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1 Summary 

 

The Paballong HIV/AIDS Care Centre is based at Ha Senekane in the middle 

of the Berea Plateau. It aims to serve those affected and infected with 
HIV/AIDS and became operational as a day-care centre in January 2007. 

In December 2006 a survey was conducted on 304 households (1,605 
household members), found to be a representative sample for all households 

on the Plateau.  

The resulting information was analysed to determine the households’ socio-
economic situation (accommodation, assets, access to water, agricultural 

possessions) plus their membership (age, gender, economic and health 
status) and available health support. 

In spite of the fact that households differ considerably, the survey 
demonstrated that they are in general socio-economically weak. There is 

much unemployment and 30% of the household members have health 
problems. However, the fact that that the younger generation has more 

schooling than the older, is cause for quiet optimism. 

While the extent of HIV and AIDS could not be measured directly, many 

AIDS-related health problems (such as TB) were prevalent; it was, 
therefore, estimated that 23% of the households were affected by AIDS. 

The respondents reportedly sought health support from clinics (42%), 
hospitals (30%), private doctors (13%), with 15% using traditional home 

treatment or home-based care and traditional doctors, spiritual healers and 

community health workers. Therefore, in July and August a survey of all 
health support on the Plateau was undertaken. 

This survey covered village health workers (125), spiritual healers (114), 
traditional doctors (135), traditional schools (52) and orphans (estimated 

5995 [19% of the whole population of the Plateau]). 

 

The report concludes with a number of specific recommendations, including: 

1. Paballong should be the focal point for all HIV/AIDS support activities on 

the Berea Plateau.  

2. Paballong should liaise with and, if need be, provide training for all other 

HIV/AIDS support organisations. 

3. Paballong should provide support to the community on the Berea Plateau.  

4. Paballong could grow and sell herbs, seedlings and cuttings. 

5. Paballong should conduct further research, for example into the health 

and sicknesses of infants; analysis of clients and impact of the Paballong 

activities. 
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Abbreviations 

#...  number of … 

AIDS  Acquired Immuno-Deficiency Syndrome 

CHAL  Christian Health Association of Lesotho 

Dip/Cert Diploma or Certificate 

D/K  Don’t Know 

EA  Enumeration Area 

F  Female 

HIV  Human Immuno-deficiency Virus 

HH  Household 

HoHH  Head of Household 

LE  Livestock Equivalent 

M  Male 

mmb  Household Member 

MoHSW Ministry of Health and Social Welfare 

NFE  Non Formal Education 

PLWA  People Living With AIDS 

PS  Primary School 

RHHS  Relative Household Strength 

RSA  Republic of South Africa 

S&HS  Secondary and High School 

TB  Tuberculosis 

TY  Teyateyaneng (Berea) 

VHW  Village Health Worker 
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2 Why a Baseline Survey? 

 

The Paballong HIV/AIDS Care Centre is based at Ha Senekane in the middle of the 

Berea Plateau and aims to serve those affected and infected with HIV/AIDS. The 
Centre became operational in January 2007. 

In order to be able to monitor the impact and effectiveness of the Centre, a 

baseline survey of the surrounding population was conducted in December 2006.  
Socio-economic and health data were collected to describe the situation before the 

Centre opened. 

The survey gathered information about the following aspects in the target area: 

 

2.1 Population 

 Age, gender, level of schooling 
 Economic activity 

 

2.2 People living with AIDS (PLWA) in the target area 

 Gender, age, status 
 Medical and social condition 

 

2.3 Support for PLWA in the target area: 

 Village health workers 
 Clinics  

 Doctors 
 Traditional healers 
 Spiritual advisers 

 Hospitals 
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3 Methodology 

The Paballong HIV/AIDS Care Centre (the Centre) is located on the Berea Plateau, 
27 km from Maseru, and 8 km from the nearest health centre in the area providing 

general health care. Specialist HIV/AIDS services may be obtained in Maseru (for 
example: Senkatana HIV Clinic, Baylor Paediatric HIV Centre and Queen Elizabeth 
II Hospital) or at the Government District Hospital in Teyateyaneng (30km from the 

Centre). 

The 2006 National Census counted 5,118 households (HHs) on the Plateau. The 

population is then estimated to be about 26,000 (an average of 5 people per HH). A 
sample of 304 HHs, distributed over all the Enumeration Areas, defined by the 
National Census, was used for the survey. This sample size was anticipated to be 

statistically representative of the target area. 

3.1 Instruments 

The HH survey (Appendix A) consisted of three parts: 

 to gather information about individual members of the HH;  
 secondly to obtain data about the socio-economic situation of each of the 

HHs; and 

 thirdly to describe the deaths in the HH in 2006. 

A separate survey collated information about the caregivers and other support. 

The approach was partly based on the 2006 National Census Questionnaire, in the 
hope that a comparison could be made with that much bigger survey. To date this 
has not been possible (except for an estimation of the size of the population), due 

to the Bureau of Statistics being wholly engaged with the preparations for the 
national elections in February 2007. 

3.2 Data Collection 

The survey was piloted in 10 HHs around Ha Senekane (the Centre’s immediate 

vicinity) by a Canadian volunteer, Jane Simmons, resulting in small adjustments 
being made, primarily to do with the coding.  The 1996 village list (Appendix B) 

was used to select the villages and number of HHs per village to be interviewed 
based on the 1996 village list. 

Ms Simmons also supervised the six experienced field workers from Sechaba 

Consultants contracted from 12th to 24th December 2006, as well as making 
necessary logistical arrangements with Mr. Thabiso Matšoele, the manager at the 

Paballong Centre. The field workers randomly selected the number of HHs 
determined for each village, and completed the questionnaires after engaging the 
respondents in Sesotho. They also informed the HHs about the aims of the soon-to-

be-opened Paballong HIV/AIDS Care Centre. 

Ms Simmons and Mrs Makatse Malise, a staff nurse at the Centre, interviewed 

village caregivers at Makujoe at the Good Shepherd Sisters’ Clinic in December 
2006 in order to start the caregivers’ survey. 

The further data collection about caregivers was unfortunately delayed until July 
2007, and after the Centre was opened. Ms Mothepane Makhobalo and Mr Thabiso 
Matšoele (the nurse in charge and manager of the Centre respectively) collected 

information about village health workers, spiritual and traditional healers, 
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traditional schools and orphans in all villages on the Plateau. This survey covered a 
larger area, due to the fact that from a preliminary analysis of those attending the 

Centre, it was found that some had come from the Thupa-Kubu valley below the 
Plateau. (Region F on the map in Appendix D) 

3.3 Enumeration Areas and Village Lists 

See Appendix C for the Enumeration Areas of the 2006 National Census. 

See Appendix D for a map of the Berea Plateau. 

3.3.1 Data from the Bureau of Statistics 

In April 2006 a National Census was conducted in Lesotho; initial results were, 
however, only released in February 2007. At that time the Bureau of Statistics 

(BoS) also made available the enumeration areas (EAs) and village list of the Berea 
Plateau. But they could not provide information either about the number of 

households per EA or the number of people above 17 years of age (which they had 
provided to the Independent Electoral Commission for the 2007 National Elections). 

The village list of the 1996 Census was, therefore, used to select the villages and 

the number of HHs in them to be interviewed. All 1996 EAs were surveyed; in each 
EA between 2% and 12% of the population were interviewed. 

On average 8% of the total 1996 population (21,306) were surveyed 

The total population in 2006 was estimated by assuming that on average a HH 
consists of 5 people (the HHs used for this baseline survey had an average of 5.3 

members). The estimated 2006 population was 26,455.  This bigger number is not 
only due to a natural increase of the population, but also because more EAs were 

included (See Section 3.3.2 below). Using this calculation, 6% of the estimated 
2006 population were surveyed. Only 11 of the smaller EAs (out of a total of 53) 

were not visited. Of the remaining 42 EAs, between 1% and 14% of the population 
were interviewed. (See Appendix C) 

Based on the information available the sample size and selection of the 304 HHs, 

and 1,605 HH members, can be accepted statistically representative for the 
purposes of this survey. 

3.3.2 Some difficulties in selecting and finding villages 

The naming of villages in the rural areas of Lesotho is a complicated matter. 

Villages often have different names: after a geographic feature, a mission or a 
store, or after the name of the chief. A locative ‘Ha’ may be put before the name or 

omitted. Sometimes a subsection of a village may be recorded separately under a 
different name; different villages may also have the same name. It was, therefore, 
very difficult to compare the 1996 and 2006 village lists. 

In addition, it was found that some villages had moved. For example (Ha) Lebajoe 
and (Ha) Paape, which according to the map sheet 2927BA of 1997 (Ministry of 

Interior, Department of Lands, Surveys & Physical Planning) were on top of the 
plateau, and located in EA 32608124, had moved down the plateau to EA 32608123 
and could only be approached from the lowlands. When this was discovered these 

villages were initially omitted from the survey’s list. However, the Centre’s records 
showed that people from these villages were visiting the Paballong Centre, climbing 

up the plateau by foot and then using a taxi to get there. So EA 32608123 is clearly 
part of the target area of the Centre and the data from these villages were 
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subsequently included in the survey. For similar reasons EAs 32608119/20/21/22 
have also been included in the survey. 

3.4 Analysis 

The results were collected and the data recorded into a Microsoft Excel workbook in 
January 2007. 

In April 2007 the data were analysed to consider the following issues: 

 relative socio-economic strength (weak, medium, strong)of each HH; 
 characteristics of the HH Heads; 

 characteristics by ages: babies (0-5), children (6-15), youths (16-30), adults 
(31-60) and elderly (more than 60 years of age); 

 characteristics by gender; 
 characteristics of the five geographical regions of the Plateau; and 
 characteristics of those who had died in 2006. 

The characteristics included: age; marital, education, economic and health status; 
relation to Head of HH; and health support. 

This report was written in October 2007. 
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4 Findings 

4.1 General Description of Households 

A total of 304 HHs were 
interviewed (Appendix E). 

The average size of a HH 

was 5.3 people. The range 
was from 1 to 18 people 

per HH, but the mode was 
5 people (21%).  

 

In 261 HHs (86%) no 
deaths had been reported 

for 2006. Thirty-six HHs 
(12%) reported one death, 

three HHs with 2 deaths, 
three HHs with 3 deaths 
and one HH with 5 deaths. 

 

 

Many HHs had several houses for 
accommodation, on average 3 
houses per HH. The majority 

(62%) reported a ‘polata’ (a house 
with a corrugated iron roof) as 

their main house. ‘Lipolata’ have 
on average 3 rooms. 23% of the 
HHs have a rondavel as the main 

house. 

 

 

Most HHs (60%) used candles as fuel 
for lighting, while 34% used paraffin. 
Wood was mainly used for heating and 

cooking (59% and 57% respectively), 
with paraffin as the next popular 

method (26% and 17%). A significant 
number (20%) used gas for cooking. 
Only a small number of HHs used dung, 

coal, crop waste and electricity as fuel. 

Household assets varied. 82% of HH 

had at least one bed with a mattress, 
while 71% had a radio, 17% a TV and 

13% a fridge. More than one third of 
the HHs had a cell phone, but only 7% 
a landline (there were no landlines 
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reported around Ha Senekane). 22% of the HHs had a scotch cart, but only 5% a 
car. One HH reported to have a computer with internet. 

 

Most HHs (42%) used community piped water, 

16% a public borehole and 6% a covered 
spring. 29% used an uncovered spring and 4% 
a catchment tank. Only 3% had their own water 

on site. 

About one third of the HHs needed less than 15 

minutes to collect water, and another third 
between 15 and 30 minutes. 20% had to walk 
between 30 and 45 minutes, but 7% had to 

spend an hour or more to collect water needed 
for the HH. 

On average, 22 minutes were required to collect 
water.  

 

The survey included questions about 
agricultural possessions. Most HHs 
had fields; 20% had none. 

Whilst 17% had no livestock, all the 
other HHs had either poultry, cattle, 

donkeys, pigs, goats, horses and/or 
mules. None had rabbits. 

To be able to compare the livestock of 

the different HHs a livestock 
equivalent (LE) was calculated, 

assuming that one head of cattle is 
equivalent to 1 horse, 1¼ donkeys, 1¼ 

mules, 4 sheep, 6 goats, 10 pigs or 200 
chickens. 

Using this calculation 73 HHs have up to one LE, 83 HHs have one to four LEs and 

98 HHs have more than 4 LEs. The largest livestock wealth was 44 LEs 

4.1.1 Household strengths and weaknesses  

It was clear that some HHs were more affluent than others (Appendix F). To be 
able to identify which HHs were socio-economically stronger, the following 

indicators were used: 

 the number of rooms/member (more rooms/member was considered better); 

 the number of household possessions; 
 the number of fields; 
 the number of Livestock Equivalents (LEs); 

 the quality of the water supply (coding: private supply as 3; community 
supply as 2; unprotected supply as 1); 

 the average of the fuel used (coding: electricity as 3; gas, paraffin and coal 
as 2; and candle, wood, dung and crop waste as 1); and 
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 the number of regular incomes (coding: self-employed or on wages as 1; and 
casual worker or retired as ½) per HH. 

Each indicator was standardized to give them equal weight (a mean of 0 and 
standard deviation of 1).  The sum of the standardized indicators provided the 

Relative HH Strength (RHHS) score, which gave a measure of the relative strength 
or weakness of each household. The RHHS scores ranged from -6.67 to +15.29. 

The HHs were organised according to the RHHS score and 
then divided into three equal sets: 

Average RHHS 

scores 

the lowest third (-6.67 to -1.78) were designated as weak, weak -3.18 

the middle set (-1.77 – 0.83) were designated as medium  medium -0.59 

and the highest third (0.96 – 15.29) as strong. strong 3.78 

 

It is important to point out that the RHHS scores have no absolute value; they are 
only used to measure of the relative HH strengths within the set of HHs 
interviewed. 

To demonstrate the differences between these three categories, descriptions of the 
three HHs in the middle of each range (i.e. the median) are provided below: 

Weak HH (RHHS score:-2.94): 
It is situated in Ha Mafeasa, EA 
32810105, and consists of a 
widowed HH Head (age 64) with a 
widowed son (age 37) and an 
unmarried daughter (age 19). The 
mother had some Primary schooling 
and is a farmer, the son had no 
schooling and is a casual worker, 
whilst the daughter is a student. The 
mother suffers from diabetes, 
treated at QE II, whilst the son, who 
has sores in mouth, skin and/or on 
the body (possibly AIDS related), is 
being treated at a clinic. The 
daughter is still healthy. The HH has 
a one-roomed ‘polata’ and uses 
wood for cooking and heating and 
candles for lighting. They use an 
uncovered spring for water and it 
takes up to 30 minutes to collect it. 
They have no household 
possessions, but two fields and two 
pigs. 

Medium HH (RHHS score: 0.79): 
It is situated at Ha Hlasa, EA 
32608241, and consists of a 
widowed mother (age 64) and an 
unmarried son (age 30). Both have 
Primary schooling. The mother is 
the chief of the village and the son 
has no work. The mother suffers 
from urinary tract problems and the 
son has a tumour, which they treat 
at home in the traditional way. The 
HH has two houses: a rondavel for 
the mother and a one-roomed ‘heisi’ 
and uses wood for cooking and 
heating and candles for lighting. 
They get piped water from the 
community supply and take less 
than 15 minutes to collect it. They 
have at least one bed with a 
mattress, three fields and two 
donkeys. 
 

Strong HH (RHHS score: 3.16): 
It is situated at Pholoanyane, EA 
32608241, and consists of a HH 
head monogamously married father 
(age, 43),his wife (age 40) and two 
unmarried daughters (ages 21 and 
16). The HH head has a regular 
salary, working in RSA. The mother 
is housewife. The oldest daughter 
does casual work, while the 
youngest is still at school. All have 
Secondary schooling ad report no 
health problems. The HH lives in a 
five-roomed ‘Optaka’ and uses 
paraffin for cooking and lighting and 
wood for heating. They use a public 
borehole for water, which takes 
them more than half an hour to 
collect. The HH owns beds with 
mattresses and a radio, as well as 
two fields, two heads of cattle, one 
sheep, one pig and four poultry. 

 

4.2 General Description of Population (members of HHs) 

A total of 1,605 people in 304 HHs were surveyed (Appendix G), of which 47% 

were male and 53% female. 

As expected, 19% (303) were the Head of Households (HoHH), with 9% their 
spouses. Children accounted for 39% with 20% being grand children of the HH 

Head. The remainder were either some other relative (11%), or domestic workers 
and herd boys (2%). 

Nearly all (93%) were staying at the HH site, whilst 4% worked in RSA, 2% else 
where in Lesotho and 1% beyond Lesotho and RSA. 
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The ages showed an interesting pattern (see graph below), which demonstrates 
the number of people in 5 year sets: 0-4 years old, 5-9 years, 10-14, etc… 

The largest set is the 15-19 age-group, whilst sets of 0-4 and 5-9 years are 
significantly smaller. Between 20 and 40 years old the number of people decreases 

steeply; after 41 years of age the mortality rate is less. 

 

Most people (61%) have had only primary schooling or some non formal 

education (NFE): 21% have reached secondary or high school; and 15% have had 
no schooling at all. Only 1% (20 people) had a certificate or diploma, whilst 7 
people (0.4%) had a degree. 

Looking at the economic status of those surveyed, it was found that: 30% were 
students; 24% were economically active (14% earned regular wages; 6% were 

self-employed (farmers); 4% were casual workers); and 43% were economically 
not active (20% reportedly did nothing (2% were sick or disabled); 14% were 
housewives or home makers, 8% were seeking jobs or unpaid family workers; 1% 

reported to be retired). No information was given for 3% of those surveyed. 

The health status showed that 70% reported to be healthy. 453 people (28%), 

who reported health problems, had a range of illnesses. Only 8 people reported 
HIV/AIDS, but many (34% of the sick) mentioned sores in mouth/skin/body, joint 
pains/swelling, loss of weight and TB, which could be AIDS-related. High blood 

pressure (15%) and headaches (11%) were also mentioned frequently. No 
information was given for 2% of those surveyed. 

When asked to which health support they turned, the majority (42% of the sick) 
visited clinics, whilst 30% went to hospitals, 13% went to private doctors and 7% 
used traditional home treatment. Only a small number used village health workers 

(1%) or home based care (3%). 

Some (34% of the sick) provided details of their health support. Of the hospitals 

used, QE II in Maseru (45%) and the government hospital in TY (44%) were the 
two institutions most visited. Of the clinics used, Koali Clinic (30%) and Good 
Shepherd Clinic at Makujoe (26%) and Mabote Clinic in Maseru (14%) were the 

most visited. All the private doctors used were based in TY, except for one private 
doctor in RSA. 



Baseline Survey  Paballong HIV/AIDS Care Centre  

Drs Gerard Mathot  October  2007 

Page | 12 

4.3 Comparing Characteristics of Sub-groups 

The previous section provided a general picture of the features of the Berea Plateau 
population. In the subsections below, the following differences between subgroups 

will be considered: 

 relative household strengths (weak, medium and strong); 
 heads of households; 

 different age groups (babies, children, young adults, adults and elderly); 
 gender (male and female); and 

 regions on the Berea Plateau: near Maseru (Thuathe), around Makujoe, 
around Ha Senekane, around Sefikeng and nearer to TY.  

4.3.1 Relative Household strengths 

Various characteristics related to the Relative Household Strengths (RHHS) are 

captured in Appendix H.  

The HH indicators were used to divide the HHs into three levels of strengths: weak, 
medium and strong (sub-section 4.1.1). 

The average ages of the strong HHs were generally greater than those of the weak 
and medium HHs. This is because in the strong HHs there were less people in the 

0-19 age group and more in the 20-29 and 40-59 age groups. 

There were no significant differences in gender. 

The average educational achievements were higher in the strong HHs than in the 

other HHs: i.e. fewer individuals with no schooling, more in pre-school, more who 
have reached secondary or high school, and more with certificates, diplomas and 

degrees. Similarly medium HHs did better than weak HHs: for example those 
reaching secondary of high school comprised 14%, 19% and 28% of the weak, 

medium and strong HHs respectively. These results were not unexpected, due to 
both the cost of schooling and the need for members of weaker HHs to find paid 
employment at an earlier age. 

The percentage of people involved in regular economic activities (self-employed 
and or regular salaried jobs) increased from 10% to 20% to 29% in weak, medium 

and strong HHs respectively. Likewise the percentage of people without work (apart 
from students, sick and disabled, housewives and home makers) decreased from 
25% to 15% to 14% in weak, medium and strong HHs respectively. This was to be 

expected as the number of earners was used as one of the indicators to calculate 
the RHHS score. 

 It would be interesting to find out why members of medium HHs are reportedly 
healthier (72%) than either members of weak HHs (69%) or of strong HHs (67%). 
There does not seem a significant variance in the proportion of different diseases 

reported, except that members of the strong HHs suffer more from high blood 
pressure (6%) than members of the medium HHs (4%) and weak HHs (3%). 

Nearly all cases of HIV/AIDS were reported in the medium HHs, but the diseases 
related to HIV/AIDS (e.g. TB, weight loss, joint pains and sores) are more or less 
equally represented in each Relative HH Strength level. 

4.3.2 Heads of Households Characteristics 

Various characteristics related to the Heads of Household (HoHH) are captured in 
Appendix I.  
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The average age of HoHHs was 52 and 60 years for males and females respectively 
(the average age of all women in the survey was greater than those of men). The 

youngest HoHH was 22 years of age - a HH consisted of young married couple with 
a one-year old child and the sister of the husband. No child-headed HHs were 

therefore found in the sample. 

83% of the male HoHHs were married, but only 4% of the female HoHHs: the 
women became HoHHs mainly after the deaths of their husbands (89% were 

widowed). Only 1% of the HoHHs were unmarried and 4% were either divorced or 
separated. 

The educational status of the HoHHs showed that women have received more 
schooling than men: 10% of men compared with only 4% of women had had no 
schooling: 71% of men compared with 75% of women had reached primary school 

and 15% of men compared with 19% of women had reached secondary or high 
school. Yet some men (3%) had a certificate or diploma, while no women had 

attained that educational level. The overall level of education of HoHHs could, 
however, be considered to be lower than the whole sample population, since 21% 
of the latter had reached secondary of high school. 

Male HoHHs were most economically active: 62% were either self-employed, 
regular wage earners or casual workers, compared with 25% of the female HoHHs. 

Nearly half (48%) of the female HoHHs were either home makers or housewives. 

A remarkable difference was found in the health status of the male and female 

HoHHs: over half (56%) of the male HoHHs reported to be healthy, while only 25% 
of the female HoHHs reported no health problems. The main disease of the male 
HoHHs was TB (19% of non-healthy HoHHs), but for the female HoHHs it was high 

blood pressure (29%). Both groups reported joint pains/swelling (14% for male and 
17% for female), while diabetes was more prevalent with the female HoHHs (10%) 

than with the male HoHHs (3%).  

4.3.3 Age Characteristics 

Various age related characteristics are captured in Appendix J.  

Access to education seems to have improved over the years. 89% of children have 
at least reached primary school, compared with 53% of young adults, while 43% 

reached secondary or high school. Only 26% of mature adults reached secondary or 
high school while 65% seemed to have attended primary school only. Of the 

elderly, 3% have reached secondary or high school, with 85% remaining at primary 
school level. In addition 85% of children were reported to be students compared 

with 28% of young adults. 

On the economic front, the chance to be self-employed (farmer) increased with 
age: only 4% of young adults, but 15% of mature adults and 17% of the elderly. 

There was a similar result for homemakers or housewives: only 11% of young 
adults, but 29% of mature adults and 35% of the elderly. 

Regular wage jobs were more probable with young and mature adults (21% and 
29%). Young adults were also more involved in finding a job (13%). 

As expected, younger people were healthier than older ones: 84% of the babies 

and children were reportedly healthy, 81% of the young adults, but only 54% of 
the mature adults and 19% of the elderly.  
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Babies suffered from abdominal pain and diarrhoea (27% of those who were not 
healthy). But 35% of the babies and 32% of the children were reported to have 

sores in mouth, skin and body (indicative of HIV/AIDS). TB was reported most in 
the young (10%) and mature (11%) adults.  Mature adults and the elderly 

complained more about high blood pressure (21% and 26%) and pain in the joints 
(13% and 19% respectively). 

4.3.4 Gender Characteristics 

Various gender related characteristics are captured in Appendices K and L.  

There were more women 
(53%) than men (47%) in 
the population surveyed. 

Women were also older (28 
years) than men (25 years). 

The reasons are clear from 
the graph: there were less 
baby girls and, from about 

50 years of age, there were 
more women than men. 

More men were heads of 
households, and more 
women were spouses to the 

HoHHs. There were also 
significantly more daughters-in-law than sons-in-law in the HHs, since women join 

their husband’s family. Most domestic workers were female and all herd boys were 
male, as was expected. 

65% of men were unmarried as against 54% of women, yet 28% of men were 

married compared with 25% of women. This is because many more women were 
widowed (16%), while only 4% of men. This is confirms the fact, mentioned above, 

that men die younger than women. 

Women were more educated than men: 26% of women reached secondary or high 
school as opposed to 15% of men. There were also more women students (32%) 

than men (29%). 

More men were economically active (29%) than women (20%), but 22% of the 

women were home makers or housewives, meaning that there were more men 
without work (22%) than women (15%). 

Men were in generally healthier (76%) than women (64%). 

 The main diseases of men were sores in mouth/skin/body (16% of those who 
were not healthy) and TB (15%), both of which are HIV/AIDS-related. 

 The main diseases of the women were high blood pressure (20%), joint pains 
(14%) and headaches (10%). HIV/AIDS-related diseases were reportedly 

less common than for men: sores (14%) and TB (3%). 

4.3.5 Regional Characteristics 

Various regional-related characteristics are captured in Appendices M and N.  

The Berea Plateau is long and relatively narrow. For purposes of this survey, the 

plateau has been divided into regions, in order to demonstrate proximity to other 
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health facilities.  All villages are on the plateau (except for EA 32608123/122 and 
119, see subsection 3.3.2). 

On the map (Appendix D) one can see the following regions: 

A. At Baruting, near Maseru town; 

B. At Ntloana Ntsoana, around the Good Shepherd Clinic at Makujoe; 
C. Near the Paballong HIV/AIDS Care Centre at Ha Senekane; 
D. At the most northern part of the plateau, but near TY; 

E. Around Sefikeng and near its clinic. 
 

Region F was added after the initial survey was completed, and was only considered 
when investigating the health support available (Section 4.5). 
 

Sketch map of the Berea Plateau 

 

How similar are the characteristics of these five regions? 

Educational Status: Region A (near Maseru) seemed to have more people (24%), 

who have reached secondary or high school than the average of 21% for the whole 
survey. The percentage of students, however, was higher in both A and in E: 33% 

compared to the average of 30% 

Economic Status: The greater the distance from Maseru the fewer the people with 
a monetary income: A: 26%, B: 25%, C: 24%, D: 22% and E: 21%. 

Health Status: Region A was reportedly the healthiest (73%), whilst Region D was 
the least healthy (67%). Yet Region A had the largest percentage (15%) of those 

who were unhealthy and Region C the lowest (4%). The highest percentage of 
sores in mouth/skin/body occurred in Region D (16%), the lowest in Region A 
(10%). 

HH Strengths: See Appendix N. All regions have an average RHHS which was in 
the medium range. Region A had the highest average RHHS (0.64), Region B was 

next (0.16), followed closely by Region E (0.11). Region C was weakest (-0.53), 
followed by Region D (-0.28). 
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If all HHs are taken into account, one sees a slightly different pattern: Region A had 
the most strong HHs (46%), Region D and B were next (40% and 36% 

respectively). Region E had the smallest number of strong HHs (22%), followed 
closely by Region C (24%).  

It can be concluded that Region A was the strongest and Region C was the 
weakest, supported by the statistic that Region C had the highest percentage of 
weak HHs (41%). 

Therefore, while there were some differences between the five regions, they did not 
seem statistically relevant. 

4.4 Deaths in the Households in 2006 

Out of the total of 304 HHs surveyed, 56 reported the deaths of one or more of 
their members in 2006 (Appendix O). 

The highest death rate per HH was 5 and it now consists of 6 members. It is still a 

young HH: the parents are 24 and 19 years of age, with one 1-year old child and 
three young relatives between 15 and 18 years of age (two students and one 

unpaid family worker). They all reported to have no health problems. The 5 deaths 
related to three babies, who died from diarrhoea, headache and an unknown 
reason, and two young adults, who died from TB (possibly AIDS-related). 

The graph shows that of 
the 56 reported deaths 9 

(16%) were very young 
(between 0 and 2 years of 
age); there were no deaths 

in the teenage range; 20 
(36%) between 20 and 39 

years of age; 16 (29%) 
between 40 and 59 years of 
age; and 11(20%) deaths 

were reported for ages 60 
and above. This correlates 

well with the age group 
graphs in section 4.2 and 
4.3.4. 

Interestingly, only males 
died between the ages 70 

and 79, while only women 
died from aged 80 and 
above. 

The cause of death for the elderly was mainly heart disease and strokes, while for 
adults it was mainly TB (30%), abdominal pains (13%), AIDS (8%) and accidents 

(8%)1. Of the 9 infants deaths (aged between 0 and 2) three were from intestinal 
diseases; one each from pneumonia, TB, headache and accident; for two the cause 
of death was unknown (found dead in the crib). Whether the cause of death was 

AIDS-related is difficult (if not impossible) to establish.  

                                       
1 Note that TB is often also AIDS-related 
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Despite the fact that there were more female than male HH members in the 
sample (subsection 4.3.4), more men (54%) were reported to have died than 

women (46%). The higher average age of women does not explain this 
discrepancy. 

The cause of death was equally applicable for males and females, with two 
exceptions: only men were reported to have died from accidents (5 men) and only 
one woman (and no men) died from high blood pressure. 

The period of time that people were sick before they died ranged from very short 
(mainly in the cases of accidents) to 48 months (4 years); the majority (88%), 

however, passed away after less than one year of being ill. In relation to AIDS this 
could indicate that most people recognised their status too late to be able to obtain 
effective treatment. 

When asked what support was sought for those dying, 57% of the HHs mentioned 
hospitals (mainly QEII in Maseru), 13% clinics (Good Shepherd and Koali), 13% 

private doctors; 16% found no support at all. Only one HH mentioned home care.  
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4.5 Available Support Systems 

The HH survey interviewed 7% of the HHs in Regions A to E on the Berea Plateau 
(Section 3.3.1). The survey of health support systems was done 8 months after the 

Paballong Centre became operational, when it was found that also people from the 
Thupa-Kubu valley attended (Region F on the map [Appendix D]). The Thupa–Kubu 
region was, therefore, also included in the health support survey. 

The HH survey (Section 4.2) shows, that HH members with health problems sought 
assistance from clinics (42%), hospitals (30%), private doctors (13%), traditional 

home treatment or home-based care (10%), traditional doctors (2%), community 
health workers (1%) and spiritual support (1%). 

The survey aimed to find out how much of the above mentioned support was 
available on the whole of the Berea Plateau (now including Region F). 

4.5.1 Hospitals, Clinics and Private Doctors 

One private doctor, Dr Mojela, is working on the Plateau (at Parays in Region A). 

The HH survey showed that of those members who had health problems, 13% 

sought help from private doctors. None mentioned Dr Mojela, but most went to 

doctors in TY and one went to a doctor in South Africa. 

In addition to the Paballong Centre (Region C), there are two clinics (health 
centres) supported by the Christian Health Association of Lesotho (CHAL): the Good 
Shepherd Clinic at Makujoe (Region B) and the Bethany Clinic at Ha Matholoana 

(Region F). 

There are three private clinics: at Pareys (Region A), Sefikeng Ha Fako (Region E) 

and Qopo Ha Majara (in Region B, but below the Plateau). The last one is only open 
on Mondays and Fridays. 

Three clinics are only open once a month: Ha Keahana (Region C), served provided 
by Bethany Clinic; and Ha Makuba and Litsilong (Region D), both by Berea Hospital. 

The HH survey showed that of those HH members who had health problems, 42% 

sought help from Clinics, mainly at Ha Koali (30% of those who visited clinics), a 

Government health centre just north of the Plateau, Good Shepherd Clinic (26%) at 
Makujoe and Mabote Clinic (14%) in Maseru Town2. Of the remaining clinics 
mentioned by the HH Survey, only the Qopo Ha Majara clinic (3%) and Bethany 

clinic (1%) were on the Plateau. 20% mentioned other clinics in Berea (not on the 
Plateau) and 6% other clinics in Maseru Town. 

There are no hospitals on the Plateau. 

The HH survey showed that of those HH members, who had health problems, 30% 
sought help in hospitals, mainly Queen Elizabeth II Hospital (45% of those who 

visited hospital) in Maseru and the government hospital in TY (44%).  A small 
number went to Maluti Adventist Hospital (Mapoteng), South African hospitals, 

St.Joseph Hospital (Roma) and the government hospital in Butha Buthe. 

                                       
2 The Paballong Centre was not yet operational at the time of the survey. 
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4.5.2 Village Health Workers (VHWs) 

Two VHWs have been identified for each village. They are trained by the health 
centres in dressing wounds, home delivery, treating minor ailments and possibly 

HIV/AIDS (medicine adherence). Most VHWs in Regions A and B will be trained at 
the Good Shepherd Clinic, in Regions C and D at the Koali Clinic and in Regions E 
and F at Bethany Clinic. 

A total of 125 VHWs were identified i.e. 4.0 VHW per 1,000 people. Region B had 
the greatest relative number (6.8) and Region D the smallest (1.2). Regions C and 

F were about average (4.9 and 4.0 respectively), while Regions D and E were much 
lower (2.8 and 2.3 respectively). 

Only 3 (less than 1%) of the 435 HH members with health problem mentioned that 

they had used the services of a VHW. 

4.5.3 Spiritual Advisers 

Spiritual healers or advisers include priests and ministers of major churches (such 
as the Roman Catholic, Lesotho Evangelical, Methodist denominations), and 

prophets of the indigenous churches and healers in prayer groups. 

114 of such spiritual healers were counted, an average of 3.6 per 1,000 people. 

Region D had the greatest relative number (6.9) whilst Region E had the least 
(1.3). Regions B and C were about average (4.9 and 4.6 respectively), while 
Regions A and F had a much smaller number (2.7 and 2.8 respectively). 

Only 2 (less than 1%) of the 435 HH members with health problem mentioned that 

they consulted a spiritual healer; one in Sefikeng and the other off the Plateau in 
Lekokoaneng (near TY). 

4.5.4 Traditional Healers 

Traditional healers can be divided into two groups: ancestral healers (dealing more 
with psychological problems) and herbalists (using traditional herbs to cure 

patients), who sometimes use razorblades to insert herbs under the skin (tattoos) 
and need to be careful not to transmit the HI Virus. 

Traditional healers are supposed to register with the Association of Traditional 

Doctors of the Ministry of Health and Social Welfare (MoHSW), which provides them 
with a license to practise. There is one traditional healer on the Plateau, who trains 

(initiates) traditional healers. 

Migrant healers from outside the Plateau, and non-practising healers were not 
included in this survey. 

A total of 135 traditional healers were recorded: an average of 4.3 per 1,000 
people. Region C had the greatest relative number (8.6) and Region A the least 

(2.5). Regions B, D, E and F had 4.1, 4.5, 3.2 and 3.5 traditional healers per 1,000 
people respectively. 

None of the 435 HH members with health problem mentioned that they had 

consulted a traditional healer. It could be that the respondents want to mention this 

support given that the survey was being conducted for the Paballong Centre, which 
provides allopathic health care. Indeed they may have thought that mentioning 

alternative medical approaches would be inappropriate. Yet it is well known that 
traditional healers are often the first port of call for many people. 
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Despite the fact that herbs used by herbalists can also be bought, there seems to 
be a real risk that the environment is becoming depleted of those herbs. This is an 

area of great concern to the herbalists and environmentalists. The Agric Sector of 
the Paballong Centre could perhaps play a role in alleviating this concern. 

4.5.5 Traditional (Initiation) Schools 

Traditional schools play an important role for many youths on the verge of 

manhood. The initiates often enter them without their parents’ approval, but 
ultimately the parents have to pay the teacher, who has to feed the students. 

Therefore, they do not always go to the traditional schools near their village, but 
seek schools further away. Many children from Maseru attend traditional schools on 
the Plateau. 

When the initiates arrive, they receive cuts with a razorblade; at the end they 
undergo circumcision, also with razorblades. As in the case of traditional healers, 

this obviously carries the risk of transferring HI Virus. 

Sometimes the children are too young (from 12 years of age) to understand the 
lessons being taught at these school and on returning home are disrespectful to 

their elders and women which can lead to sexual assaults and rapes by the 
initiates. 

The survey found 52 traditional schools on the Plateau: on average 1.7 schools per 
1,000 people. Region D, which is most remote, had 4.5 schools per 1000 people, 
whilst Region A, nearest to Maseru, had only 0.6 schools per 1,000 people. 

In the HH survey no questions were asked about traditional schools, but the use of 

razorblades and the possibility or rapes, made it necessary to collect data about 
them. 

4.5.6 Orphans 

The data about orphans need to be treated with caution. In some instances the 
number was more or less the same as all children in the village: it seemed that 

many respondents counted all vulnerable children, including those who have 
parents, but were destitute. It could be that this happened in the hope that 
government or other sources would provide financial or other assistance by 

including these children. Yet the numbers do give an indication of the extent of 
poverty in the villages. 

Some villages only recorded double orphans i.e. those who had lost both parents; 
others also recorded single orphans i.e. those who had lost only one of their 
parents. In order to estimate of the number of single orphans in those villages 

which had recorded only double orphans, the ratio of single and double orphans 
was calculated using the returns from those villages which had recorded both types 

of orphans: on average 2.23 single orphans for each double orphan. This ratio was 
then used to estimate the number of single orphans in villages which only recorded 
double orphans. Using this method it was calculated that an additional 3,080 single 

orphans existed resulting in a total number of 4,141 single orphans and 1,854 
double orphans. 

The total number of orphans constitutes 19% of the total population. Most orphans 
were found in Region D (22%) and least in Region C (15%). 

The Independent Electoral Commission obtained from the National Census the 
number of people of over 17 years of age. Of the total population of 31,315 the 
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over 17s were given as 16,819. If children are defined as below 18 years of age, 
then the number of children is 14,496. Therefore, the percentage of orphans (or 

OVCs) would be 41% of all the children on the Plateau. 
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5 Comments and Recommendations 

5.1 Comments 

Some observations can be made about the findings in Section 4. 

5.1.1 Distribution:  

The smaller numbers in the age groups 0-4 and 5-9 than 10-14 and 15-19 age 
groups was unexpected. Does this mean that less children have been born than in 

previous years, or that the mortality rate in these age groups has recently 
increased (due to HIV/AIDS?)? 

Between the ages of 20 and 40 deaths due to HIV/AIDS have the greatest impact, 

this could explain the steep drop in population from 20 to 40. 

A comparison of the age groups from the National Censuses conducted in 1966, 

1986 and 1996 is presented below (Appendix K). 
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This graph shows that the relatively low percentage of the lower age groups (0-4 

and 5-9) was also present (but to a lesser extent) in previous censuses, with the 
exception of the 1996 Census. The 1966 Census report provided the following 
explanation (page 88): 

“The age group 0-4 was found consistently lower than the next higher age-group of 5-9 throughout all 
districts. This is largely due to the fact that the number of infants under the age of one year (i.e. the 
zero age group) was consistently lower than the number of children aged one year. There is therefore 
a suspicion that the zero age group was under-enumerated by a considerable amount. … reports 
indicate that some enumerators did not count newly born babies because they (the enumerators) 
thought these newly borns were not yet “people”. Alternately they were not declared by their parents 

for the same reason. …. There is of course the other possibility that some children under one year 
were incorrectly reported as being one year old. … In this connection it is noted that children aged 4 

could have been reported as aged 5 in several cases.” 

However, since a major complaint of the 1996 Census was that the infants were 
badly under-enumerated, the data of 1996 should be treated with extreme caution. 
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The Bureau of Statistics did report that the total fertility rate decreased from 5.4 in 
1976 to 5.3 in 1986 and to 4.1 in 1996: on the other hand infant mortality (per 

1,000 births) also decreased from 113 (1976) to 85 (1986) and 74 (1996). 

Notwithstanding these provisos it can be concluded that this survey’s data 

demonstrated a significantly lower percentage of infants than expected. 

The drop in percentages of the age groups between 20 and 40 was the same as in 
1966, but steeper when compared with 1986 and 1996 (and before the effects of 

the AIDS pandemic became apparent). The life expectancy in 1976 was 51, in 1986 
it increased to 55, whilst in 1996 it again increased to 59; last year, however, it 

was reported that life expectancy had dropped to 39 as a result of HIV/AIDS. 

NB Appendix K provides a comparison with the age group percentages in the Berea 
District and shows the same pattern as for the overall population.  

5.1.2 Infants Deaths: 

It is known that men generally die younger than women. But why would there be 
fewer girls from 0-4 and 5-9 years of age than there are boys? 

It was found that in the age group from 0-4 years, 20% of the girls were unhealthy 

compared to 11% of the boys. In addition, when considering the number of 
individuals dying in 2006, it was found that 5 baby girls died compared to 4 baby 

boys, which leads to the question: why would baby girls be more prone to illness 
than baby boys? 

5.1.3 PLWA:  

The survey did not gather data about HIV or AIDS, because of the confidentiality 

issue. Only 8 out of the 1605 HH members were reported to suffer from HIV/AIDS 
and only 3 out of the 56 reported deaths in 2006were reportedly as a result of 
AIDS. 

Many diseases are, however, AIDS-related, especially TB, loss of weight/appetite 
and sores in mouth/on skin/on body. If it is assumed that all those HH members 

suffering from these diseases are suffering from AIDS, the result would be too high. 
If, however, those suffering from the other possible AIDS-related diseases (such as 
pneumonia, diarrhoea and headache) are omitted, the result would be too low. It 

may, therefore, be reasonable to estimate the frequency of AIDS using only TB, 
loss of weight, and sores. 

Using this methodology 105 of the 1,605 HH members (7%) were estimated to 
suffer from AIDS (equivalent to 23%of the 453 unhealthy HH members), and 19 of 
the 56 reported deaths (34% were as a result of AIDS.  

It was then also found that of the 340 HHs 80 (23%) had at least one member 
suspected of suffering from AIDS: 63 HHs with one member, 11 HHs with two, 5 

HHs with three, and even one HH of 5 members, who all could be suspected of 
suffering from AIDS. 

The table of the right shows that number 

of AIDS affected families was more or 
less equally divided over the three 

categories of Relative Household 
Strengths (RHHS). 

Unfortunately, it was not possible to 

# of HHs Suspected AIDS/HH 

RHHS 1 2 3 5 Total 

weak 24 4 

  

28 

medium 19 6 4 

 

29 

strong 20 1 1 1 23 

Grand Total 63 11 5 1 80 
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estimate of the number of people who are HIV positive from the available data.  

5.1.4 Home Based Care: 

If there were so many cases of suspected AIDS sufferers, it was curious that home 

based care was only mentioned 15 times (3% of the 435 unhealthy HH members). 
However, 32 (7%) mention traditional home treatment, whilst community health 
workers and support groups were mentioned only 4 times (less than 1% of the 

cases). Could it be that this kind of support is not taken seriously as those services 
which hospitals or clinics can provide? The many VHWs identified on the Plateau 

should be supported and appreciated in the fight against the HIV/AIDS pandemic.  

5.1.5 Comments about existing HIV/AIDS Clinics: 

Senkatana and Baylor Paediatric HIV/AIDS Clinics were not mentioned at all. 
Further research should explore whether their services were not known, or the 

distances involved were problematic. Given the low economic status of many HHs, 
regular visits to these clinics could be too expensive for many. But the need to 
bring HIV/AIDS support closer to people both infected and affected by HIV/AIDS is 

evident.  
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5.2 Recommendations 

1) Paballong should be the focal point for all HIV/AIDS support activities on the 
Berea Plateau, including: 

a) day care; 

b) residential care in crisis situations; 

c) Voluntary Counselling and Testing; 

d) ARV distribution and drug adherence; and 

e) A shop to provide supportive materials (such as rubber gloves and adult 

nappies) and supplements (such as herbs and food supplements). 

2) Paballong should liaise with and, if need be, provide training for all other 

HIV/AIDS support organisations, including: 

a) Village Health Workers; 

b) spiritual and traditional healers; 

c) clinics and medical doctors on the Plateau; 

d) teachers at traditional schools; 

e) hospitals in Maseru and TY, and the Senkatana and Baylor Paediatric 
HIV/AIDS Clinics; and 

f) the National Aids Commission in TY and Maseru. 

3) Paballong should provide support to the community on the Berea Plateau by: 

a) organising HIV/AIDS awareness campaigns; 

b) providing information about orphans and vulnerable children to relevant 
organisations; 

c) demonstrating techniques and training in home gardening and animal 

rearing; 

d) initiating income generating activities; and 

e) making the commercial site of Paballong available for community activities. 

4) Paballong should grow 

a)  traditional herbs to sell to traditional herbalists; and  

b) seedlings and cuttings to sell for home gardens. 

5) Paballong should conduct further research into: 

a) health and sicknesses of infants; 

b) use or lack of use of clinics and hospitals 

c) client analysis; and 

d) the impact of Paballong activities. 
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