded a ratio of �.

Figure 19: Geographical Equity Index (GEI) for some cadres

0.00 - 0.50
0.51 - 1.00
1.01 - 1.50
1.51 - 2.00

Medical Officer

Medical Officer
Equity Ratio

Powered by Bing © OpenStreetMap

0.00 - 0.30
0.31 - 0.60
0.61 - 0.90
0.91 - 1.20

General Nurse

General Nurse
Equity Ratio

Powered by Bing © OpenStreetMap

0.00 - 0.55
0.56 - 1.10
1.11 - 1.65
1.66 - 2.20

Pharmacist

Pharmacist
Equity Ratio

Powered by Bing © OpenStreetMap

0.00 - 1.00
1.01 - 2.00
2.01 - 3.00
3.01 - 4.00

Rural Health Motivator

Rural Health 
Motivator 
Equity Ratio

Powered by Bing © OpenStreetMap



Health Labour Market Analysis for Eswatini40 40Health Labour Market Analysis for Eswatini

�. Descriptive %nalysis of the Health 0abour 1arket 7ituation

����(IQERH�JSV�LIEPXL�[SVOIVW��IWXEFPMWLQIRX�ERH�ZEGERG]�EREP]WMW

8he descriptive demand analysis was limited to the public sector, this was due to the unavailability of 
data on establishment and vacancies for the Eswatini private health sector.

������4YFPMG�7IGXSV�:EGERG]�%REP]WMW

8he 4ublic Health 7ector had a total of �,��� established posts �indicative demand
 across the �� 
staff categories analysed. Each of those established posts was said to be funded. However, the posts 
that were filled �met demand
 was �,��� ���.�	
, leaving an unmet demand �vacancies
 of ��� �an 
overall vacancy rate �.�	
. 8he unmet demand was a result of vacancies in most medical specialist 
staff categories where there was inadequate supply. *or example, such as � filled posts for specialist 
paediatricians from the � funded posts and � filled post for specialist anaesthesiology out of the � 
funded posts. %lso, neurologist, medical specialist maxilla-facial surgeon, psychiatrist, and dermatolo-
gist had �	 vacancy rates, whereas medical specialist cardiologist, paediatric surgeon, and radiologist 
had ���	 vacancy rates.

There are also 15 vacant posts for pharmacists from 34 funded posts. The posts for Nurse Specialists 
had not been broken down by specialty, however, it was discovered that there was an overstaffing of 
��� 2urses, with ���� filled posts out of the authori^ed �,��� nursing posts.

According to an evaluation of the Eswatini HRH strategic Plan. 2017 – 2022, the country is facing 
demand-side constraints as a result of the ���� circular 2umber �� that brought a ƈnet free^eƉ in 
employment, which has had a debilitating toll on the health sector Ɓ as the sector has been unable to 
make a special case to be exempted to ƈexpand recruitment to absorb those being trainedƉ. 1ost of the 
key informants interviewed emphasi^ed the impact of the circular number �� on the ability to recruit 
more health workers Ɓ as illustrated in the box below.

Figure 20: Voices from stakeholders on the impact of public sector employment freeze on health

'onsequently, there has been limited new posts created between ���� and ���� to absorb newly 
trained health workers. *or instance, there were Nust �� additional posts created and filled in � years for 
medical and dental doctors, �� additional posts created and �� new posts filled in � years for nurses 
and midwives and �� additional post created and �� new posts filled in � years for allied and all others 
cadres.
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Figure 21: Vacancy analysis – 2018 compared to 2022

8he 6H1 is not in the +overnment Establishment but receives nominal allowances or stipend which is 
budgeted for under the 1oH, in addition, the 6H1 also receive additional support from the 1inistryƅs 
development partners.

������8]TI�SJ�)QTPS]QIRX�'SRXVEGX�SJ�,IEPXL�;SVOJSVGI�MR�XLI�4YFPMG�7IGXSV

*rom the total stock employed in the public sector, it was established that ��.��	 were on full time 
employment whilst �.��	 were employed on a contract basis. 8he contract workers were mostly med-
ical officers and medical specialists, partner funded positions constituted the remaining �.��	 of the 
health workforce employed in the public sector, the partner funded positions included 0aboratory staff 
and 2urses. %lso, there has not been a clear transition/absorption plan for the partner funded positions. 
7taff who are employed by partners have to undergo the normal recruitment process to gain employ-
ment in +overnment, but with free^ing of employment vide circular 2o.� of ����, employment opportu-
nities in the public sector became limited. %dditionally, +overnment has faced challenges in absorbing 
partner funded positions due to disparities in remuneration and other allowances offered.
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8he countryƅs health workforce �doctors, nurses, paramedics
 stock increased by roughly ��	 between 
���� and ����, but without commensurate increase in establishment and fulltime employment due to the 
net-free^ing of public sector employment �circular �� of ����
 leading to growing number of unemployed 
or underemployed doctors, nurses, laboratory technicians, with a total estimate of ��� trained, but unem-
ployed health workers in 2022.

8he staffing establishment appear not to be responsive to the need for health workers on the ground result-
ing in employment in some cases above the establishment. % comprehensive review of the establishment 
to respond to the disease burden of the countryƅs health system needs and capacity is thus warranted.
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����'EXIKSVMWEXMSR�SJ�6IWTSRHIRXW

A total of 543 health workers from sampled facilities responded to the survey. Amongst the respon-
dents, +eneral 2urses were most represented ���.��	
, followed by 2ursing %ssistant ���.��	
 and 
0aboratory %ssistant 
 4hlebotomist ��.�	
. *rom the total number of respondents, �.�	 were 1edical 
3fficers �+eneral 4ractitioners
, the percentage of health workers that responded to the survey by occu-
pation is shown in 8able ��.

Table 14: Percentage of Health Workforce Who Responded to the Survey by Occupation

,IEPXL�;SVOIV 2YQFIV�SJ�,IEPXL�;SVOIVW�[LS�
VIWTSRHIH�XS�XLI�WYVZI]

Percentage

Administration 1 0.18%
Audiologist 1 0.18%
Biomedical Technician (Maintenance Tech. & Tech. 
Assistant)

12 2.21%

'PIVMGEP�3ƾGIV 1 0.18%
Clinical Dietician 2 0.37%
Clinical Psychologist 1 0.18%
Data Clerk 6 1.10%
(IRXEP�3ƾGIV 4 0.74%
Dental Therapist/Dental Assistant 12 2.21%
Diagnostic Radiographer (Radiology technologist) 16 2.95%
Environmental Health Assistant 2 0.37%
)RZMVSRQIRXEP�,IEPXL�3ƾGIV 7 1.29%
General Nurse 244 44.94%
Laboratory Assistant & Phlebotomist 33 6.08%
Laboratory Technician 8 1.47%
Laboratory Technologist 24 4.42%
1IHMGEP�3ƾGIV��+IRIVEP�TVEGXMXMSRIV
 23 4.24%
Medical specialist - General Surgeon 2 0.37%
Medical specialist - Internal Medicine Physician 1 0.18%
Medical specialist - Maxillo-Facial Surgeon 2 0.37%
Medical specialist - Obstetrician &
Gynaecologist 1 0.18%
Medical specialist - Paediatrician 1 0.18%
Nursing Assistant 68 12.52%
Occupational Therapist 5 0.92%
Pharmacist 14 2.58%
Pharmacy Assistant 3 0.55%
Pharmacy Technician 15 2.76%
Physiotherapist 8 1.47%
Rehabilitation Technician 1 0.18%
7,)5�3ƾGIV 1 0.18%
7SGMEP�[IPJEVI�SƾGIV 1 0.18%
Specialised Nurse - Anaesthesia 3 0.55%
Specialised Nurse - Intensive Care 1 0.18%
Specialised Nurse - Mental Health 1 0.18%
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,IEPXL�;SVOIV 2YQFIV�SJ�,IEPXL�;SVOIVW�[LS�
VIWTSRHIH�XS�XLI�WYVZI]

Percentage

Specialised Nurse - Midwife 10 1.84%
Specialised Nurse - Operating Theatre 1 0.18%
Specialised Nurse - Renal 1 0.18%
Speech Therapist 1 0.18%
Store lady 1 0.18%
Ultra-sonographer 4 0.74%
Total 543 100 %

����(IQSKVETLMG�'LEVEGXIVMWXMGW�SJ�XLI�6IWTSRHIRXW��,IEPXL�;SVOIVW


8he average age of the respondents was �� years �range� ��-�� years
, with ��.��	 of the respondents 
falling between the ages of �� and �� years. 3nly �.��	 of the respondents were under the age of �� 
years, while ��.��	 were between the ages of �� and �� years, as shown in*igure ��.

Figure 22: Health Workers Age Pyramid from the Survey Data

The working experience of the Respondents ranged from less than one year to more than thirty years of 
working experience. 1ost of the respondents, ��.�	 were within the � to � yearsƅ working experience 
range, followed by those with � to �� years of experience who accounted for ��.�	 of the respondents, 
as shwon in*igure ��.

Figure 23: Distribution of Health Workers Interviewed by work Experience
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working experience. 1ost of the respondents, ��.�	 were within the � to � yearsƅ working experience 
range, followed by those with � to �� years of experience who accounted for ��.�	 of the respondents, 
as shwon in*igure ��.

Figure 23: Distribution of Health Workers Interviewed by work Experience
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%lso, about ��.��	 of the respondents were female and ��.��	 male �close to the ��	 female repre-
sentation of the overall heath workforce
. % small proportion ��.��	
 chose not to identify their gender. 
%pproximately ��.��	 of doctors that responded to the survey were male, males also constituted the 
maNority of respondents in the occupations of &iomedical 8echnician ���.��	
, 0aboratory %ssistant 
 
4hlebotomist ���.��	
 and Environmental Health 3fficer ���.��	
. +eneral nurses ���.��	
, midwives 
���.��	
, pharmacists ���.��	
, dental therapists / dental assistants ���.��	
, laboratory technolo-
gists ���.��	
, and nursing assistants ���.��	
 were more females than males.

Table 15: Characteristics of Health Workers who responded to the survey

Dimension 1EPI������	
�
�2!���


*IQEPI������	
�
�2!���


9RHMWGPSWIH�����	
�
�2!�


Total or Average 
�2!���


Age
Mean (SD) 39 40 42 40 years
Median (Min. Max) 39 (Min:23; Max:58) 37 (Min:23; Max:63) 42 (Min:40; Max:43) 38 years
Employer
Mission (private-not-
JSV�TVSƼX


35% 65% 100%

Other 40% 60% 100%
4VMZEXI�JSV�TVSƼX�
sector

36% 64% 100%

Public Sector 32% 67% 1% 100%

Figure 24: Gender Distribution of the Respondents

����*EGMPMX]�8]TI�ERH�6YVEP�9VFER�(MWXVMFYXMSR�SJ�,IEPXL�;SVOIVW

8he survey reflected that, ��	 of the respondents worked in the urban areas while ��	 was working in 
the rural areas. 8he distribution of the health workforce by facility type revealed that the +overnment 
Hospital had the highest share ���	
, followed by 4rivate 'linic/Hospital ���	
, 'linic Health *acility 
���	
, and 'ommunity 0evel ��	
. 4ublic Health Unit had the lowest share of health workforce ��	
, 
*igure ��.
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Figure 25: Facility type and rural-urban distribution of health workers

%n examination of the distribution of the health workforce across urban and rural areas revealed that 
��	 worked in urban areas, while ��	 worked in rural areas. 8he rural-urban population distribution, 
on the other hand, was ��	 rural and ��	 urban. 8his means that the maNority of the health workforce 
���	
 was concentrated in urban areas, serving ��	 of the population, while the rest of the population 
���	
 was being served by ��	 of the health workforce.

Figure 26: Distribution of Eswatini’s Population by area (Rural vs Urban)

����-RXIRXMSR�XS�1MKVEXI�%QSRKWX�,IEPXL�;SVOIVW

-n relation to migration intentions, ��	 ����
 of the ��� respondents intended to migrate abroad at 
some point in the future. %mongst the health workforce with intentions to migrate, ��.��	 intended to 
migrate for employment purposes �to practice their profession
, while ��.��	 intended to migrate for 
further education. %bout ��.��	 of the ��	 planning to relocate had already begun working on their 
intentions to migrate, with �	 planning to migrate within the next � months, while another �	 intended 
to migrate within the next � to �� months. 3verall, ��	 of the Health Workforce planned to migrate 
out of the nation in less than a year while almost ��	 planned to migrate from one year or more. 8hir-
ty-three percent ���	
 were unsure of when they would migrate but had intentions to migrate sometime 
in the future.
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Figure 27: Overall Migration Intention

+IRIVEP� 4VEGXMXMSRIVW� *ifty seven percent ���	
 of +eneral 4ractitioners had intentions to migrate 
abroad, and twenty-six ���	
 had already started working on their plans to migrate. %round �.��	 
intended to leave in less than � months while ��.��	 intended to leave between � and � years.

+IRIVEP�2YVWI� 8he survey revealed that ��	 of +eneral 2urses intended to migrate. 3f these ��	 
had initiated the process of migration. 8he survey revealed that �.��	 intended to leave in less than � 
months while �.��	 had intentions to leave between � months and �� years. %lmost ��.��	 of +eneral 
2urses intended to migrate from one year or more and ��.��	 were still not sure.

1MH[MJI� 7eventy percent ���	
 of 1idwives surveyed had an intention to migrate abroad, of these ��	 
had already started working on their plans to migrate. %bout ��	 of midwives intended to leave in less 
than one year. 8he survey results showed that ��	 of midwives intended to leave from � year or more 
and ��	 were still hesitant �not sure
.

Table 16: Migration Intention among Selected Cadres

2YVWMRK�%WWMWXERX Intention 
to migrate

7XEVXIH� 
working on 
migration plan

;LIR�XLI�,IEPXL�;SVOIV�MRXIRH�XS�QMKVEXI

< 5 
months

6 to 11 
months

����
years

����
years

�����
years

Not 
WYVI

Lab. Assist. & Phlebot-
omist

8% 8% 100% 0% 0% 0% 0% 0%

General Nurse
Laboratory Technol-
ogist

33% 4% 0% 0% 25% 25% 13% 38%

Pharmacist 71% 29% 10% 30% 10% 10% 20% 20%
Dental Therapist/As-
sistant

25% 8% 0% 0% 0% 33% 33% 33%

Pharmacy Technician 47% 7% 0% 14% 29% 14% 14% 29%
Diagnostic Radiog-
rapher (Radiology 
technologist)

56% 13% 0% 11% 0% 22% 11% 56%

Specialised Nurse - 
Midwife

70% 40% 0% 14% 15% 14% 0% 57%

1IHMGEP�3ƾGIV��+IRIV-
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57% 26% 0% 8% 31% 31% 0% 31%
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2YVWMRK�%WWMWXERX Intention 
to migrate

7XEVXIH� 
working on 
migration plan

;LIR�XLI�,IEPXL�;SVOIV�MRXIRH�XS�QMKVEXI

< 5 
months

6 to 11 
months

����
years

����
years

�����
years

Not 
WYVI

Laboratory Technician 25% 13% 0% 0% 0% 0% 0% 100%
(IRXEP�3ƾGIV 75% 0% 67%
Biomedical Technician 8% 8% 67%

����6YVEP�ZW�9VFER�'SQTEVMWSR�MR�-RXIRXMSRW�XS�1MKVEXI�%FVSEH�

8he survey revealed that ��	 of the health workforce in urban areas were most likely to migrate/relo-
cate while only ��	 of the health workforce in the rural areas showed intentions to migrate, *igure ��.

Figure 28: Rural vs Urban Distribution of Health Workers with Intentions to Migrate

����0MOIP]�(IWXMREXMSR�'SYRXVMIW�JSV�,IEPXL�;SVOIVW�[MXL�1MKVEXMSR�-RXIRXMSRW

%ccording to current migration data, the United /ingdom is the most preferred destination country for 
health workers with migration aspirations. 7urvey results indicated that, the top five most favoured 
nations for health workers to migrate to are the United /ingdom ���.��	
, 7outh %frica ���.��	
, 
'anada ���.��	
, and %ustralia ��.��	
, as shown in *igure ��.

Figure 29: Most preferred destination Countries of Health Workers with Migration Intentions

5.7 Predictors of Intention to Migrate

8his 7ection presents the findings of an analysis of the H01% individual health worker survey data 
that sought to identify predictors of -ntention to 1igrate �-81
. Using the question of whether a health 
worker had an intention to migrate or not as an outcome variable of interest against all possible pre-
dictor variables in the questionnaire, the technical task team used a 6andom *orest machine learning 
classification model against �� predictor variables. 8he predictors were filtered having been confirmed 
as important predictors from the total of over �� variables in the questionnaire, as part of a variable 
extraction step in the analysis. 8he 6andom *orest 1odel was noted to have sufficiently good perfor-
mance to provide some insights on factors influencing migration among health workers in Eswatini.
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*igure �� shows the ranking of variable importance in the prediction model, based on average decrease 
of accuracy - number or proportion of observations that are incorrectly classified by removing the vari-
able from the model. -n addition to directly and typically anticipated related factors such as health work-
ers’ age and Current income, reservation wage, leaving feeling, and migration wage, other factors that 
ranked high were related to transfer wage, physical health risk, relative income satisfaction, learning 
opportunities, Nob experience. 3ther factors included in the list of confirmed predictors, albeit with rela-
tively lower importance scores, reflect the diversity of push and pull factors that go beyond the income 
and expense burden to include unemployment risk, workplace relationships, etc.

Figure 30: Rationale for intention to migrate

����-RGSQI�ERH�;EKI�)\TIGXEXMSRW�SJ�)W[EXMRMƅW�,IEPXL�;SVOIVW

-n contrast to the anticipated reservation pay of 7>0��,��� �U7����
, the exploratory survey found that 
the average current income of all cadres of health workers was approximately 7>0��,��� or U7��,��� 
�median ! 7>0��,��� or U7��,���
. 8he results showed a difference of 7>0�,��� �U7����
 per month 
between what workers were earning and the minimum they would accept if they were still unemployed, 
it is worth noting that there were significant variations across cadres. 7ome respondents, on the other 
hand, underreported their total income by failing to include some allowances as part of their salary. 
When the health workforce reservation wages were compared to the payroll data, the survey data 
revealed that ��.��	 of the health worker categories had already reached their reservation wage. %s a 
result, a salary increase would be required to attain the transfer wage.
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8he survey also found that the transfer wage �the pay that discourages people from seeking Nob else-
where
 Ɓ was 7>0��,��� ���,���
. 8he potential retention gap, calculated as the difference between 
their present pay and their transfer wage, was 7>0�,��� �U7����
. *uture retention strategies would 
therefore need to gradually close the gap of 7>0�,��� �U7����
. 8he average migration wage to local, 
regional, and international locations was 7>0��,��� ���,���
. 8he average wage expectations of the 
health workers are summari^ed in *igure ��.

Figure 31: Summary of Current Income vs Wage Expectations

*rom the survey, +eneral practitioner �1edical 3fficer
 reported their own income to be 7>0��,��� 
���,���
 and listed 7>0��,��� ���,���
 as their transfer salary, while +eneral nurses reported their own 
income to be 7>0��,��� ���,���
 and listed 7>0��,��� ���,���
 as their transfer wage. 8he current, 
reservation, and transfer wage for selected surveyed cadres are summari^ed in *igure ��.

Figure 32: Self-Reported Income and Wage Expectations by Cadre
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����,IEPXL�;SVOIVWƅ�4IVWSREP�)\TIRHMXYVI�'SQTEVIH�[MXL�'YVVIRX�ERH�)\TIGXIH�
Income

8he survey established that the health workforce was on average spending U7���� per month com-
pared to their self-reported average income of U7��,���. -f health workers were earning the average 
transfer wage of U7��,���, they would be earning a full living wage plus a potential savings of U7����, 
which would translate to ��	 of income as savings. 8he evidence showed that the difference between 
the health workforceƅs current income and their expenditure was an average of U7����. 8hus, health 
workers were breaking even and potentially saving ��	 of their salaries after expenses *igure ��.

Figure 33: Summary of Health Workers’ Personal Expenditure Compared with Current and Expected

3verall, consumption expenditure of the health workforce varied between cadres with the +eneral 
1edical 3fficer expenditure at U7���� compared to their self-reported average monthly earnings of 
U7��,��� resulting in a potential saving of U7��,���, while that of the 7taff 2urse was U7���� com-
pared to their self-reported income of U7��,��� reflecting a potential saving of U7����. 8he net effect 
of the above scenario in real terms after statutory deductions as well as other basic deductions e.g., 
medical, and funeral policy, is that the worker had a potential saving after expenses �net salary vs 
reported expenditure
.*igure ��shows the variations between income and expenditure by cadre.

Figure 34: Personal Expenditure Compared with Current and Expected Income by Cadre
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�����7IPJ�6ITSVXIH�0IZIPW�SJ�4VSHYGXMZMX]�ERH�%FWIRXIIMWQ

8he self-reported performance of Health workers in the last �� days was ��.��	 and ��.��	 in the last 
� months. 8he self-productivity gap was in the range of ��.��	 to ��.��	 and efforts should be made 
to improve productivity levels to ���	.

Figure 35: Self-Reported Levels of performance

8he self-reported productivity varied from one cadre to another as presented in the *igure �� below�

Figure 36: Self-Reported Levels of Productivity (Selected Cadres)

�����5YEPMX]�SJ�,IEPXL�;SVOIVƅW�.SF�MR�)W[EXMRM
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8he overall quality of health workerƅs Nob was rated at ��	 for all the cadres. %mong the three dimen-
sions, the highest Nob quality score was on the quality of earnings ���	
 followed by the quality of the 
working environment rated at ��	, the lowest score was on the labour market security �Unemployment 
risk 
 -nsurance, 4robability of falling into extreme low-pay and 4robability of getting out of extreme 
low-pay
 which was rated at ��.�	. 8he +lobal Nob quality index for the health workers is below ��	 
and efforts should be made to target the labour market security score and the quality of the working 
environment score which were generally low and resultantly brought down the +lobal .ob 5uality -ndex 
score.

Figure 37: Job Quality Index for all cadres
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Figure 38: Job Quality Index for All Cadres

1edical 3fficers were less satisfied with the quality of the work they are doing �with a score of ��	
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Average Job Quality Index for All Cadres: 59%
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1idwives, 4harmacists, 4harmacy 8echnician and 0aboratory 8echnicians are relatively scoring well in 
the quality of earnings. -tƅs worth noting that the quality of the working environment is appreciated by 
the cadres �ranging from ��.�	 to ��	
 as shown in 8able ��.

Table 17: Job Quality Index Components for all cadres

'EHVIW N 5YEPMX]�SJ�
Earnings 

7GSVI

0EFSYV�1EV�
OIX�7IGYVMX]�

7GSVI

5YEPMX]�SJ�
XLI�;SVOMRK�

Environment

.SF�5YEPMX]�
-RHI\�F]�

'EHVI
Administration 1 100.0% 36.7% 42.0% 59.6%
Audiologist 1 100.0% 50.0% 60.0% 70.0%
Biomedical Technician (Maintenance Tech. & 
Tech. Assistant)

12 39.4% 45.6% 69.0% 51.3%

'PIVMGEP�3ƾGIV 1 100.0% 66.7% 82.0% 82.9%
Clinical Dietician 2 71.7% 55.0% 69.0% 65.2%
Clinical Psychologist 1 100.0% 60.0% 76.0% 78.7%
Data Clerk 6 64.2% 8.9% 67.0% 46.7%
(IRXEP�3ƾGIV 4 66.7% 20.0% 51.5% 46.1%
Dental Therapist / Dental Assistant 12 44.0% 40.8% 68.8% 51.2%
Diagnostic Radiographer (Radiology technolo-
gist)

16 42.6% 43.1% 65.8% 50.5%

Environmental Health Assistant 2 75.6% 23.3% 54.0% 51.0%
)RZMVSRQIRXEP�,IEPXL�3ƾGIV 7 44.3% 31.4% 55.7% 43.8%
Laboratory Assistant & Phlebotomist 33 44.7% 42.3% 69.9% 52.3%
Laboratory Technician 8 52.4% 42.1% 72.3% 55.6%
Laboratory Technologist 24 30.2% 46.8% 72.3% 49.8%
1IHMGEP�3ƾGIV��+IRIVEP�TVEGXMXMSRIV
 23 23.8% 42.3% 66.1% 44.1%
Medical specialist - General Surgeon 2 72.7% 45.0% 53.0% 56.9%
Medical specialist - Internal Medicine Physician 1 100.0% 66.7% 70.0% 78.9%
Medical specialist - Maxillo-Facial Surgeon 2 81.1% 15.0% 35.0% 43.7%
Medical specialist - Obstetrician & Gynaecolo-
gist

1 100.0% 3.3% 38.0% 47.1%

Medical specialist - Paediatrician 1 100.0% 80.0% 90.0% 90.0%
Nursing Assistant 68 30.7% 42.6% 65.6% 46.3%
Occupational Therapist 5 68.8% 47.3% 67.2% 61.1%
Pharmacist 14 53.5% 52.4% 63.0% 56.3%
Pharmacy Assistant 3 83.7% 53.3% 70.0% 69.0%
Pharmacy Technician 15 52.6% 45.8% 68.8% 55.7%
Physiotherapist 8 51.3% 41.3% 59.0% 50.5%
Rehabilitation Technician 1 100.0% 50.0% 82.0% 77.3%
7,)5�3ƾGIV 1 100.0% 56.7% 66.0% 74.2%
7SGMEP�[IPJEVI�SƾGIV 1 100.0% 13.3% 72.0% 61.8%
Specialised Nurse - Anaesthesia 3 66.6% 40.0% 73.3% 60.0%
Specialised Nurse - Intensive Care 1 100.0% 0.0% 50.0% 50.0%
Specialised Nurse - Mental Health 1 100.0% 36.7% 50.0% 62.2%
Specialised Nurse - Midwife 10 63.0% 40.0% 73.8% 58.9%
Specialised Nurse - Operating Theatre 1 100.0% 30.0% 70.0% 66.7%
Specialised Nurse - Renal 1 100.0% 56.7% 74.0% 76.9%
Speech Therapist 1 100.0% 3.3% 28.0% 43.8%
General Nurse (Staff Nurse) 244 30.2% 44.2% 71.4% 48.6%
Storekeeper 1 100.0% 43.3% 82.0% 75.1%
Ultrasonographer 4 70.6% 36.7% 85.0% 64.1%
Total/Average 543 73% 40% 65% 59%
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Nursing Assistant 68 30.7% 42.6% 65.6% 46.3%
Occupational Therapist 5 68.8% 47.3% 67.2% 61.1%
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Pharmacy Assistant 3 83.7% 53.3% 70.0% 69.0%
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Specialised Nurse - Mental Health 1 100.0% 36.7% 50.0% 62.2%
Specialised Nurse - Midwife 10 63.0% 40.0% 73.8% 58.9%
Specialised Nurse - Operating Theatre 1 100.0% 30.0% 70.0% 66.7%
Specialised Nurse - Renal 1 100.0% 56.7% 74.0% 76.9%
Speech Therapist 1 100.0% 3.3% 28.0% 43.8%
General Nurse (Staff Nurse) 244 30.2% 44.2% 71.4% 48.6%
Storekeeper 1 100.0% 43.3% 82.0% 75.1%
Ultrasonographer 4 70.6% 36.7% 85.0% 64.1%
Total/Average 543 73% 40% 65% 59%

6. Health Labour Market 
Projections
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����3YXPSSO�SJ�XLI�,IEPXL�;SVOJSVGI�7YTTP]�MR�)W[EXMRM�������Ɓ�����

'EZIEX� There was no adequate data on the education pipeline, no adequate data on annual admission, 
drop-out rates, pass rates and inflows from foreign training. %lso, there was no disaggregated data on 
the level of health workforce attrition. Hence, an assumption was made for the overall supply which is 
presented in this section. % cadre-by-cadre supply proNections were either producing status quo outputs 
or illogical traNectory. %s a result, disaggregated 7upply proNections for each cadre is therefore not pre-
sented in this report due to the data limitations described above.

*rom the available supply data, the estimated supply of health workers for Eswatini in ���� was �,��� 
health workers across the 51 staff categories studied. If the current status quo on production is main-
tained, the supply is anticipated to increase by ��.��	 �����
 to ��,��� by ����. +iven the high level 
intention to migrate ���	 overall and ��	 in less than a year
 alongside ��	 of the workforce who are 
expected to retire in the next � years the situation could be worse than proNected if the training compo-
nent is not adNusted to respond the attrition.

����4VSNIGXIH�2IIH�JSV�,IEPXL�;SVOIVW�&EWIH�SR�XLI�4STYPEXMSRƅW�2IIH�JSV�,IEPXL�
7IVZMGIW

8he need analysis considered four factors� �a
 ��	 of the countryƅs disease burden, �b
 population si^e, 
growth, and demography, �c
 package and model of vital service provision, and �d
 health professional 
productivity �standard workload
.

Figure 39: Parameters Used for Analysing the Need for Health Workers
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Download an excel tool for analysis from: https://doi.org/10.1371/joumal.pone.0257957.s002

A need-based approach that makes an "... explicit consideration of 
population health needs, direct measures of levels of health that 
give rise to need for care - and the planned number and type of 
services to be provided to address those needs"
(Tomblin Murphy et al., 2012).
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8he analysis identified ��� disease conditions risk factor and inNuries that account for ��	 of mortali-
ties and morbidity in the country. %cross these disease areas ��� direct care interventions and ��� sup-
port or catalytic activities were identified by local clinical experts based on standard treatment guide-
lines, clinical protocols and package of services. Along the life course of the population and across the 
continuum of care an estimated �.� to �.� 1illion interventions per year are required to address the 
disease burden mentioned above.

Figure 40: Interventions required to address disease burden annually

Depending on the target for addressing the disease burden through by providing the required �.� to �.� 
million interventions, it has different implications for health workforce requirements. *or example in a 
scenario where ��	 of the disease burden is targeted between ��,��� and ��,��� health workers are 
required. -n an alternative scenario where ��	 is targeted the number of health workers required will 
between ��,�� and ��,���. -f a ���	 of the disease burden is targeted the required health workers will 
be ��,��� to ��,��� health workers. 8he following section provides detailed estimates of the required 
health workers based on the later scenario, but the other alternative scenarios can be generated.

8he need-based modelling estimates that Eswatini needed at least ��,��� Health Workers in ���� to 
address the countryƅs population health needs and attain UH'. Under the observed pattern of the dis-
ease burden and population dynamics, and service delivery model, the overall need of health workers 
would likely increase by ��.�	 by ���� to ��,��� and then to ��,��� by ����, or an overall increase of 
��	 in the need for health workers. 8able �� provides detailed year-by-year estimates of the required 
health workers �by cadre
 to sustain gains and advance the countryƅs efforts towards UH'.

*or example, based on the population health needs, the country requires at least ��� 1edical 3fficers, 
with a proNected increase to ��� by ����, implying a need for at least generalist doctors per ��,��� 
population �or a ratio of ���,��� population
. 8he country will also require at least �,��� 4rofessional 
2urses and 1idwives across various specialties in ���� which is anticipated to increase by ��.�	 to 
��,��� in ����. 8hus, the country requires an aggregate of about �� 4rofessional 2urses and 1idwives 
per ��,��� population �or a ratio of ����� population
. 7imilarly, about ��� midwives were required in 
����, which could increase to ��� by ����, or ��.�	 increase in the need over �� years. 8hus, at least 
�.�� 1idwives per ��,��� population �or a ratio of ���� pregnant women
 is required to sustain current 
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gains and adapt to the evolving need of the population for midwifery services. *or all other specialties 
except for general nurse and midwives the country requires on average 1 nursing specialist in each 
domain per 10,000 population. As the country reinforces primary health care approach the epidemi-
ological analysis also points that Community Health Nurses are key with a need for 32.5 per 10,000 
population in 2022 which will increase to 39.2 per 10,000 population in 2032.

BOX 7: )78-1%8)(�%2(�43490%8-32�6%8-37�*36�7)0)'8)(�
,)%08,�;36/)67�-2�)7;%8-2-

General practitioners: 6.1 per 10,000 population or 1: 1,640 people
Specialist doctors: at least 0.5 per 10,000 people or 1: 130,500 people in each medical speciality
All professional Nurses and Midwives: 19.27 per 10,000 population or 1: 520 people
Specialised Nurses: at least 1 per 10,000 population or 1: 1,270 people in each Nursing speciality
Pharmacists: 4.50 per 10,000 population or 1: 2,220 people
Rural Health Motivators: 31.4 per 10,000 population or 1: 320 people
Diagnostic Radiographer: 5 per 10,000 population or 1: 2,000 people
Community Health Nurses: 32.5 per 10,000 population or 1: 310 people
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Table 20: Disaggregation of requirement for Professional Nurses and Specialised Nurses

2YVWMRK�7TIGMEPMXMIW Need (IRWMX]�SJ�2YVWIW� 
������TSTYPEXMSR

2022 2027 2032 2022 2027 2032

Specialised Nurse - Dermatology 47 49 52 0.40 0.40 0.40

General Nurse 2309 2693 3153 19.66 21.89 24.46

Specialised Nurse - Intensive Care 116 122 127 0.99 0.99 0.99

Specialised Nurse - Operating Theatre 69 76 82 0.59 0.62 0.64

Specialised Nurse - Anaesthesia 113 122 131 0.96 0.99 1.01

Specialised Nurse - Renal 91 96 101 0.78 0.78 0.78

Specialised Nurse - Midwife 660 750 815 5.62 6.10 6.32

Specialised Nurse - Oncology 109 125 137 0.93 1.01 1.06

Specialised Nurse - Ophthalmic 30 31 31 0.26 0.25 0.24

Specialised Nurse - Mental Health / 
Paediatric Mental Health

76 93 114 0.65 0.76 0.89

Specialised Nurse - Paediatric 45 45 46 0.38 0.36 0.36

Specialised Nurse - Orthopaedic 4 4 4 0.03 0.03 0.03

Specialised Nurse - Neonatal 77 79 81 0.66 0.64 0.63

Specialised Nurse - Emergency 99 109 117 0.85 0.89 0.91

Community Health Nurse 3816 4392 5054 32.50 35.70 39.20

Eswatini 7661 8786 10046

����%REP]WMW�SJ�RIIH�ERH�WYTTP]�KETW�ERH�QMWQEXGLIW

%s a result of significant data limitations related to education pipeline and attrition for each cadre only 
aggregate supply proNections are presented and compared with the aggregate need. Detailed cadre by 
cadre comparison for ���� is also presented. 7ince the data was inadequate to make supply proNec-
tions, the comparison focused on analysing only the current stock of ���� with the proNected need. -n 
2022, the estimated need for health workers in Eswatini was 20,272 compared to an overall supply of 
�,���. 8his means the overall supply met ��.�	 of the need for health workers if all the supply were 
employed and deployed.
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-t is also worth noting that there is substantial variation among the cadres. *or example, while the coun-
try appears to have sufficient general practitioners compared to the estimated need, those of medical 
specialist are woefully inadequate. *or all medical specialist areas, the country in ���� had less than 
��	, ranging between �	 and ��	. *or all professional nurses and midwives, the country is only able 
to meet ��.�	 of its need. Eswatini has ��.�	 of pharmacists compared to the general need. 8able �� 
provides detailed need versus supply gap analysis for all the health workforce occupational groups 
considered in this analysis.

����7GIREVMSW�SJ�XLI�MQTEGX�SJ�MRXIVZIRXMSRW�XEVKIXMRK�XVEMRMRK�ERH�EXXVMXMSR�

&EWI�7GIREVMS�Ɓ�1EMRXEMRMRK�XLI�GYVVIRX�XVEMRMRK�ERH�EXXVMXMSR�PIZIPW�

%t current levels of training and attrition, by ���� Eswatini will need approximately ��,��� health work-
ers, while the supply will be ��,���, representing a gap of ��,��� or a met need of ��.�	.

7GIREVMS����1EMRXEMR�GYVVIRX�XVEMRMRK�ERH�VIHYGI�EXXVMXMSR�F]���	

-f the current training is maintained at current levels and attrition is reduced by ��	, the anticipated 
supply will be approximately ��,���, meeting about ��.�	 of the need by ����.

7GIREVMS����MRGVIEWMRK�XVEMRMRK�F]���	�ERH�OIITMRK�EXXVMXMSR�EX�XLI�GYVVIRX�PIZIPW�

-f training is increased by ��	 while the attrition is kept at the current levels, supply is estimated to be 
��,���, this would meet ��.�	 of the need for health workers in Eswatini by ����.

7GIREVMS��Ɓ�-RGVIEWI�XVEMRMRK�F]���	�ERH�VIHYGI�EXXVMXMSR�F]���	

-f training is increased by ��	 and attrition is reduced by ��	, the supply will increase to ��,��� health 
workers, which meets about ��.�	 of the need of ��,��� health workers in ����.

8herefore, to address the health workforce need for the country, a combination of both training and 
production interventions that address the health workforce outlook is required.



Health Labour Market Analysis for Eswatini 6766Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

-t is also worth noting that there is substantial variation among the cadres. *or example, while the coun-
try appears to have sufficient general practitioners compared to the estimated need, those of medical 
specialist are woefully inadequate. *or all medical specialist areas, the country in ���� had less than 
��	, ranging between �	 and ��	. *or all professional nurses and midwives, the country is only able 
to meet ��.�	 of its need. Eswatini has ��.�	 of pharmacists compared to the general need. 8able �� 
provides detailed need versus supply gap analysis for all the health workforce occupational groups 
considered in this analysis.

����7GIREVMSW�SJ�XLI�MQTEGX�SJ�MRXIVZIRXMSRW�XEVKIXMRK�XVEMRMRK�ERH�EXXVMXMSR�

&EWI�7GIREVMS�Ɓ�1EMRXEMRMRK�XLI�GYVVIRX�XVEMRMRK�ERH�EXXVMXMSR�PIZIPW�

%t current levels of training and attrition, by ���� Eswatini will need approximately ��,��� health work-
ers, while the supply will be ��,���, representing a gap of ��,��� or a met need of ��.�	.

7GIREVMS����1EMRXEMR�GYVVIRX�XVEMRMRK�ERH�VIHYGI�EXXVMXMSR�F]���	

-f the current training is maintained at current levels and attrition is reduced by ��	, the anticipated 
supply will be approximately ��,���, meeting about ��.�	 of the need by ����.

7GIREVMS����MRGVIEWMRK�XVEMRMRK�F]���	�ERH�OIITMRK�EXXVMXMSR�EX�XLI�GYVVIRX�PIZIPW�

-f training is increased by ��	 while the attrition is kept at the current levels, supply is estimated to be 
��,���, this would meet ��.�	 of the need for health workers in Eswatini by ����.

7GIREVMS��Ɓ�-RGVIEWI�XVEMRMRK�F]���	�ERH�VIHYGI�EXXVMXMSR�F]���	

-f training is increased by ��	 and attrition is reduced by ��	, the supply will increase to ��,��� health 
workers, which meets about ��.�	 of the need of ��,��� health workers in ����.

8herefore, to address the health workforce need for the country, a combination of both training and 
production interventions that address the health workforce outlook is required.

67Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

Ta
bl

e 
20

: G
ap

 a
na

ly
si

s 
of

 A
gg

re
ga

te
 n

ee
d 

ve
rs

us
 s

up
pl

y 
of

 h
ea

lth
 w

or
ke

rs
 in

 E
sw

at
in

i, 
20

22

,
IE

PXL
�T
VS
JI
WW

MS
RE

PW
20

22
20

27
20

32

2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



Cl
in

ic
al

 P
sy

ch
ol

og
is

t
10

5
8

(9
7)

7.
6%

13
3

21
8

85
16

3.
9%

16
8

41
6

24
8

24
7.

6%

La
bo

ra
to

ry
 T

ec
hn

ol
og

is
t

1,
57

0
13

0
(1

,4
40

)
8.

3%
1,

76
9

12
3

(1
,6

46
)

6.
9%

2,
01

8
11

6
(1

,9
02

)
5.

7%

La
bo

ra
to

ry
 T

ec
hn

ic
ia

n
66

3
59

(6
04

)
8.

9%
78

7
42

2
(3

64
)

53
.7

%
94

4
76

5
(1

79
)

81
.1

%

La
bo

ra
to

ry
 A

ss
is

ta
nt

 &
 P

hl
eb

ot
om

is
t

88
19

0
10

2
21

4.
9%

11
0

17
9

69
16

2.
7%

13
9

16
9

31
12

2.
2%

,
IE

PXL
�)
HY

GE
XMS

R�
3
ƾ
GI

V
-

1
1

-
20

6
20

6
-

40
0

40
0

N
ut

rit
io

ni
st

60
4

(5
6)

6.
7%

67
4

(6
3)

5.
7%

72
4

(6
8)

5.
0%

Cl
in

ic
al

 D
ie

tic
ia

n
28

10
(1

8)
35

.6
%

30
14

(1
5)

48
.1

%
31

18
(1

3)
58

.5
%

(I
RX
EP
�3
ƾ
GI

V
46

35
(1

1)
76

.7
%

50
33

(1
7)

66
.1

%
55

31
(2

4)
56

.9
%

De
nt

al
 T

he
ra

pi
st

/D
en

ta
l A

ss
is

ta
nt

20
8

(1
2)

39
.3

%
22

8
(1

5)
33

.9
%

24
7

(1
7)

29
.2

%

De
nt

al
 T

ec
hn

ol
og

is
t

16
18

21

O
pt

om
et

ris
t

29
6

(2
3)

20
.6

%
29

11
(1

9)
36

.0
%

30
15

(1
5)

50
.1

%

O
cc

up
at

io
na

l T
he

ra
pi

st
46

12
(3

4)
26

.1
%

51
11

(3
9)

22
.4

%
54

11
(4

4)
19

.7
%

Ph
ys

io
th

er
ap

is
t

20
32

12
15

6.
3%

20
30

10
14

9.
9%

20
29

9
14

5.
9%

Au
di

ol
og

is
t

-
8

8
-

12
12

-
17

17

Sp
ee

ch
 T

he
ra

pi
st

31
6

(2
5)

19
.3

%
34

6
(2

8)
16

.9
%

36
5

(3
1)

14
.8

%

Re
ha

bi
lit

at
io

n 
Te

ch
ni

ci
an

11
9

(2
)

80
.1

%
12

8
(3

)
71

.9
%

12
8

(4
)

64
.4

%

)R
ZM
VS
RQ

IR
XE
P�,

IE
PXL

�3
ƾ
GI

V�
-R
WT

IG
XS
V

17
8

51
(1

27
)

28
.7

%
21

4
48

(1
66

)
22

.5
%

25
7

45
(2

11
)

17
.7

%

En
vi

ro
nm

en
ta

l H
ea

lth
 A

ss
is

ta
nt

10
7

20
(8

7)
18

.7
%

11
3

19
(9

4)
16

.7
%

11
9

18
(1

01
)

15
.0

%



Health Labour Market Analysis for Eswatini68
68Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

,
IE

PXL
�T
VS
JI
WW

MS
RE

PW
20

22
20

27
20

32

2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



Bi
om

ed
ic

al
 E

ng
in

ee
r

41
12

(2
9)

29
.5

%
39

11
(2

8)
29

.0
%

37
11

(2
6)

28
.9

%

Bi
om

ed
ic

al
 T

ec
hn

ic
ia

n
37

34
(3

)
92

.0
%

36
32

(3
)

90
.2

%
34

30
(4

)
89

.4
%

1
IH

MG
EP
�3
ƾ
GI

V��
+
IR

IV
EP
�T
VE
GX
MXM
SR

IV



63
1

62
3

(8
)

98
.7

%
71

7
69

5
(2

2)
96

.9
%

81
8

76
4

(5
4)

93
.4

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
at

ho
lo

gi
st

11
3

(8
)

26
.5

%
13

3
(1

0)
22

.2
%

14
3

(1
1)

19
.3

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 C
ar

di
ot

ho
ra

ci
c 

Su
rg

eo
n 

(N
ee

de
d)

11
11

11

M
ed

ic
al

 s
pe

ci
al

is
t -

 R
ad

io
lo

gi
st

24
1

(2
3)

4.
2%

25
1

(2
4)

3.
7%

27
1

(2
6)

3.
3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
rt

ho
pa

ed
ic

 S
ur

ge
on

41
5

(3
6)

12
.2

%
37

5
(3

2)
12

.7
%

34
4

(2
9)

13
.2

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 N
eu

ro
su

rg
eo

n
18

2
(1

6)
11

.2
%

18
2

(1
7)

10
.2

%
18

2
(1

7)
9.

6%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
sy

ch
ia

tri
st

47
1

(4
6)

2.
1%

62
1

(6
1)

1.
5%

81
1

(8
0)

1.
1%

M
ed

ic
al

 s
pe

ci
al

is
t -

 A
na

es
th

es
io

lo
gi

st
17

5
4

(1
71

)
2.

3%
18

5
4

(1
81

)
2.

0%
19

4
4

(1
91

)
1.

8%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
ph

th
al

m
ol

og
is

t
19

0
3

(1
87

)
1.

6%
19

7
3

(1
94

)
1.

4%
20

4
3

(2
01

)
1.

3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 E
N

T 
Su

rg
eo

n
10

1
2

(9
9)

2.
0%

11
2

2
(1

11
)

1.
7%

12
2

2
(1

20
)

1.
5%

M
ed

ic
al

 s
pe

ci
al

is
t -

 U
ro

lo
gi

st
31

2
(2

9)
6.

5%
33

2
(3

1)
5.

8%
35

2
(3

3)
5.

1%

M
ed

ic
al

 s
pe

ci
al

is
t -

 In
te

rn
al

 M
ed

ec
in

e 
Ph

ys
i-

ci
an

14
9

8
(1

41
)

5.
4%

15
8

8
(1

50
)

4.
8%

16
6

7
(1

58
)

4.
3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
ae

di
at

ric
ia

n
24

6
(1

8)
25

.1
%

22
6

(1
7)

25
.4

%
22

5
(1

7)
24

.4
%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
ae

di
at

ric
 S

ur
ge

on
 (1

 in
 

pr
iv

at
e)

7
1

(6
)

14
.4

%
7

1
(6

)
14

.4
%

7
1

(6
)

13
.3

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
bs

te
tri

ci
an

 &
 G

yn
ae

co
l-

og
is

t
22

5
7

(2
18

)
3.

1%
25

2
7

(2
46

)
2.

6%
27

0
6

(2
64

)
2.

3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 G
en

er
al

 S
ur

ge
on

33
9

(2
4)

27
.6

%
33

8
(2

5)
25

.5
%

33
8

(2
5)

24
.4

%



Health Labour Market Analysis for Eswatini 69
68Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

,
IE

PXL
�T
VS
JI
WW

MS
RE

PW
20

22
20

27
20

32

2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



Bi
om

ed
ic

al
 E

ng
in

ee
r

41
12

(2
9)

29
.5

%
39

11
(2

8)
29

.0
%

37
11

(2
6)

28
.9

%

Bi
om

ed
ic

al
 T

ec
hn

ic
ia

n
37

34
(3

)
92

.0
%

36
32

(3
)

90
.2

%
34

30
(4

)
89

.4
%

1
IH

MG
EP
�3
ƾ
GI

V��
+
IR

IV
EP
�T
VE
GX
MXM
SR

IV



63
1

62
3

(8
)

98
.7

%
71

7
69

5
(2

2)
96

.9
%

81
8

76
4

(5
4)

93
.4

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
at

ho
lo

gi
st

11
3

(8
)

26
.5

%
13

3
(1

0)
22

.2
%

14
3

(1
1)

19
.3

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 C
ar

di
ot

ho
ra

ci
c 

Su
rg

eo
n 

(N
ee

de
d)

11
11

11

M
ed

ic
al

 s
pe

ci
al

is
t -

 R
ad

io
lo

gi
st

24
1

(2
3)

4.
2%

25
1

(2
4)

3.
7%

27
1

(2
6)

3.
3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
rt

ho
pa

ed
ic

 S
ur

ge
on

41
5

(3
6)

12
.2

%
37

5
(3

2)
12

.7
%

34
4

(2
9)

13
.2

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 N
eu

ro
su

rg
eo

n
18

2
(1

6)
11

.2
%

18
2

(1
7)

10
.2

%
18

2
(1

7)
9.

6%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
sy

ch
ia

tri
st

47
1

(4
6)

2.
1%

62
1

(6
1)

1.
5%

81
1

(8
0)

1.
1%

M
ed

ic
al

 s
pe

ci
al

is
t -

 A
na

es
th

es
io

lo
gi

st
17

5
4

(1
71

)
2.

3%
18

5
4

(1
81

)
2.

0%
19

4
4

(1
91

)
1.

8%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
ph

th
al

m
ol

og
is

t
19

0
3

(1
87

)
1.

6%
19

7
3

(1
94

)
1.

4%
20

4
3

(2
01

)
1.

3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 E
N

T 
Su

rg
eo

n
10

1
2

(9
9)

2.
0%

11
2

2
(1

11
)

1.
7%

12
2

2
(1

20
)

1.
5%

M
ed

ic
al

 s
pe

ci
al

is
t -

 U
ro

lo
gi

st
31

2
(2

9)
6.

5%
33

2
(3

1)
5.

8%
35

2
(3

3)
5.

1%

M
ed

ic
al

 s
pe

ci
al

is
t -

 In
te

rn
al

 M
ed

ec
in

e 
Ph

ys
i-

ci
an

14
9

8
(1

41
)

5.
4%

15
8

8
(1

50
)

4.
8%

16
6

7
(1

58
)

4.
3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
ae

di
at

ric
ia

n
24

6
(1

8)
25

.1
%

22
6

(1
7)

25
.4

%
22

5
(1

7)
24

.4
%

M
ed

ic
al

 s
pe

ci
al

is
t -

 P
ae

di
at

ric
 S

ur
ge

on
 (1

 in
 

pr
iv

at
e)

7
1

(6
)

14
.4

%
7

1
(6

)
14

.4
%

7
1

(6
)

13
.3

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
bs

te
tri

ci
an

 &
 G

yn
ae

co
l-

og
is

t
22

5
7

(2
18

)
3.

1%
25

2
7

(2
46

)
2.

6%
27

0
6

(2
64

)
2.

3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 G
en

er
al

 S
ur

ge
on

33
9

(2
4)

27
.6

%
33

8
(2

5)
25

.5
%

33
8

(2
5)

24
.4

%

69Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

,
IE

PXL
�T
VS
JI
WW

MS
RE

PW
20

22
20

27
20

32

2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



2
II

H�
ba

se
d 

�E



7Y
TT

P]
� 

 �F



G
ap

  
 

�F
�E



7%
6�

 
 

�F
�E



M
ed

ic
al

 s
pe

ci
al

is
t -

 N
ep

hr
ol

og
is

t
49

9
2

(4
97

)
0.

4%
52

3
2

(5
21

)
0.

4%
54

8
2

(5
47

)
0.

3%

M
ed

ic
al

 s
pe

ci
al

is
t -

 D
er

m
at

ol
og

is
t

7
1

(6
)

15
.3

%
7

1
(6

)
13

.7
%

7
1

(6
)

12
.3

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 N
eu

ro
lo

gi
st

8
1

(7
)

12
.8

%
8

1
(7

)
11

.6
%

8
1

(7
)

11
.0

%

M
ed

ic
al

 s
pe

ci
al

is
t -

 O
nc

ol
og

is
t

58
2

(5
6)

3.
5%

65
2

(6
3)

2.
9%

71
2

(6
9)

2.
5%

M
ed

ic
al

 s
pe

ci
al

is
t -

 H
ae

m
at

ol
og

is
t

1
1

1

M
ed

ic
al

 s
pe

ci
al

is
t -

 M
ax

ill
o-

Fa
ci

al
 S

ur
ge

on
96

2
(9

4)
2.

1%
89

2
(8

7)
2.

1%
88

2
(8

6)
2.

0%

M
ed

ic
al

 s
pe

ci
al

is
t -

 C
ar

di
ol

og
is

t
12

1
(1

1)
8.

2%
11

1
(1

0)
8.

4%
10

1
(9

)
8.

6%

M
ed

ic
al

 s
pe

ci
al

is
t -

 N
eo

na
ta

lo
gi

st
74

1
(7

3)
1.

3%
81

1
(8

0)
1.

2%
85

1
(8

5)
1.

0%

M
ed

ic
al

 s
pe

ci
al

is
t -

 E
m

er
ge

nc
y

10
5

11
3

12
0

Pr
of

es
si

on
al

 N
ur

se
s 

an
d 

M
id

w
iv

es
7,

66
1

3,
57

5
(4

,0
86

)
46

.7
%

8,
78

6
3,

93
1

(4
,8

55
)

44
.7

%
10

,0
46

4,
26

7
(5

,7
78

)
42

.5
%

N
ur

si
ng

 A
ss

is
ta

nt
1,

03
6

1,
05

2
16

10
1.

6%
1,

27
6

1,
24

2
(3

4)
97

.3
%

1,
57

8
1,

42
1

(1
57

)
90

.1
%

Pa
ra

m
ed

ic
75

31
0

23
5

41
5.

0%
82

29
3

21
1

35
7.

0%
88

27
6

18
8

31
4.

5%

Di
ag

no
st

ic
 R

ad
io

gr
ap

he
r (

Ra
di

ol
og

y 
te

ch
no

l-
og

is
t)

44
8

64
(3

84
)

14
.3

%
52

7
60

(4
66

)
11

.5
%

62
4

57
(5

67
)

9.
1%

Ul
tra

so
no

gr
ap

he
r

97
10

(8
7)

10
.3

%
10

2
9

(9
2)

9.
3%

10
6

9
(9

8)
8.

4%

Ph
ar

m
ac

is
t

53
4

42
(4

92
)

7.
9%

59
1

54
(5

36
)

9.
2%

65
1

66
(5

85
)

10
.1

%

Ph
ar

m
ac

y 
Te

ch
ni

ci
an

83
4

10
5

(7
29

)
12

.6
%

96
0

30
9

(6
51

)
32

.2
%

1,
11

5
50

2
(6

13
)

45
.0

%

Ph
ar

m
ac

y 
As

si
st

an
t

81
3

61
(7

52
)

7.
5%

88
3

58
(8

25
)

6.
5%

96
4

54
(9

09
)

5.
6%

Ru
ra

l H
ea

lth
 M

ot
iv

at
or

3,
10

1
3,

20
0

99
10

3.
2%

3,
65

8
3,

02
0

(6
38

)
82

.6
%

4,
32

7
2,

85
0

(1
,4

76
)

65
.9

%

Es
w

at
in

i
20

,2
72

9,
74

1
��
��
��

�

48

.1
%

23
,1

79
11

,1
29

��
��
��

�

48

.0
%

26
,5

63
12

,4
38

��
��
��

�

46

.8
%



Health Labour Market Analysis for Eswatini70 70Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

����4VSNIGXMSR�SJ�%KKVIKEXI�)GSRSQMG�(IQERH�JSV�LIEPXL�[SVOIVW

Based on the prevailing economic conditions and health spending patterns, the demand modelling 
revealed that Eswatini had capacity to employ 10,084 health workers in 2023, which is anticipated 
to grow by ��.�	 to ��,��� by ���� if the economic parameters and health spending patterns do 
not decline. -n particular, demand for 1edical Doctors �+eneralists and 7pecialists
 was proNected to 
increase from �,��� in ���� to �,��� by ����, while that for 2ursing and 4harmacy staff was antici-
pated to increase by �.�	 �see *igure ��
. However, it is important to note that the anticipated rate of 
increase in demand will be insufficient to meet the populationƅs health needs by ����.*igure ��illus-
trates anticipated Health Workforce demand from 2022 to 2032.

Figure 41: Estimated Aggregate Demand

����4VSNIGXIH�(IQERH�:IVWYW�2IIH�ERH�7YTTP]

8he epidemiological need-based modelling revealed that Eswatini required at least ��,��� health work-
ers in ���� compared with an aggregate demand of ��,���. 8hus, the demand was at ��.�	 of the 
need. 8he demand modelling suggests a non-stable demand prospect linked to changes in economic 
conditions and the level of priority given to health workforce employment with the health spending of 
the country. By 2032, while the need for health workers is estimated to reach 26,563, that of demand 
may cover only ��.�	 �n ! ��,���
. 8hus, concerted efforts are needed to expand demand alongside the 
estimated need to enable attainment of the health sector obNectives.

8he available data was inadequate to make supply proNections hence the comparison on demand 
versus supply only concentrated on 2022.The 2022, demand for health workers was 10,429 compared 
with the supply of �,��� leaving a predicted supply gap of �.�	. *rom the foregoing, the current health 
system capacity can absorb the unemployed health worker, however due to rigidities in the employment 
process there is still unemployment 2022. This situation, according to the recent evaluation of the 
health workforce strategic plan is largely attributable to a free^e in government employment, outdated 
staff establishments, and insufficient prioriti^ation of the health employment with the health spending 
from both government and donors.
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9400

9600

9800

10000

10200

10400

10600

10800

11000

11200

11400

20322031203020292028202720262025202420232022

10,429

10,084

10,442
10,328 10,349

10,622 10,659
10,778

11,045
11,149

11,254

71Health Labour Market Analysis for Eswatini

�. Health 0abour 1arket 4roNections

����,IEPXL�;SVOJSVGI�*MRERGMRK�ERH�)GSRSQMG�*IEWMFMPMX]�%REP]WMW�SJ�XLI�0EFSYV�
Market

8his section seeks to assess the possible financial space available or required to absorb the current and 
future need based health workforce requirements, provided that all other things remain constant. %lso, 
the need based financial space required to address the future disease burden is forecasted. However, 
due to the unavailability of data on the education pipeline - ie no adequate data on annual admission, 
drop-out rates, pass rates and inflows from foreign training, the cost of training to fill population health 
needs-based gap could not be determined, hence the analysis did not consider the cost of training 
pending acquisition of the minimum data required to estimate the cost of employing proNected supply, 
proportion of supply-side wage bill that could be absorbed by the estimated financial space and cost of 
training to fill population health needs-based gaps.

%t ���� wages, salaries, and disease burden, the fiscal space �government funding
 dedicated to health 
workforce financing was U7D ��.�� million, this was anticipated to increase to U7D ��.�� million by 
����. 8he private sector financing for health workforce was U7D ��.�� million, and this was predicted 
to increase to U7D ��.�� million by ����. 8herefore, at ���� wages and salaries, the available financial 
space was U7D ��.�� million, this was predicted to increase to U7D ��.�� million by ����.

8he minimum financial space required to employ population-based health workforce was U7D ���.�� 
million in ���� and by ���� it would be U7D ���.�� million. 8he total investment required to address 
population health needs �2eeds-based Employment
 is proNected to average U7D ���.�� million by 
����. %lso, the supply data unavailability led to the exclusion of cost of training in the overall investment 
price tag, see 8able ��.

BOX 8: )7;%8-2-ƅ7�,)%08,�0%&396�1%6/)8�-7�*%'-2+�()�
1%2(�7-()�'32786%-287

Eswatini is experiencing an emerging labour market failure characteri^ed by rigidities in the 
employment process – leaving 907 health workers unemployed in 2023. In 2018, a freeze in 
government employment has limited the health sectorƅs ability to employ health workers and 
coupled with outdated staff establishments, and insufficient prioriti^ation of the health employ-
ment with the health spending from both government and donors has limited the demand for 
health workers.

Nevertheless, the supply of critical health workers, especially specialists, is failing to meet the 
needs of the population in terms of the disease burden and demographic evolution.
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�. -llustrative 6eturn on -nvestment %nalysis� 1aking an -nvestment 'ase for the Health Workforce in Eswatini

����3ZIVZMI[�SJ�8LI�+PSFEP�)ZMHIRGI�SR�6IXYVRW�SR�-RZIWXMRK�MR�XLI�,IEPXL�;SVO�
force

8he United 2ations member countries, including Eswatini, adopted the 7ustainable Development +oals 
�7D+s
 in ���� as part of the global sustainable growth and development agenda, with +oal � aiming at 
healthy lives and the well-being of people of all ages, including universal health coverage �UH'
.

6ecent evidence indicates that the health workforce is a significant multiplier of economic growth via 
six maNor causal pathways. 6esultantly, the traditional notion of health workers expenditure as a burden 
that must be decreased in order to free up resources for investment in traditionally perceived productive 
businesses is being challenged. 8hese causal pathways are �a
 the health pathway -the intrinsic �non-
market-value
 health benefits of the health system� �b
 the economic output pathway which concerns 
the intrinsic �market-value
 economic benefits of the health system� �c
 the social protection pathway, 
addressing sickness, disability, unemployment and old-age benefits, as well as financial protection 
against loss of income and catastrophic health payments� �d
 the social cohesion pathway, addressing 
the role of a health system in promoting equity and fostering redistribution and growth� �e
 the inno-
vation and diversification pathway, addressing the role of the health system in driving technological 
development and in offering protection against macroeconomic shocks� and �f
 the health security 
pathway, addressing the role of the health system in protecting against epidemic outbreaks and poten-
tial pandemics.

Figure 43: Health Pathway to economic growth

Source: Adapted from Lauer et al, 2017

����4VIPMQMREV]�%REP]WMW�SJ�XLI�'SVVIPEXMSR�&IX[IIR�,IEPXL�;SVOJSVGI�(IRWMX]�ERH�
7IPIGXIH�-RHMGEXSVW�MR�)W[EXMRM

Evidence suggests that as the number of health workers per ��,��� population increases, healthcare 
systems improve, potentially leading to better health outcomes and a higher life expectancy at birth, 
as well as lower maternal mortality, under-five mortality, and H-: prevalence. 8his is a result of the 
increased access to healthcare services and resources, which result in better healthcare delivery, more 
timely treatments, and better overall health outcomes for the Eswatini people as shown in figures ��-��.
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�. -llustrative 6eturn on -nvestment %nalysis� 1aking an -nvestment 'ase for the Health Workforce in Eswatini

Figure 44: Ratio of non-health occupation (NHO) workers to health occupation (HO) workers, by income group, 2015

Source: Adapted from ILO calculations, 2016

Figure 45: Scatter plot showing the relationship between health workforce per 10 000 population and life expectancy at birth in Eswatini

Figure 46: Scatter plot showing the relationship between health workforce per 10 000 population and lifetime risk of maternal death in Eswatini
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Figure 44: Ratio of non-health occupation (NHO) workers to health occupation (HO) workers, by income group, 2015

Source: Adapted from ILO calculations, 2016

Figure 45: Scatter plot showing the relationship between health workforce per 10 000 population and life expectancy at birth in Eswatini

Figure 46: Scatter plot showing the relationship between health workforce per 10 000 population and lifetime risk of maternal death in Eswatini
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Figure 47: Scatter plot showing the relationship between health workforce per 10 000 population and mortality rate for under -5 in Eswatini

0

20

40

60

80

100

120

202220202018201620142012201020082006

Plots of Mortality rate, under-5 (per 1,000 live births)
vs HWF density

Pl
ot

s 
of

 M
or

ta
lit

y 
ra

te
, u

nd
er

-5
(p

er
 1

,0
00

 li
ve

 b
irt

hs
)

H
W

F 
De

ns
ity

 p
er

 1
0,

00
0 

po
pu

la
tio

n

Density of Doctors,
Nurses, and Midwives
per 10,000 population

Linear (Density of 
Doctors, Nurses, and
Midwives per 10,000
population)

Mortality rate, under-5
(per 1,000 live births)

Linear (Mortality rate,
under-5 (per 1,000 live
births))

0

10

20

30

40

50

60

70



Health Labour Market Analysis for Eswatini78 79

�. -llustrative 6eturn on -nvestment %nalysis� 1aking an -nvestment 'ase for the Health Workforce in Eswatini

Recommendations for Workforce Policy 
and Strategy

1. 7XVIRKXLIR�LIEPXL�[SVOJSVGI�KSZIVRERGI��GSSVHMREXMSR��ERH�EPMKRQIRX�SJ�TVMSVMXMIW�

8he evaluation of the outgoing H6H strategic plan identified inadequate coordination of the various 
actors relevant to the health workforce as a maNor bottleneck for the advocacy, planning and execu-
tion of health workforce agenda. *or example, the outgoing strategic plan was only implemented at 
��	 and was never formally adopted as a national document. 'onsequently, key implementor at the 
regional levels were unaware of the strategy and some expressed doubt if it made any difference apart 
from being a reference document. %lso, while there are substantial investments that goes into health, 
the investments in health workforce appears to be fragmented and stagnated and require strong coor-
dination and stewardship to align priorities and stimulate investments in the health workforce. The 
following interventions are proposed.

i. Urgently organise a high-level multisectoral national policy and investment dialogue on health work-
force to facilitate evidence-based policy and strategic decisions that would guide planning and key 
investment actions on the health workforce. 8his kind of dialogue should be undertaken every two 
years for sustained advocacy, prioritisation of health workforce and alignment of policies and plans 
for sustained actions.

ii. Develop the next generation of the National HRH strategic plan that is costed and with an accom-
panying multisectoral investment plan for aligning and stimulating health workforce investment 
within the context of broader health investment. 8he strategy should be built on the evidence pro-
duced from the H01% and be aligned with the 2ational Health 7trategy as well as the relevant 
national development plans.

iii. 6evitalise and strengthen the national 8echnical Working +roup �8W+
 on Human 6esources for 
Health to facilitate the needed coordination, alignment and ongoing dialogue.

2. 7XVIRKXLIR�ERH�STXMQMWI�XLI�LIEPXL�[SVOJSVGI�IHYGEXMSR�ERH�XVEMRMRK�

8he health professions education in Eswatini are broadly very attractive to prospective students and 
have become competitive as the programmes are on average able to admit only �.�	 of the applicants 
despite a significant unutilised capacity especially for nursing training where there the schools are 
given a quota of 40 per year even though some are thought to have 60 to 90 seats per year. There are 
reasonable prospects to expand training if the staff establishments are expanded and funded. 7ome 
stakeholders have expressed concerns about the quality of training of some health workers, especially 
those trained abroad. % case in point was �� doctors who trained abroad and returned but there were 
concerns about insufficient practical component of their training which led to more than one year delay 
in the recognition of their qualification and commencement of their internship locally. %lthough contin-
uous professional development �'4D
 opportunities are increasingly becoming available through the 
professional regulatory bodies, these are not funded upon competency gaps and training needs assess-
ment �82%
 that links staff development to competency deficits and health service delivery require-
ments. In addressing these gaps, the following interventions are suggested.
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i. -n collaboration with all stakeholders �1inistry of education, 4rime 1inisterƅs 3ffice and regulatory 
bodies
, develop a comprehensive national integrated �master
 HW* training and education plans 
that is aligned with the population health needs and health system capacity. This master training 
plan should consider progressively increasing the number training capacity and introduce local 
training for some cadres that the country is over-reliant on foreign training.

ii. 'onsider establishing �-�� months bridging programme or remedial training health workers who 
trained abroad and returned but their training is considered inadequate in practical and/or theoret-
ical content for the local context �starting with the current �� medical doctors who were not able 
to commence internship due to concerns about quality of training
. 8his bridging programme could 
use local expertise and intermittently invite additional experts from neighbouring countries.

iii. Establish a collaborative partnership with institution�s
 in neighbouring countries to locally train 
specialist medical doctors to meet the population needs. 8his could also be cost effective as evi-
dence suggested that it costs less to train locally than it does to train abroad.

iv. 'onsider establishing a full-fledge postgraduate specialisation/advanced nursing practice training 
�at the level of 1asters
 to expand specialised service delivery and promote quality of care.

v. 6eview and benchmark professional scopes of practice and scheme of service for health workers, 
allowing them to practice to the full extent of their training. 8his would enhance efficiency, role clar-
ity and utilise capacities based on their levels of training.

vi. %lign in-service training with population health needs and staff competency gaps by conducting a 
comprehensive 8raining 2eeds %ssessment �82%
 and use the findings to develop a comprehen-
sive '4D programmes in collaboration with the regulatory councils.

3. 7XMQYPEXI� ERH� I\TERH� LIEPXL� [SVOJSVGI� IQTPS]QIRX� XS� EHHVIWW� GVMXMGEP� WIVZMGI� HIPMZIV]� KETW�
[LMPI�STXMQMWMRK�XLI�YXMPMWEXMSR�SJ�I\MWXMRK�LIEPXL�[SVOIVW�

8he evidence shows a distributional inequity in the health workforce between rural and urban areas as 
��	 of the health workers worked in urban areas where there are only ��	 of the population while ��	 
of the population who live in rural areas are served by ��	 of the health workers. %longside, Eswatini 
is experiencing an emerging labour market failure characterised by rigidities in employment process 
resulting in at least ��� trained but unemployed health workers. However, health workforce employ-
ment consumes only a one-third of the overall current health spending. -t is estimated that if the trend 
is not mitigated, there will be a widening workforce gaps at the frontlines of service deliver while unem-
ployment of health workers could deteriorate to about ��	 of the proNected supply in the coming years. 
To address these challenges, the following measures are suggested:

i. 8he 4rime 1inster should urgently exempt the health sector from the net-free^e on recruitment 
arising from circular number �� of ����, to allow Nustified recruitment of the ��� trained but unem-
ployed health workers. However, their recruitment should be strictly for addressing gaps in rural and 
under-served areas.

ii. 8he +overnment should consider undertaking an urgent comprehensive review of the establishment 
of the 1inistry of Health and the health facilities which should be backed by an evidence-based 
staffing norms and standards.
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iii. -n the medium to long term, +overnment should consider investing more in the health sector by 
increasing budgetary allocation to the 1oH to enable the ministry to expand its demand capacity to 
absorb the available supply of HW* towards meeting the population health needs.

iv. Develop a compact for the efficient transition of donor-funded employment of health workers.

v. Undertake a comprehensive review of the model of care along primary health care approaches to 
deepen access to health services and optimise the utilisation of the health workers.

4. 7XVIRKXLIR�REXMSREP�W]WXIQW�JSV�LIEPXL�[SVOJSVGI�VIXIRXMSR�ERH�IUYMXEFPI�HMWXVMFYXMSR�

%bout ��	 of the surveyed health workforce intended to migrate abroad at some point. ��.��	 intended 
to migrate for employment purposes, while ��.��	 intended to migrate for further education. ��.��	 
of those planning to relocate had already begun working on their intentions to migrate, with �	 plan-
ning to migrate within the next � months, while �	 intended to migrate within the next � to �� months. 
8he transfer wage �the pay that discourages people from seeking Nob elsewhere
 Ɓ was 7>0��,��� 
���,���
. 8he potential retention gap, calculated as the difference between their present pay and their 
transfer wage, was 7>0�,��� �U7����
. -n addition, there is distributional inequity in the health work-
force between rural and urban areas, ��	 of the health workers worked in urban areas where there was 
only ��	 of the population while ��	 of the population who live in rural areas are served by ��	 of the 
health workers.

i. 8arget the ��.�	 of the health workforce who have intentions to migrate for further education by 
providing them with training opportunities locally. furthermore, the government should consider 
introducing post basic allowances for health professionals after attainment of post basic qualifica-
tions to retain its skilled workers.

ii. Deliberately incentivise health workforce who opt to work in the rural areas to address the distribu-
tional inequity. The government may consider varying remuneration and conditions of service for 
health workers working in the rural areas as compared to those working in the cities.

iii. Efforts should be made towards introducing retention strategies to reduce the retention gap of 
7>0�,��� �U7����
.

5. Invest in health workforce information system, data and evidence generation for decision making.

Health workforce research and data for decision making has been suboptimal due to fragmenta-
tion of data and ineffective data flow systems. 8he implementation of Human 6esource -nformation 
7ystems �H6-7
 had a potential of improving the availability and quality of data to enhance informed 
decision-making within the health sector. However, its functionality and use has been suboptimal and 
characteri^ed by irregular updates. 8hese limitations have had significant impact on workforce man-
agement where data quality and real-time information are paramount for resource allocation and plan-
ning. 'onsequently, it becomes imperative to address these challenges ensuring optimal functionality 
of H6-7. 8he country took initial steps to implement the 2ational Health Workforce %ccount �2HW%
 
which will contribute to improve alignment and data flows, strengthen the H6-7 and facilitate multi-
sectoral collaboration to improve health workforce information and management. 8he following inter-
ventions are suggested to improve the availability, quality and use of health workforce data to monitor 
progress on sector priorities.
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i. 6evitali^e and institutionali^e the integrated Human 6esource 1anagement and -nformation 
System, decentralizing it to regions and health facilities for the effective management and tracking 
of the health workforce.

ii. &uild the capacity of Human 6esource 4ractitioners and 1anagers in H6H �Human 6esources for 
Health
 data management, evidence generation through operational research, and utili^ation for 
informed decision-making.

iii. -mplement the 2ational Health Workforce %ccount �2HW%
 and employ its indicators for measur-
ing the progress of HRH interventions.

iv. 4roduce an annual summary H6H country profile to foster policy discussion.
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