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Abstract 

Background Lesotho experienced high rates of maternal (566/100,000 live births) and under-five mortal-
ity (72.9/1000 live births). A 2013 national assessment found centralized healthcare management in Ministry 
of Health led to fragmented, ineffective district health team management. Launched in 2014 through collabora-
tion between the Ministry of Health and Partners In Health, Lesotho’s Primary Health Care Reform (LPHCR) aimed 
to improve service quality and quantity by decentralizing healthcare management to the district level. We conducted 
a qualitative study to explore health workers’ perceptions regarding the effectiveness of LPHCR in enhancing the pri-
mary health care system.

Methods We conducted 21 semi-structured key informant interviews (KII) with healthcare workers and Ministry 
of Health officials purposively sampled from various levels of Lesotho’s health system, including the central Minis-
try of Health, district health management teams, health centers, and community health worker programs in four 
pilot districts of the LPHCR initiative. The World Health Organization’s health systems building blocks framework 
was used to guide data collection and analysis. Interviews assessed health care workers’ perspectives on the impact 
of the LPHCR initiative on the six-health system building blocks: service delivery, health information systems, access 
to essential medicines, health workforce, financing, and leadership/governance. Data were analyzed using directed 
content analysis.

Results Participants described benefits of decentralization, including improved efficiency in service delivery, 
enhanced accountability and responsiveness, increased community participation, improved data availability, and bet-
ter resource allocation. Participants highlighted how the reform resulted in more efficient procurement and distribu-
tion processes and increased recognition and status in part due to the empowerment of district health management 
teams. However, participants also identified limited decentralization of financial decision-making and encountered 
barriers to successful implementation, such as staff shortages, inadequate management of the village health worker 
program, and a lack of clear communication regarding autonomy in utilizing and mobilizing donor funds.
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Conclusion Our study findings indicate that the implementation of decentralized primary health care management 
in Lesotho was associated a positive impact on health system building blocks related to primary health care. How-
ever, it is crucial to address the implementation challenges identified by healthcare workers to optimize the benefits 
of decentralized healthcare management.

Keywords Decentralization, Health systems research, Primary health care, Primary health care management, Health 
care reform, Decision making, Evidence-based policy, Implementation, Qualitative research, Impact, Organizational 
change

Background
Decentralization of healthcare management entails the 
transfer of decision-making authority and resources from 
central government authorities to regional or local lev-
els in low- and middle-income countries (LMICs) [1–5]. 
Decentralized healthcare management (administration) 
aims to improve the efficiency, effectiveness, and respon-
siveness of health services by bringing decision-making 
closer to the communities and patients they serve [6, 7]. 
Decentralization can involve changes to management 
of political, administrative, and fiscal systems, and fre-
quently encompasses the transfer of responsibilities such 
as management of health care personnel, staff recruit-
ment, procurement of supplies and equipment, as well 
as procurement and delivery of services [8, 9]. It is rec-
ognized as a potential solution for addressing challenges 
encountered by central governments in delivering quality 
health services to underserved or remote areas in LMICs. 
Past research has shown promises numerous benefits of 
decentralization, including improved resource allocation, 
heightened community participation and ownership of 
healthcare service delivery and enhanced responsiveness 
of health services to local needs [1, 10].

However, some studies have demonstrated that decen-
tralization has not resulted in expected improvements 
in healthcare delivery and that there remains varia-
tion in service quality, availability of essential drugs and 
worker motivation across decentralized sites [11–13]. 
These studies have associated the lack of impact of 
decentralization with various factors and implementa-
tion strategies including insufficient funding, inadequate 
stakeholder engagement, ambiguous autonomy for local 
and regional level management, and a lack of appropriate 
infrastructure. Additionally, poor planning and coordina-
tion among decentralized entities may lead to worsen-
ing of fragmented healthcare systems and inefficiencies 
[14]. Other studies suggest that existing inequities may 
be reproduced in decentralized sites by decision makers, 
depending on existing priorities of equity in management 
decision, and a lack of clarity of the role of the district 
management team [15, 16]. There is a paucity of studies 
describing health workers’ experiences in a decentralized 
system in Lesotho. Understanding such perspectives is 

important as healthcare workers are the primary actors 
providing and managing care and services at the frontline 
[16].

The Lesotho Primary Health Care Reform (LPHCR)
Lesotho experienced multiple health challenges, includ-
ing high rates of maternal (566/100,000 live births) and 
under-five mortality (72.9/1000 live births), a high preva-
lence of HIV/AIDS (22.7 percent among individuals aged 
15 years or older), and an estimated tuberculosis preva-
lence of 581 per 100,000 population for those ≥ 15 years 
in 2019, all compounded by restricted access to essential 
health services in rural areas [17–23]. Despite being an 
original member country that ratified the Alma Ata dec-
laration in 1978 [24], the impact of the HIV pandemic 
on Lesotho, the country with the second-highest HIV 
prevalence globally in 2013 stymied progress toward 
achieving the promises of Alma Ata. An assessment con-
ducted in 2013 found that healthcare management and 
decision-making were primarily centralized within the 
central Ministry of Health, resulting in fragmented and 
ineffective management in district health teams (refer to 
Supplement 1.1) [25, 26]. As a result, an external consult-
ing group commissioned by the Government of Lesotho 
made a recommendation to reform the provision of pri-
mary healthcare to better serve the needs of the people 
in Lesotho. Launched in 2014, in collaboration between 
the Ministry of Health and Partners In Health (PIH), the 
Lesotho Primary Health Care Reform (LPHCR) aimed to 
enhance the quality and quantity of service delivery and 
improve primary health care in Lesotho. The LPHCR 
had three main components: decentralizing healthcare 
management to the district-level team, improving the 
coverage and quality of service delivery through better 
medicines and staffing to address the disease burden, and 
enhancing the linkage between community programs and 
the broader healthcare system by strengthening manage-
ment authority at the subnational levels. The LPHCR 
initiative was launched with support from PIH, a global 
non-profit organization that collaborates with govern-
ments to provide care and strengthen public health sys-
tems [27] and other partners. The initiative aimed to 
rebuild a comprehensive primary healthcare system, 
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initially piloting in four out of the total ten districts, 
including 70 primary health care facilities [28, 29].

Prior to Lesotho primary health care reform implemen-
tation, the health services delivery had gaps at different 
levels. At community level, many villages had no village 
health workers and there was no mechanism of know-
ing what those that existed were doing as there were no 
reporting structure for them [28]. The health centers 
lacked enough human resources and were not regularly 
receiving supportive supervisions to ensure adherence to 
national guidelines and protocols. Furthermore, health 
centers were equipped to provide certain essential health 
services such as conducting deliveries which was one of 
the main causes of home deliveries that resulted in a high 
maternal and neonatal mortalities. The district hospitals 
had different reporting structure than health centers. 
The hospitals were reporting to the Director General of 
Health Services while health centers were reporting to 
the district public health nurse [28, 30]. As part of the 
LPHCR rollout, decision-making power, supply chain 
management, and human resource management were 
transitioned from the central Ministry of Health to the 
district health management team. At the health facility 
level, health center committees were established, consist-
ing of community representatives, along with additional 
staff such as Village Health Worker Coordinators, cooks, 
and extra nurses. Another change involved the imple-
mentation of monthly joint supportive supervision and 
mentorship at each health facility by district health man-
agement team members and PIH’s technical team. The 
focus of this supportive supervision was comprehensive 
primary healthcare rather than on one specific disease 
or program. Stakeholders envisioned an improved health 
system in Lesotho using the World Health Organization’s 
(WHO) six health systems building blocks framework 
(service delivery, health information systems, access to 
essential medicines, health workforce, financing, and 
leadership/governance), aiming to enhance community 
participation and ownership in healthcare service deliv-
ery while strengthening the health system’s capacity for 
planning, monitoring, and evaluation [31]. With LPCHR, 
all public health and clinical service provisions in the 
pilot districts are now under the district health manage-
ment team (refer to Supplement 1.1 and 1.2).

This study documented healthcare workers’ perspec-
tives on decentralization, outlining successes and chal-
lenges to inform future implementations for enhancing 
the quality and quantity of primary healthcare delivery. 
The paper also described the restructuring of the dis-
trict health management team (DHMT), a key aspect 
of decentralizing primary health care management 
in Lesotho. The objectives of this study were to pro-
vide valuable insights for understanding and refining 

existing decentralized models in Lesotho and similar 
settings. We conducted key informant interviews (KIIs) 
to explore healthcare workers’ perspectives on the role 
of decentralized primary health care management in 
enhancing the six-health system building blocks in 
Lesotho.

Methods
Study setting
Lesotho, a mountainous country within South Africa, 
comprises an estimated population of 2 million, spread 
across 10 districts in four agro-ecological zones: low-
lands, foothills, the Senqu River valley, and highlands 
[32, 33]. Health expenditure accounted for 12.7% of the 
2018–2019 national budget, slightly below the 15% target 
set by the Abuja declaration [34, 35]. The Lesotho Pri-
mary Health Care Reform (LPHCR) was implemented 
from July 2014 to June 2017 in four government-selected 
districts, collectively representing 40% of the popula-
tion—Berea, Butha Buthe, Leribe, and Mohale’s Hoek 
(Fig. 1) [28, 29, 32]. The Lesotho’s health system includes 
private health facilities, Christian Health Association of 
Lesotho (CHAL) facilities and public health facilities. 
This study included public health and CHAL facilities, 
which are supervised by District Health Management 
Teams (DHMT) that oversee and coordinate health ser-
vice delivery in the districts.

Study design
We conducted a qualitative study employing semi-struc-
tured KIIs (refer to Supplement 2), to interview health 
care workers (HCW) representing the different levels of 
Lesotho’s health system, including the central Ministry of 
Health, district health management teams, health facili-
ties, and communities in the four pilot districts of the 
LPHCR initiative. The interview guides were developed 
using the WHO health system building blocks frame-
work, which include service delivery, health information 
systems, access to essential medicines, health work-
force, financing, and leadership/governance [31]. During 
the intervention design, the team considered the health 
system building blocks as the most suitable framework, 
given the project’s focus on health system strengthening 
[36, 37]. Interview questions were designed to elucidate 
HCWs understanding of the LPHCR’s ultimate goals and 
targets, as well as perceived benefits and challenges and 
successes, in implementation. Participants were purpo-
sively selected from the four pilot districts of the LPHCR 
initiative, as well as the central ministry of health office. 
Participants were prompted to share their experiences 
and opinions regarding the LPHCR.
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Data collection and sampling
From August 2017 to January 2018, we conducted a 
qualitative study employing two trained qualitative data 
officers—one female Mosotho fluent in both Sesotho 
and English, and one non-Mosotho English speaker. We 
used a stratified design to interview members for specific 
roles (n = 5) in each of the 4 districts, with a total of 20 
interviews and five director level officials from the central 
ministry of health. Participants were recruited through 
emails and telephone calls, and a pre-established script 
was used to gauge their interest. Upon confirmation, in-
person interviews were scheduled, and participants pro-
vided informed written consent. The interviews, lasting 
60–90 min, were conducted in English or Sesotho based 
on the participant’s preference, in confidential settings, 
and were audio-recorded. Qualitative data officers took 
field notes during the sessions. To ensure no bias favor-
ing the intervention, the qualitative team operated semi-
independently with only funding and administrative 
support provided by the implementing agencies.

Data analysis
Audio-recorded interviews were transcribed verbatim 
in Sesotho or English by the two data officers. Sesotho 
text was translated verbatim into English. Translated 
transcripts were reviewed with the audio files for literal 
meaning. Data were analyzed primarily using a directed 

content analysis approach guided by the WHO build-
ing blocks framework domains since our focus was on 
health systems strengthening, with a combination of 
limited conventional content analysis to enable us to 
contextualize factors within this target group [38]. We 
employed both deductive and inductive approaches in 
codebook development and analysis. The WHO building 
blocks domains probed in the interview guide guided the 
deductive approach. At the same time, we employed an 
inductive approach to identify and integrate new emerg-
ing concepts from the interviews and non-supportive 
data that did not align with the framework. Codes were 
compared and added based on the agreement between 
the two data officers. Four transcripts were coded sepa-
rately and reviewed together for agreement. In cases 
of disagreement of codes used, the two officers looked 
at context the code was applied and agreed on consen-
sus of how to apply the code in other transcripts. The 
codebook was refined with the new codes and descrip-
tions and used for the rest of the analysis. Coding and 
data management were conducted in Dedoose (Version 
9.0.17) [39], and queries and code co-occurrence outputs 
were exported to Microsoft Excel to identify themes and 
quotes associated with specific constructs of the WHO 
health systems framework. EB and GW reviewed and 
validated the excerpts and identified themes from recur-
rent patterns in the data informed by the WHO health 

Fig. 1 Location of Lesotho Primary Health Care Reform (LPHCR) pilot districts. QGIS (Quantum Geographic Information System) version 
3.16 Hanover, a free and open-source software publicly available, was employed to create the maps. The background basemap was sourced 
from OpenStreetMap via the QGIS software. District and national boundary shapefiles were obtained from the Humanitarian Data Exchange 
website, which is publicly accessible at https:// data. humda ta. org/ datas et/ cod- ab- lso. This map was created by one of the authors (EB)

https://data.humdata.org/dataset/cod-ab-lso
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systems framework. This qualitative research followed 
the Consolidated Criteria for Reporting Qualitative 
research (COREQ) reporting guidelines (Supplement 3) 
[40].

Ethics statement
This study obtained ethical approval from the Leso-
tho National Health Research Ethics Committee (ID 
117–2017) and the Harvard Human Research Protection 
Program (IRB17-19888). Written informed consent was 
obtained from all participants, and all methods were con-
ducted in accordance with the Declaration of Helsinki.

Results
Participants
A total of 21 healthcare workers participated in in-depth 
interviews, with 10 (48%) conducted at the district level, 
aligning with the LPHCR’s focus on district-level man-
agement. Initially, we intended to conduct 25 interviews 
across different levels, but a few were not possible due 
to scheduling conflicts. Of those who couldn’t make 
it, one central-level interview was discontinued as the 
participant had competing priorities at the Ministry of 
Health. Additionally, one interview with a Ministry of 
Health office representative could not be completed due 
to inconvenient timing and competing priorities. Partici-
pating healthcare workers held various positions, includ-
ing Director and high-level officials from the Ministry of 
Health, District Health Managers, Public Health Nurses, 
Health Center managers (nurse-in-charge), Village 
Health Worker Coordinators, and Village Health Work-
ers. Refer to Table 1 for participants’ key characteristics.

Predominant themes
The WHO Health Systems Framework guided us in 
identifying six key themes. These included 1) progres-
sive transformation and improved efficiency in health-
care service delivery, 2) increased health workforce in the 
health facilities for efficient primary health care services 
delivery, 3) improved availability and use of data for per-
formance monitoring and decision making, 4) stream-
lined procurement and distribution processes have 
significantly reduced stock-outs and improved access to 
medicine and medical products, 5) strengthened budget 
management capability of districts, and 6) promoting 
the institutionalization of district management health 
teams to facilitate effective leadership and oversight. 
Themes are presented with illustrative quotes below and 
in Table 2.

1. Progressive transformation and improved efficiency 
in healthcare service delivery

Participants noted initial misconceptions regarding the 
purpose of the national health reforms in health service 
delivery, which in some cases resulted in feeling pres-
sure to meet indicators. Participants noted that effective 
supervision and resultant changes in service delivery dis-
pelled these misconceptions, leading to a more positive 
outlook on the reforms.

The nurses felt like they were threatened to start to 
do deliveries [of babies] but then with the support 
and the supervision that was done by Partners in 
Health to the facilities, it made them comfortable to 
start. So most of them started to conduct the deliver-
ies.
(HCW, Berea, District)

There has been a difference, there’s continued change 
annually. You’ll recognize  some changes. I believe 
that at the start [of the reforms], people didn’t know 
much about them. Even some HCWs at the begin-
ning, might have felt disturbed. However, clinics 
are now more manageable; they just work well even 
without DHMT. Everyone can do or perform their 
different tasks without being pushed knowing it’s 
their responsibility with clear targets that are driven 
by them. There is quite an improvement.
(HCW, Butha-Buthe, District)

Many participants reported that the purpose of the 
reform was to enhance health indicators. For example, 
community programs and training of village health 
workers were aimed at facilitating safe deliveries and 
reducing maternal mortality rates. HCWs reported that 

Table 1 Characteristics of participants. LPCHR

Characteristics Number (%) of 
participants 
interviewed

Level of health system
 Central Ministry of Health 3 (14%)

 District health management office 10 (48%)

 Primary care facility 4 (19%)

 Community programs 4 (19%)

Site
 Berea 5 (24%)

 Butha Buthe 6 (29%)

 Leribe 3 (14%)

 Maseru 3 (14%)

 Mohale’s Hoek 4 (19%)

Sex
 Female 19 (90%)

 Male 2 (10%)
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Table 2 Themes on HCW perceptions on impact of health reform with supporting quotes

Theme Example Quotes

Progressive transformation and improved efficiency in healthcare service 
delivery

I noticed that the buildings were there already but were not being used. Reforms 
made sure that they got used.
(HCW, Berea, Community)

The number of women delivering in the facilities has improved. The antenatal 
care has improved. For the past 2 to 3 years, we have been awarded as the 
best-performing district, and we thank the reform for that. We think one of our 
successes lies in the reform
(HCW, Butha-Buthe, District)

We can take the whole day talking about achievements, but honestly, health 
services have improved. Management, and even the clinical part, has improved 
a lot.
(HCW, Berea, District)

Ah, besides that, I think the service delivery has improved. Like for example in 
maternal health, before there were no deliveries that were being conducted. 
Only eight facilities were conducting deliveries. But now we have everyone 
[facilities] conducting deliveries.
(HCW, Leribe, District)

Increased health workforce in the health facilities for efficient primary 
health care services delivery

That just reminds me that it’s a good thing to have a coordinator
(HCW, Berea, District)

No, in the PIH sites, they were [enough staff ]. Everybody knew what their job 
is and beyond which, when should they refer? And who is responsible? And if 
there’s a challenge, who do you ask?
(HCW, Maseru, Central)

We did have a pharmacy and pharmacy technician in the facilities that were 
of a high population. So it did improve and I think we dropped it, and then 
some partner picked it up and then it’s working well for them. So having the 
pharmacy technicians at the facilities, in terms of human resources, it’s helping. 
And then I think we started it [as part of the] Reform, and then people followed 
into it and then it’s working so well.
(HCW, Leribe, District)

Improved availability and use of data for performance monitoring 
and decision making

If you are talking about the health information system, at the community level, 
actually there are reporting tools which have been developed for the village 
health workers to use when reporting. And at the facility level, like I have men-
tioned before, I said that at the community level, we still have the village health 
workers who are having the tools to report and I also mentioned that those 
reports or those tools for collecting that information at the facility will be col-
lated by the village health worker supervisors. And I also mentioned that at the 
facility level, we also have the tools which are being used by the village health 
worker coordinator. The information from the community level there is collated 
and then it is delivered to the DHMT, who will then send the information to the 
central level from the DHMT level
(HCW, Mohale’s Hoek, District)

I think the reform was supposed to help us analyze our own data properly. 
Data should be meaningful to its users. Before it was just the numbers. But with 
the reform, it has now started making sense. Now we have started working 
smoothly…it can measure our performance, if we are told we have performed 
well, it is because of the data. So I think the reform has helped a lot
(HCW, Butha-Buthe, District)

We are able to share our data. We know what is happening in the communities. 
Most of the time, the facilities they do not report home deliveries, but from the 
village health worker reports, we are able to know which villages we have home 
deliveries …and that helps us to act on that. And now we are able to track back 
our clients who have defaulted.
(HCW, Leribe, District)

…because they were given the reporting time, I think the completeness has 
increased. Even the timeliness has increased. I think it’s because they [DHMT] 
themselves do get the reports in time at their level. So that has changed also.
(HCW, Mohale’s Hoek, District)
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Table 2 (continued)

Theme Example Quotes

Streamlined procurement and distribution processes have significantly 
reduced stock-outs and improved access to medicine and medical 
products

Everything was relying on the nurse, supply, ordering they were not even familiar 
with those steps on how to follow on ordering of the drugs and when some 
drugs would be coming…while other drugs would expire while they are there, 
nobody is checking them. He was doing everything, the nurse was doing every-
thing, so that has been a relief for them.
(HCW, Berea, District)

… But with the Reform, the DHMT and the district health manager were over-
seeing the entire district. Hence it was our responsibility to share the resources 
within the district. If one facility or if anything comes to the DHMT and you find 
that the need is more in a CHAL facility, you don’t say the DHMT gets funding 
from the government and CHAL gets its funding through the subvention. You 
just have to see how you will close the gaps. And with the drugs, especially if the 
donor funds the drugs, it is the responsibility – I am just making an example – of 
the DHMT to redistribute. If there’s more at Mabote and there’s nothing at Khu-
betsoana, we pick that up, we take from [one place] to where it is [needed]
(HCW, Berea, District)

And also the cold chain, the national vaccine store, is within the Ministry, it’s not 
at the national drug supply. So for all the other commodities that you will get 
from the National Drug Service Organization, all those are put together. But for 
cold chain and vaccine management, that one is still done separately though 
the family health division through the EPI. But at least that’s a reduction of 8 to 2
(HCW, Maseru, Central)

Strengthened budget management capability of districts So they have, now, also PBF – performance-based financing, which one of the 
benefits is when you are rolling out PBF in the Reform districts, it becomes very 
easy because you already have a district health management team that knows 
their roles and responsibilities. They have their plans and they have already 
trained their community structure – their structures at the facility level and the 
community. Whereas, when they were moving, when PBF was moving into a 
non-Reform, they had to restart everything from training village healthcare 
workers and community healthcare workers, and some of them, even though 
they have this additional performance…these Reform districts, once they 
become PBF, they outperform those ones where there has not been a Reform.
(HCW, Maseru, Central)

As far as my memory goes, the way I remember the things, we did not see any 
major change in the funding that we used to receive from the government, 
because of Reform, or because of now primary healthcare, we have to put more 
money to the health centers. We did not see it. It was just looking, usually stuff 
that we used to get previously.
(HCW, Butha Buthe, District)

There were delays in payments… Serious, like people will be owed for… quite a 
number of months without getting [paid]. Because there were a lot of verifica-
tions and whatever, I don’t know…So what we were told was the government 
had to take over in the next financial year, hoping they would have budgeted 
for that. So it didn’t happen. So there were these village health workers that were 
being paid by PIH, hoping the government would take over. And when that time 
came, the government did not take over, and people were still expecting their 
money from Partners In Health. So now the challenge, Partners In Health was 
saying: “I never budgeted for this much. I had plenty to help until this period, 
and that time is gone. I can’t continue forever”. So that’s what brought a lot of 
problems with our village health worker payments.
(HCW, Berea, District)
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the reforms introduced reporting tools and initiatives 
to raise awareness in the community through pitsos 
(community gatherings).

The reform was meant to improve our indicators, 
especially the maternal child health care and the 
community program in which they assisted us 
to help the facilities conduct deliveries and save 
mothers from dying from those complications of 
labor...We had specific reporting tools that are used 
by the village health workers that report directly to 
the district, and they also had some indicators that 
were planned to improve the maternal child out-
comes.
(HCW, Butha-Buthe, District)

A common theme expressed by many HCWs was the 
improvement in service delivery for health outcomes. 
One of the participants noted that the reforms resulted 
in a decline in home deliveries and improved access and 
utilization of health services. The availability of free ser-
vices–including medical services as well as supportive 
services such as food–also contributed to a higher prefer-
ence for delivering at health centers among women.

Since the reform, the number of home deliveries has 
decreased. The health services at the health cent-
ers/clinics have improved and this is because of the 
presence of the coordinator which has brought about 
good change, when village health workers come to 
the facility there is always someone to welcome them 
even when the nurses are busy there is someone 
ready to receive them. Most women deliver at the 
health center because it is free of charge and the food 
is also free of charge, everything is free.
(HCW, Berea, Community)

HCW also noted that expanded service availability 
facilitated by the reforms brought services to the people 
and reduced the time required to seek key services.

It was expensive for patients to travel long distances 
only to get paracetamol. So now they get it free closer 
to them at the clinics. There were no deliveries con-
ducted in some of the health facilities, but with the 
reform all the facilities were assisted or they ensured 
that all the facilities conducted deliveries so that 
those women do not have to deliver only at [specific] 
hospitals.

Table 2 (continued)

Theme Example Quotes

Promoting the institutionalization of district management health teams 
to facilitate effective leadership and oversight

“Now we wanted to focus on our own priorities”. Because as I said, if you have 
a plan – you may have a good plan – but if you don’t have your own priorities 
you won’t achieve anything. So as a district, we had to say: “What is it that 
the district needs?” And we put our plans as a priority. It is true that we have to 
collaborate with our national office. We still have to listen to them and do what 
they have, but it is not everything that they have for us that is going to benefit 
our district. Because for them, what they have is cross-cutting across all the 
districts. So to prioritize, you have to say “Is this going to benefit my district? … If 
not, do I have to be part of this?” And make sure that I prioritize my plan as long 
as it is thought towards achieving the Ministry of Health plan – strategic plan – 
then I should continue with that.
(HCW, Berea, District)

The DHMTs were formed. All the local doctors had to be recruited looking at 
their expertise, and then they were the ones who were made to be the DHMTs for 
those districts. So that was a means of attaining the local people, maybe with 
expertise, to be there
(HCW, Butha-Buthe, District)

You cannot give somebody finances who does not have leadership. Would we 
work? You can give me a hundred thousand, as long as I don’t know what to do 
with it, you want to see the outcome. But if you give me a hundred thousand 
and I know what to do with it, then you will see… As I always say, with the 
six building blocks that we have, leadership and governance is number one. 
Because as much as leadership and governance are not there, you can give me 
as many doctors as I can, but if I don’t have leadership and governance, those 
doctors are going to go up and down and not do their job. Because there’s no 
leadership and governance… It’s like fertilizer, leadership, and governance. 
When you are plowing, you have to put in the fertilizer so that everything grows 
faster.
(HCW, Leribe, District)

So we said in terms of leadership and governance, it was marvelous.
(HCW, Leribe, District)
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(HCW, Butha-Buthe, District)

The village health workers (VHW) program, a com-
ponent of the LPHCR was meant to professionalize and 
strengthen community health program by formalizing 
VHW roles and establishing community health infor-
mation systems. Interestingly, one HCW noted they did 
not achieve optimal success in the health programs and 
attributed this gap to difficulties encountered by VHWs 
who serve as vital intermediaries between the commu-
nity and healthcare facilities. Some of these challenges 
included attrition, lack of motivation, and late remu-
neration payment that led to the sub-optimal success of 
the VHW linkages between the community and health 
facilities.

When we talk about the MDGs [Millennium 
Development Goals] on service delivery, improv-
ing programs e.g. TB, HIV, maternal health, we did 
not get there [meet target].
I think we only got up to sixty, seventy percent. Due 
to the challenges of village health workers who are 
key personnel that is actually linking us with the 
community. They were the key personnel that actu-
ally takes the community, which is our clients, to 
the facility.
(HCW, Leribe, District)

Notably, one HCW’s complaint regarding staffing 
issues resulted in an increase in personnel qualified to 
conduct deliveries.

I remember that we complained about the nurses… 
there was only one or two nurses in the facility – a 
nurse assistant and a registered midwife. But with 
the Reform, they negotiated that nurses should be 
increased in number. So now we have five nurses 
that can conduct deliveries...there was a move-
ment in the Ministry of Health that they gave us 
the nurses.
(HCW, Butha-Buthe, District)

The move by the Ministry of Health to increase the 
healthcare workforce to enhance healthcare services 
and meet the growing demands of the community was 
reiterated by many participants.

Right now, the Ministry has made additional efforts 
to increase staff at health center level to five. Ini-
tially, there were three, but now they have gone up to 
five. These are the positions that have been recently 
advertised and filled, and it’s five positions.
(HCW, Maseru Central)

One of the HCWs noted the addition of new staff 
was a catalyst for positive change in health centers and 

clinics contributing to enhanced service delivery and 
overall efficiency.

The health services at the health centers/clinics have 
improved and this is because of the presence of the 
coordinator which has brought about good change, 
when VHWs come to the facility there is always 
someone to welcome them even when the nurses are 
busy there is someone ready to receive them.
(HCW, Berea, Community)

However, some continued challenges in human 
resources for health, particularly staffing shortages, were 
also expressed by participants. One HCW expressed a 
feeling of exhaustion due to the absence of significant 
improvements in staffing.

For human resources for health, we are still doing 
badly. For example, now I would say it’s only two 
of us. That is why I’m so exhausted, and then I have 
to wake up in the morning, come here, and see a lot 
of patients. So for human resource, I don’t think we 
are there yet because the key personnel for human 
resource was doctors and nurses and also the village 
health worker who were going to help us. But we did 
not see any impact in terms of human resources.
(HCW, Leribe, District)

2. Improved availability and use of data for performance 
monitoring and decision making

Many participants echoed the positive impact of the 
national reforms regarding readily available data at the 
district level. One participant noted the presence of a 
district health information officer allowed for the effi-
cient collection, systemization, and transmission of data 
to headquarters, while also enabling local analysis and 
compilation of monthly district reports for performance 
evaluation and decision-making.

Because you already have somebody that is called a 
district health information officer that was placed 
at the DHMT, but their job was actually to take this 
data, put it in the system, and send it to headquar-
ters. That’s it. Then it was changed [with the reforms] 
to say, you take the data, yes you put it in the system, 
you send it to headquarters, but again, you deal 
with it in the district. We see that and then we will 
say “let’s compile the district report on a monthly 
basis and then we would look at our report, how we 
are performing, and how everything is going”.
(HCW, Leribe, District)

One HCW highlighted the significance of available 
health data in facilitating the tracking and evaluation of 
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the health system’s performance, including at the com-
munity level. Another participant emphasized how 
reporting tools not only enabled data collection and 
transmission to higher authorities but also facilitated the 
monitoring of community-level performance indicators.

We are able to trace back even to the community 
level, how the health system is doing. So it’s a suc-
cess for me. To know exactly how we fair with our 
services, what is happening, even at the community 
level. That is a success. That’s why I said that the 
reorganization of the program [led to success].
(HCW, Mohale’s Hoek, District)

We were given some templates of reporting…and 
they were supposed to submit their reports to their 
supervisors, who would check and verify, then send 
the reports to the health facility and they will be 
compiled by the coordinator there who would send 
that community component to the public health 
nurse for community. So that really helped a lot, 
because I think we knew what was happening in 
the community. And we could also track our perfor-
mance on the Reform at the community level.
(HCW, Berea, District)

Many participants appreciated the use of the data pro-
duced by the health information managers after analysis, 
which made them see the gaps in service delivery. One 
of the participants also noted that the reforms resulted in 
the data being submitted to the Ministry of Health.

And one of the things that I saw was the reports 
they make. They are very, very informative. They 
analyze their data – they know their districts! They 
know their catchment population. They know how to 
break it down into, you know…in short, they really 
are doing a good job.
(HCW, Maseru Central)

3. Streamlined procurement and distribution processes 
have significantly reduced stock-outs and improved 
access to medicine and medical products

Many HCWs highlighted the positive transformation 
in medicine procurement and distribution. Participants 
noted following the reforms, facilities can procure medi-
cine directly from National Drug Service Organization 
(NDSO) and the process is smoother. One participant 
noted patients can now access the medication at the 
health facilities and there are no stock outs.

I think we are seeing patients in the health facilities 
now that they are able to get ARVs, able to get medi-

cine when they are sick. Drugs are always available 
at the health facilities. That, sort of – in a way has 
improved – the case, the load of people that are seen 
in the facilities.
(HCW, Butha Buthe, District)

One of the participants noted that the reforms led to 
a centralized procurement supply chain system being 
developed.

I will give an example of supply chain. When the 
assessment was done, each of the programs within 
the Ministry was involved in the procurement of 
commodities in one way or another. So from the 
Ministry [of Health], ten different programs were 
procuring commodities. And one of the suggestions 
to solve it was there to establish a supply chain unit 
that could do procurement for all the programs 
through one source…there was one person that was 
picked up from all those units to establish a unit, a 
supply chain unit, interim, so that all the supply is 
managed through one system. We have managed, 
currently, to reduce that from 10 to 2.
(HCW, Maseru, Central)

Participants noted there has been a shift in supply pro-
vision as a result of the reforms. One of the participants 
highlighted how previously, the district was depend-
ent on the Ministry. However, with the reforms, a more 
responsive system was established, where supplies are 
now provided based on monthly requisitions, ensuring 
that facilities receive the items they need when requested.

Of course, since what we are being provided on 
monthly basis, right? We were dependent from the 
Ministry [of Health]. We weren’t able to buy some 
of the supplies like we would need to. But with the 
Reforms, things changed. These things, the supplies 
are made on monthly basis, as per requisition, of 
course. If you aren’t requesting it, you won’t get any-
thing. But if you are requisitioning according to how 
you use, that one will actually be provided with.
(HCW, Mohale’s Hoek, District)

4. Strengthened budget management capability of dis-
tricts

Participants reported that the allocation of budgets to 
the districts is predominantly regulated by the central 
level. However, in districts where the National Health 
Reform is implemented and the District Health Manage-
ment Teams (DHMTs) have been strengthened, there 
is evident advancement in financial management. One 
participant observed that the empowered DHMTs are 



Page 11 of 15Birru et al. BMC Health Services Research          (2024) 24:801  

capable of autonomously making decisions at the dis-
trict level and depend less on the central level, but some 
authority is limited in terms of allocation.

And also, what I have also seen, even with the dis-
trict health management, in the districts where we 
have the Reform, the DHMT is empowered, they are 
able to manage their finances well. They are able 
to… make decisions on their own, at the district 
level, without relying so much on the central level. 
They come to central level if there are issues that are 
not clear – and really need to be implemented.
(HCW, Maseru, Central)

However, a participant raised the concern that there 
was no observed noticeable increase in funding at the 
district level to support the allocation of budgets from 
the central to district level, which was the initial inten-
tion of reallocating funds from secondary care to primary 
healthcare.

I remember in one of the presentations at the very 
beginning, what was being said was that Lesotho 
spends a major amount of money into the secondary 
level of care, like major health budget is spent at the 
Tsepong [referral hospital]. So, we wanted to turn 
that prism upside-down so the money goes to pri-
mary healthcare. But that was talk, because at the 
district level, there was no increase in any funding 
where we could say, “Okay, previously, I was having 
this much per project, now my budget has increased 
to this much”.
(HCW, Butha-Buthe, District)

Additionally, another participant emphasized the chal-
lenge of decentralized budget management in the health 
sector, particularly regarding donor funds. In this con-
text, districts face limited authority in managing funds 
designated for their use. This lack of decentralized 
authority for the donor funded was reported as leading to 
delays, misalignment with their plans, and weakening of 
district-level implementation.

But another thing, I think, was also a challenge with 
our, with – because we have health sector funding. 
Part of it comes from the recurrent budget. The other 
funding comes from donors. So our project accounts 
unit is not decentralized for funding that comes from 
the treasury, the people in the districts can manage 
their budget and do everything, once the budget is 
allocated. But for funding, that is earmarked for dis-
tricts. As long as it’s from donor projects, it means 
that even if they have to implement, they still need 
to send everything to central for implementation of 
the donor funds. And that also weakens the districts.

(HCW, Maseru, Central)

5. Promoting the institutionalization of district man-
agement health teams to facilitate effective leadership 
and oversight.

Participants were generally in favor of the changes in 
leadership and governance as a result of the reforms. One 
participant from Leribe District noted, “I said the things 
that I can write home about the reforms, it’s the leader-
ship…”. Many participants felt the DHMTs were revital-
ized and granted authority to actively contribute to the 
management of their districts. Health centers com-
mittees were also revived and allowed communities to 
become integral to healthcare delivery, enabling them 
to have a say in how healthcare services are provided to 
them, making community participation a tangible reality.

Previously, DHMT was just concentrating on pri-
mary healthcare. With Reform, DHMT is the senior 
management of the district, running both curative 
and primary healthcare.
(HCW, Leribe, District)

Participants also noted that the leadership skills and 
understanding of roles among the health center com-
mittees have significantly improved through mentor-
ing, supervision, by the DHMT and experience. One of 
the participants highlighted how post reform they have 
become more effective in managing patients and the 
overall health system, leading to enhanced healthcare 
delivery at the health centers.

In terms of leadership, and understanding their 
roles, I think they are much better. They have gained 
a lot from that with experience because we support 
them with mentoring and supervision. They are bet-
ter off. They manage patients better. They manage 
the health system – the health centers better.
(HCW, Berea, District)

One of the HCWs also reported how supervision 
improved following the reforms and a hierarchical 
leadership structure, which includes different levels of 
authority and responsibility established.

Supervision was not going well at all. (Laughs). Yes. 
Supervision was not going well at all, at all levels 
from district, health center, district to health center, 
health center to village, that was not going well at 
all. And it improved, as a result of the Reform. Like 
I told you, now we have a supervisor. That is some-
thing new. We didn’t have anybody called “village 
health worker supervisor”.
(HCW, Maseru, Central)
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Many participants overall felt the LPHCR had been 
successful in improving and revitalizing primary health-
care and district health systems, particularly in terms of 
leadership and governance. A participant from Leribe 
highlighted how other districts have even begun to emu-
late the practices implemented in the Reform, demon-
strating its positive impact.

In closing, what I can say is actually, Reform was 
a good initiative, that I think – if it was supported 
by central governance – it was going to succeed and 
it was actually going to improve and revitalize our 
primary healthcare, even the health systems at the 
district. As we have seen, it actually achieved a hun-
dred percent in leadership and governance. That one 
is okay because the other districts are actually copy-
ing from us, as a district that are practicing Reform. 
So in terms of leadership and governance, we’re 
there.
(HCW, Leribe, District)

Discussion
Our study presented the perspectives of health workers 
on the decentralization of health care management to 
the district level in four pilot districts as part of LPHCR. 
The findings indicated that those interviewed felt that 
there were significant improvements in primary health 
service delivery due to increased investment in human 
resources for health, enhanced availability and utiliza-
tion of data for performance monitoring and decision-
making, streamlined procurement of medicines and 
medical supplies resulting in fewer stockouts. Those 
interviewed believed that these elements of health care 
delivery were tied to improved health program manage-
ment and effective leadership through district health 
management teams being empowered to respond directly 
to challenges. The results of this study have important 
implications for policymakers and healthcare managers 
in Lesotho and other countries that have implemented 
decentralization policies to improve their health systems. 
We observed some variations in districts’ decisions about 
optimal allocation and utilization of financial and human 
resources. Fostering local autonomy in decision-making 
by enabling all districts to lead primary health care ini-
tiatives could strengthen the core elements of the health 
system, promote efficiency and effective problem-solving 
while addressing inequities in health care delivery.

Similar studies conducted in LMICs suggest that the 
effectiveness of facility and district managers in settings 
with high autonomy introduced through decentraliza-
tion is closely tied to control over resources and adequate 
management skills, which led to better service delivery 
and health outcomes [5, 41]. A study in Zambia found 

that decentralization facilitated districts in making deci-
sions regarding resource allocation, aligning with our 
findings of districts having autonomy in budgeting and 
financial management [42, 43]. In line with our study, a 
quantitative study examining the impact of the LPHCR 
on health service delivery building block demonstrated 
significant improvements in primary health care service 
delivery and healthcare utilization across the four pilot 
districts following the decentralized model [28]. Quali-
tative interviews further supported this quantitative 
finding, highlighting the role of organized leadership, 
improved reporting tools, and the introduction of an 
audit and feedback strategy through the LPHCR as cata-
lysts for the observed changes. Systematic reviews con-
ducted in 2017 on the decentralization of health systems 
in LMICs have demonstrated positive effects on the sys-
tem, although our study indicates challenges in resource 
management [44].

Despite the decentralization of management to the dis-
trict level, challenges remain in decision-making auton-
omy, budget management at health facilities, and funding 
availability, impeding the achievement of reform goals. 
Similar challenges are observed in other countries, attrib-
uted to factors like lack of political commitment, insuf-
ficient resources, and technical capacity at the district 
or regional levels [5, 45–47]. These obstacles have sig-
nificant implications for health system effectiveness and 
sustainability of the decentralized model. Limited auton-
omy impedes tailored service delivery, while inadequate 
budget management leads to disparities and compro-
mised care quality. Addressing these challenges requires 
political commitment, adequate resources, capacity-
building, and effective governance to fully leverage the 
potential of decentralization in enhancing health system 
performance [48].

Strengths and limitations
Our study provides a focus on healthcare workers’ expe-
riences at the facility, community as well as district level, 
providing a better understanding of their perspectives 
and experience in national PHC reforms. The results 
addressed a gap in the literature and contributed to 
the ongoing debate about the role of decentralization 
in improving healthcare delivery in LMICs from the 
healthcare workers’ point of view. The use of qualitative 
interviews added richness to our understanding of the 
research question and provided insights into the expe-
riences of healthcare workers regarding the reforms. 
To minimize social desirability bias, skilled qualitative 
interviewers who were trained in probing techniques 
conducted the interviews in a private space consented 
by the respondents, maintaining confidentiality. Partici-
pants were assured that their personal information would 
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be kept confidential to prevent any adverse employment 
consequences should they be identified as criticizing 
their workplace or performing poorly, hence they were 
open to provide information objectively both positive 
and negative.

Our study faced limitations related to the relatively 
small sample size of healthcare workers at different 
health care levels, primarily due to the complexities of 
implementing the intervention across different levels 
of the health system and the resource-intensive nature 
of data collection. As a result, we conducted interviews 
with willing participants, excluding some senior direc-
tors from the central Ministry of Health due to schedul-
ing conflicts. Additionally, about half of the interviews 
were sourced from the district level, potentially intro-
ducing a selection bias. Nevertheless, these interviews 
effectively captured the experiences and opinions of the 
healthcare workers involved, aligning with earlier quan-
titative studies focusing on district health management. 
There is a possibility that we missed identifying less fre-
quent yet potentially important themes at some of the 
health care levels presented by participants. However, the 
size of our study was adequate to achieve saturation for 
themes across the interviews [49]. To gain more compre-
hensive insights, future research should include feedback 
from other sectors and stakeholders. This would provide 
a deeper understanding of the impact of decentraliza-
tion on healthcare systems. Despite these limitations, 
our study contributes valuable insights and highlights the 
need for further research to address the identified limita-
tions and explore the perspectives of top leadership and 
broader stakeholder groups. By considering these rec-
ommendations, a more comprehensive understanding of 
the impact of decentralization can be achieved. We had 
planned to use certain ideas and theories from the imple-
mentation science field, but we ended up using a differ-
ent framework called the WHO health system building 
blocks. The decision not to conduct this assessment as 
implementation research was determined by the initial 
design, which focused on health system building blocks. 
In the analysis, the data collection tool and the proposed 
analysis didn’t align with most implementation research 
analysis frameworks.

Conclusions
This paper contributes to the series of studies on the 
Lesotho Primary Health Care Reform (LPHCR) and 
its impact on the healthcare system. The study high-
lights the positive effects of decentralization on service 
delivery and healthcare utilization, while also identify-
ing areas for improvement. Decentralization empow-
ered district leaders and enhanced the responsiveness 

of healthcare services by granting decision-making 
authority and autonomy. This authority equipped and 
instilled confidence in the district health manage-
ment team, enabling them to provide effective primary 
healthcare in their respective districts. However, chal-
lenges such as limited decision-making autonomy, 
budget management constraints, and funding avail-
ability bottlenecks still need to be addressed to fully 
realize the potential of decentralization. Our findings 
align with the growing evidence on the positive impact 
of decentralization in LMICs, highlighting the need for 
ongoing efforts to document frontline implementers’ 
perspectives for informed health policy development. 
Continued investment and support, including political 
commitment, adequate resources, capacity-building, 
and effective governance structures, are crucial for suc-
cessful decentralization across Lesotho’s districts. This 
will lead to improved healthcare access, quality, and 
equity, ultimately benefiting the population’s health 
outcomes.
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