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Public-Private Collaboration in Lesotho

Prepared for the Ministry of Health, Lesotho, by
M. Nkuebe, G. P. Nchee, M. Makhakhe, and C. S. Ts’epe

Lesotho, a country surrounded by South Africa, is 1,400 meters above sea level and is free from tropical
diseases, which are a major problem in most other African countries. The government of Lesotho recognizes
health as a human right and wishes to balance equity and social justice with efficient and cost-effective
approaches to health care. Government policy is to support community involvement and participation in
the delivery of health care.

Based on these principles, the Ministry of Health and Social Welfare’s (MOHSW) mission is to maintain
and safeguard the health and social welfare of individuals, families, communities, and the nation as a whole.
Given this objective, the nation’s health cannot be a matter for the MOHSW alone, but is the collective
responsibility of communities, institutions, and other ministries. The MOHSW’s role is to provide leader-
ship and coordination.

Health care services in Lesotho have been and continue to be a joint venture between the government,
nongovernmental organizations (NGOs), and the traditional sector. The NGO sector comprises nonprofit
mission health facilities, coordinated by the umbrella body known as the Private Christian Health Associa-
tion of Lesotho (PHAL/CHAL) and private for-profit doctors. PHAL/CHAL is regarded as a major partner
in the provision of health services because of its scope—it serves almost 40 percent of the population—and
history. The traditional sector consists of a network of more than 5,000 trained volunteer health workers and
8,879 licensed traditional practitioners.

Lesotho’s health care delivery system is based on the foundations laid by religious missions in the 19th

century. As a result of the Alma Ata declaration of 1978, to which Lesotho was a signatory, the country
committed itself to “health for all by the year 2000.” National policies shifted markedly from being purely
curative toward the primary health care approach, which emphasizes health promotion and education,
maternal and child health, family planning, accelerated immunizations, improved environmental condi-
tions, and community participation in health care delivery. The provision of these services formed the focus
of both the third and fourth national development plans (1982–91), which emphasized implementation of
the health service area concept and initiated the process of collaboration between NGOs and the state in the
health sector.
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Objectives of Collaboration

The main objectives of collaboration with the private sector were

• To ensure clients’ access to good quality health care under a requirement that clients should not have
to travel more than 3 kilometers to a health facility

• To recognize and promote the participation and involvement of all parties interested in promoting
primary health care in Lesotho

• To promote and sustain an equitable distribution of good quality health service to all citizens, par-
ticularly those underserved, irrespective of their geographical location, by the year 2000.

Approaches

The creation of the health service areas was one approach to drawing PHAL/CHAL hospitals into a unified
primary health care network. Through this structure, both PHAL/CHAL and government hospitals be-
came referral centers within each health service area, responsible for surrounding satellite clinics or health
centers regardless of ownership.

With the establishment of the health service areas, the government and NGOs had to plan, implement,
and monitor primary health care services jointly. In response to the high prevalence of diseases like tubercu-
losis, sexually transmitted diseases, and malnutrition, the MOHSW implemented a policy of ensuring that
each health facility, regardless of ownership, possessed a copy of relevant clinical management protocols.

Capacity building in primary health care has been supported in the following ways:

• The MOHSW funds the education of medical personnel, nurses, and paramedics.
• The training of voluntary health workers and traditional birth attendants is a joint venture of both

sectors, using the same educational materials and terms of reference. Voluntary health workers and
traditional birth attendants are all offered the same incentives regardless of whether they work in
association with public or private facilities. For example, they all receive free out-patient treatment
for themselves and their close family members.

• A drug replenishment scheme is being phased in in both government and PHAL/CHAL facilities.
Under this scheme voluntary health workers and traditional birth attendants are allowed to keep 15
to 25 percent of the proceeds made from the sale of certain drugs that they supply to their patients,
while the rest of the money goes back to the facility to replenish the basic supply. The supervising
facility determines which drugs are covered and their costs.

As concerns the financial aspects of collaboration, within its own facilities the government has estab-
lished cost recovery mechanisms to recover a certain proportion of recurrent expenditure, which amounts
to 10 to 20 percent depending on the level of the facility (health center, health service area, referral hospi-
tal). The government does not dictate to the private sector on what basis to levy fees. Note that the MOHSW
is largely financed through donor grants and loans, while the government contributes about 7 percent of
the total health budget. The major donors that have supported health care in Lesotho in the past and
continue to do so include various United Nations agencies, the African Development Bank, the World
Bank, the World Food Program, the Overseas Development Administration, the European Union, and the
government of Ireland.

Donor support has shown a general downward trend. On the whole the multilateral agencies have
maintained their contributions, while bilateral agencies have gradually decreased their support to the point
of complete withdrawal by some. This has prompted the government to explore alternative mechanisms for
mobilizing resources to ensure sustainability in the health sector.

By contrast, PHAL/CHAL is funded by a combination of user fees, which account for approximately 20
to 50 percent of recurrent expenditures, and by a subvention program financed by the government, which
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Item Government facilities PHAL/CHAL facilities

Revenue collected (m) 5,890.260 6,433.960
Expenditure (m) 78,437.980 16,542.683
Revenues as a percentage of total health expenditure 7.51 38.89

Table 12.1. Total Revenues Collected, 1994/95

funds up to 35 to 40 percent of costs, depending on the level of the facility and the number of staff. Some
facilities still receive support from missionary organizations, but this support is diminishing. Because they
rely so heavily on user fees, PHAL/CHAL facilities have raised their fees at a faster rate than government
facilities, which has gradually led to underutilization of PHAL/CHAL health services. Table 12.1 shows the
disparities in user fees between government and PHAL/CHAL services.

The disparities created by the differential user fee charges at government and mission facilities directly
contradicted the government’s commitment to ensuring accessibility and equity in health service delivery.
As a result, the government and the NGOs signed a memorandum of understanding in 1994. The intent of
this memorandum was to achieve financial accessibility to quality health care by standardizing the fees
levied in both government and PHAL/CHAL facilities. The memorandum of understanding also addressed
the standardization of working conditions for all staff in these facilities.

Collaboration

Lesotho has a number of private for-profit general practitioners (41 in 1993), who collaborate with the
MOHSW through part-time contracts. These contracts vary depending on the expertise that the doctor can
provide, but generally stipulate a certain number of hours of service in public facilities. Such doctors are
paid approximately M 2,000 to M 3,000 per month. In exchange, the contract doctors are provided with bed
privileges and consultancy facilities for their private patients. Collaboration with traditional healers is
regulated by the Universal Medicine Men and Herbalist Council Act of 1978. Stronger collaboration mecha-
nisms are currently being developed, and the Association of Traditional Healers is now housed within the
MOHSW headquarters.

Bottlenecks to Collaboration

Despite the willingness of all parties to collaborate effectively, several factors have hampered meaningful
progress in various ways as follows:

• Standardized guidelines that would ensure effective collaboration in health delivery are lacking.
• The lack of clear clinical protocols and standards of service for both government and PHAL/CHAL

facilities restricts coordinated progress in the implementation of primary health care. For instance,
the health service area concept allocated health service area responsibilities uniformly without tak-
ing into consideration the economic ramifications for all stakeholders. Similarly, the memorandum
of understanding was developed without considering the feasibility of some interventions and the
roles to be played by other parties in conducting such interventions.

• Collaboration between the MOHSW and PHAL/CHAL is also limited by PHAL/CHAL’s budgetary
constraints, which limits its ability to staff its executive office. This results in inadequate representa-
tion at some of the key implementation mechanisms for the collaboration, for example, meetings.

• In response to the ever increasing costs of health care and health providers’ struggle for survival,
user fees have continued to rise, while the quality of care has not improved, resulting in
underutilization of some facilities, particularly those owned by missions.
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• The government facilities have continued to have a flow of donor support, which has enabled them
to keep user fees low, resulting in overcrowding of facilities.

• A combination of negative factors, that is, the skewed distribution of personnel between urban and
rural areas and PHAL/CHAL and government facilities, as well as the constant brain drain from
Lesotho to neighboring countries, has hindered proper staffing of facilities and has negatively af-
fected both collaboration and quality of care. This is further compounded by the political changes
that have occurred in South Africa, which have increased the movement of skilled personnel and
donors away from Lesotho.

• Inefficient revenue collection systems, poor financial planning, and inadequate management sys-
tems persist.

• Basic data that can guide effective strategic planning are lacking.
• Unsatisfactory conditions of service have led to low morale among health workers, creating an

unwelcoming atmosphere for patients and making collaboration difficult.

Options

Although attempts to foster collaboration between the public and private sectors in Lesotho to achieve
accessibility and affordability have met with some success, room for improvement exists. The government
is embarking on a reform program with the following components that could help to strengthen collabora-
tion further:

• Reviewing the health service area concept and the memorandum of understanding, which will in-
clude designing a new incentive package for voluntary health workers

• Strengthening the capacity of the various MOHSW units, such as the Planning Unit and the Human
Resource Development Unit

• Introducing medical aid schemes for government and NGO employees
• Pursuing decentralization of the management of health services.

This approach will rely to a large extent on information collected through research work and consultancies
currently in progress. In addition, the government is exploring possibilities for strengthening and collabo-
rating with the widely accepted burial societies to take advantage of their approaches to lending, which
communities with high unemployment could use for their health care needs.

Requisites for Success

Central to the continued success of collaboration are the following factors:

• Continuing close consultations between the government and NGOs in the policy formulation process
• Implementing mechanisms for joint bottom-up planning, monitoring, and evaluation of health programs
• Making resources available, both human and material, to implement the collaboration
• Obtaining full commitment by all parties and ensuring constant communication and consultation
• Achieving genuine involvement by communities in all relevant issues and maintaining respect for

their cultural values.

Broader Systemic Impacts

In line with the objectives of collaboration, the government hoped that all stakeholders, including local
communities, would receive equitable, accessible, and affordable services. Furthermore, the government
hoped that collaboration would also improve management capacities and curb the exodus of professional
and technical staff. However, because of inadequate preparatory work before decisions were reached



Public-Private Collaboration in Lesotho 129

about adopting certain strategies for achieving meaningful collaboration, the following negative results
have emerged:

• Loss of credibility. With the inception of the health service areas, the authorities had assumed that all
parties would have a good resource base to implement the program. However, it has become evident
that PHAL/CHAL could not raise adequate resources (both financial and human) to undertake health
service area obligations successfully, and this has resulted in inequitable delivery of services. This
situation has led to a vicious circle where all the parties (communities, the government, and provid-
ers) have lost faith in one another.

• Complex management and duplication of services. Facilities under different ownership have different
support systems. Technical supervision may be from a nearby hospital, while logistic support might
come from another source, resulting in duplication of efforts and difficulty in ensuring constant
availability of needed supplies.

• Frustration. The low salaries paid in PHAL/CHAL facilities, as well as the harsh working and living
conditions in isolated areas of the country, have caused a heavy migration of qualified staff to easily
accessible areas, and this continues to deprive remote areas of good quality care.

Conclusion

The somber scenario that has serious negative affects on the national health system seems finally to have
started to change. To be successful and meaningful, this change must be of a political nature, and must
involve sound technical restructuring of the health sector. In this way reform and collaboration will pro-
vide a solid foundation for improving the health system, and hence the health status and quality of life of
the Basotho.
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