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EXECUTIVE SUMMARY 
 

This report presents the findings from an independent evaluation of the Paballong HIV/AIDS 
Care Centre, located at Ha Senekane, 25km east of the capital of Lesotho, Maseru. The 
Centre was initiated by a group of concerned people who established the Paballong Trust  in 
an effort to respond to the devastating impacts of the HIV/AIDS pandemic in Lesotho. The 
trust aimed to assist Government in tackling the immense challenges posed by the 
pandemic. The Paballong Trust was able to obtain a residential and commercial site at Ha 
Senekane when it came onto the market in 2001.  
 
Between 2003 and 2006, the residential area, with its extensive gardens, was converted into 
a Centre providing holistic HIV/AIDS services, including voluntary counselling and testing 
(VCT), provision of Anti-Retroviral Treatment (ART), treatment for Opportunistic Diseases 
(ODs), Anti-TB Medication and Prevention of Mother to Child Transmission (PMTCT) 
treatment. As part of its holistic approach, an agricultural component was added that helps to 
provide free lunches to patients and acts as a demonstration farm.  In 2008/2009 support 
was provided to an independent co-operative to start income-generating activities.   
 
By December 2009, Paballong had carried out VCT for 1,074 clients, and was supplying 
ARTs to 596 clients. In 2009 alone, some 2,391 visits were recorded by clients seeking 
treatment for various Opportunistic Diseases (ODs). Plans to establish residential care 
facilities for patients have not been realised as funding has not been obtained for the 
necessary staff.  
 
The primary data for the evaluation were collected through interviews with 401 randomly 
selected respondents (243 clients and 158 non-clients), focus group discussions (FGDs) and 
key informant interviews (KIIs). Two workshops were held with stakeholders to discuss the 
research plan and the preliminary findings.  
 
An analysis of the socio-economic status of Paballong clients indicates that they are mostly 
women (67%) and poorer than the average Berea villagers. Many (40%) are widows and 
most were either unemployed (41%) or had only informal, irregular work (36%); 41% said 
they were “very dependent” on food aid. 
 
The overall finding is that Paballong has been extremely successful in terms of its core 
businesses (provision of VCT, ARV and treatment of ODs), but less successful in other 
areas (agriculture, income generation, support groups). Within a short period of time 
Paballong has become well-known on the Berea, with 94% of non-clients saying they had 
heard of the Centre. The vast majority of clients (90%) had a positive view of the Centre and 
almost all (97%) said it was “very important”. A key reason given was the proximity of the 
Centre to the villages on the Berea.   
 
The majority of clients (98%) voluntarily disclosed their status and agreed to participate in 
subsequent questions. Very favourable views emerged of the VCT services offered by the 
Centre: 97% of those who had used the services said they “fully trusted” the counsellors and 
all respondents said they would not hesitate to recommend the VCT services at Paballong to 
others; 93% agreed with the statement that: “The VCT helped me to accept my status and 
face the future”. 
 
The ARV services provided by Paballong (used by 66% of respondents) have been equally 
well received. Again, proximity is a key factor. Clients highly appreciated the convenience of 
being able to access ARVs on the plateau, rather than having to incur the costs of travelling 
to town. 
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One in five clients indicated that they had received other forms of counselling, in addition to 
that received in the course of VCT. This counselling, with a strong focus on adherence to 
ARV regimes, was well received, with 95% of respondents indicating that the counselling 
and support they had received had “helped a lot”.   
 
One in ten of Paballong clients received treatment for ODs, mostly when coming to obtain 
their ARVs. In 66% of cases, the clients said they had been completely cured and a further 
19% said they had been partially cured. Patients had a positive view of the staff working at 
the Centre and there were no complaints of medicines running short.  
 
The popularity of Paballong has resulted in a dramatic escalation in the number of clients 
visiting the centre, from 2,008 visits in 2007 to 6,789 in 2009 (a 238% increase).  This is 
equivalent to an average of 25 patient visits (consultations) per working day of the year or 
3.2 per working hour (a visit every 18 minutes). 
 
The agricultural component was found to be only partially effective and to have only a very 
limited impact outside the Centre. Although many (73%) of the clients had taken a look at the 
agricultural activities, the majority indicated that they had done so on their own initiative. One 
in five indicated that they had learned something new, but only 2% of these clients were 
actually able to show evidence of having implemented any of the activities they had learned.  
 
Open-ended interviews were conducted with Village Health Workers and Support Group 
members; the results of these interviews suggest that both groups are provided with virtually 
no material support, and as such are struggling to undertake the immense task of providing 
material and psychological support to orphans and individuals who are ill and have been 
infected or affected by HIV/AIDS. As volunteers, both groups indicated that they are not 
sufficiently supported or duly recognised; although they are as poor as other members of the 
village, they often have to carry the costs of care (e.g. buying soap and gloves) themselves. 
 
Chapter 5 of the report contains both a discussion of the findings and recommendations. 
Overall the consultants affirm the enormous importance of Paballong to the Berea and 
endorse its continuation into a new phase. The key recommendations include: 
 

1. Clinical Operations: Recruit two additional nurses and one new nurse assistant. 
 

2. VCT Services: Recruit one additional VCT Counsellor and increase counselling 
space by moving into the main house. 
 

3. Support Groups: Provide simple care-giving and support kits (soap, disinfectants, 
gloves, seeds, etc) and explicitly recognise the efforts of VHWS and SGs annually. 
 

4. Income Generation. Handover all responsibility to the cooperative. Discontinue 
staff involvement.  
 

5. Agriculture. Establish 2-week block, residential training for carefully selected 
clients/caregivers. Recruit an Agricultural Extentionist to manage. Allow adequate 
follow-up time. Reduce the number of permanent garden staff. Use hands-on 
training to produce food for client lunches.  
 

6. Space and services. Abandon the idea of residential palliative care. Use one ward 
for emergency maternity services; one ward for occasional overnight emergencies; 
and one for TB treatment. Using the living room to expand VCT services. 
Accommodate agric training groups in the caregivers’ house. Conduct feasibility 
studies to identify best options for commercial site. 
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1. INTRODUCTION 

This evaluation, conducted by Sechaba Consultants in December 2009, aims to provide an 
independent assessment of the first three years of operation of the Paballong HIV/AIDS 
Care Centre. The report begins by outlining the Centre’s history, its various activities and its 
achievements to date. Drawing from a range of primary data – a survey of 401 randomly 
selected respondents, a number of focus group discussions (FGDs) and several key 
informant interviews (KIIs) – the report then outlines the strengths and weaknesses of the 
Centre’s various activities and proposes a number of key recommendations for its future 
operations.   
 
1.1 Background and History of Paballong 

Lesotho lies at the epicentre of the African HIV and AIDS pandemic, with one of the highest 
prevalence rates in the world (23.2%). Each day, there are an estimated 62 new infections 
and about 80 deaths due to AIDS-related illnesses. In 2007, there were approximately 
270,273 people living with HIV and AIDS (PLWHA). The pandemic has compounded the 
already high levels of poverty in one of Africa’s least developed countries: over a third of the 
labour force is unemployed and one quarter of the population live below the food poverty 
line. The devastating impacts of AIDS-related mortality are most acutely felt by the estimated 
210,000 children orphaned by the pandemic. Many more children have been left vulnerable 
through abandonment, abuse, neglect and chronic poverty.  
 
Lesotho’s Ministry of Health and Social Welfare (MOHSW) and its partners in the health 
sector have been faced with a daunting task. The rapid escalation of infections and deaths in 
the last 10 years added a massive burden onto a health system already severely tested by 
under funding and the outmigration of health professionals to more lucrative posts in South 
Africa and overseas. With massive understaffing, it was not surprising that many terminally ill 
AIDS patients obtained less than optimal treatment at public hospitals.  
 
At the turn of the century, with no ARVs yet available in the country and the Government 
evidently in need of partnerships to tackle these immense challenges, a group of concerned 
residents came together to form the Paballong Trust (see Annex 1 for list).  
 
When the residential and commercial site of a shop at Ha Senekane on the Berea Plateau, 
owned by Mrs RG Surtie, became available in 2001, the trustees saw an opportunity to offer 
voluntarily their various skills (medical, managerial, architectural, agricultural and 
educational) to establish the Paballong HIV/AIDS Care Centre.1 The voluntary Trustees 
formulated the following objectives for Paballong incorporated into the Project Document: 
 

The Paballong Centre will aim to develop a culture of self-reliance within the broader 
society in relation to the holistic management of HIV/AIDS. It envisages supporting its 
clients both infected and affected people (including AIDS orphans), initially in the 
northern part of the city of Maseru and on the Berea Plateau, by providing: 
 
• a Care Centre at Ha Senekane, Berea Plateau (25km from Maseru); 
• temporary admission of clients in a medical crisis; 
• counselling of infected and affected people; 
• demonstration of agricultural practices to support a healthy life-style; 
• occupational therapy and support to income-generating activities; 
• health supporting products for sale to assist HIV infected people; and 
• HIV/AIDS information and awareness workshop for the broader society. 

                                                 
1 The Paballong Trust Activity Report: From 2001 to 2007 
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The Trustees approached a wide range of donors and secured funding (see Annex 2 for list 
of donors) to turn the premises into a suitable location for quality HIV/AIDS services. 
Between 2003 and 2006, the facilities on the residential site were renovated, extended, 
rebuilt or newly constructed. The Trust also purchased the necessary furniture, equipment 
and medicines. The agricultural sector was developed to provide food for the Centre and for 
sale and to offer training in home gardening and animal rearing. A three-year grant of 
$400,000 was provided by the WK Kellogg Foundation (WKKF) from July 2006 to June 2009 
(part of which was used for the current evaluation). 
 
The Paballong Centre’s activities aimed to fill a niche in the National AIDS Strategic Plan. 
Extended discussions have been held with officials to obtain the support of the MOHSW and 
the Lesotho AIDS Programme Coordinating Authority (LAPCA) and its successor, the 
National AIDS Commission (NAC). These have been considered critical for the long-term 
sustainability of the Centre and are documented in Annex 6. 
 
Paballong was opened in January 2007 as a day care centre for people infected and 
affected by HIV/AIDS. In addition to the provision of Voluntary Counselling and Testing 
(VCT) and Anti-Retroviral Treatment (ART), the Centre has established a number of 
additional activities and services through which it aims to provide holistic support to people 
infected or affected by HIV/AIDS on the Berea Plateau.  
 
In addition to VCT and ART services, Paballong offers treatment for Opportunistic Diseases 
(ODs), Anti-TB Medication and Prevention of Mother to Child Transmission (PMTCT) 
treatment. The Centre also provides extensive counselling for patients (including adherence 
counselling for those on ART) and caregivers, and works with village health workers and 
village support groups.   
 
As part of its holistic approach, an Agricultural Sector has been developed with four main 
aims: to provide food for the Centre (free lunches are provided to patients on a daily basis), 
to sell food produce, to provide occupational therapy to patients and to offer training in 
gardening and animal rearing.  An Income Generating Initiative has also recently been 
started through support to an independent co-operative. 
 
What follows is a more detailed outline of the Centre’s history and its various components in 
terms of what has been achieved so far and what future plans entail. 
 

1.1.1 Physical Facilities and Human Resources 

The Paballong HIV/AIDS Care Centre is made up of the following buildings: 

• The main building, which consists of a lounge, a dining room, four bathrooms, a 
kitchen, pantry, laundry room and a consultation room, as well as three newly 
established patient wards for 14 resident patients. 
 

• A reception centre, which includes the reception and examination and consultation 
rooms. 
 

• A VCT centre, which consists of a testing and counselling room, a pharmacy, 
medicine storeroom, waiting room, two staff showers and the Paballong General 
Manager’s office. 
 

• A two-bedroom house designed to accommodate up to six relatives of the residential 
patients. 
 

• A spiritual centre. 
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• Two flats – for the caretaker and for a nurse. 

 
• A building with three store rooms and a carport for two vehicles   

 

Paballong’s Agricultural Sector 
consists of buildings for chickens 
and rabbits, a pigsty and a 
cowshed.  In addition, the Centre 
has a recreational garden, a herb 
garden and a demonstration 
garden, as well as a green house 
and a shade house.  
 
The Centre is powered by solar 
energy for electricity, water 
pumping and water heating. It also 
has a biogas digester which 
transforms human and animal 
waste into gas for cooking and 
nutritious water which can be 
used for gardening. In 2008, two 
vehicles were acquired: one of 
these is used to transport supplies 

and agricultural produce, while the other serves as an ambulance and is used to transport 
clients to and from home or to alternative health facilities. A map of the Paballong HIV/AIDS 
Centre is provided in Annex 5.  

Picture 1: The Main House at Paballong (G.Mathot) 

 
Paballong currently employs 22 people: a manager, an assistant manager, a senior nurse, a 
nurse counsellor, a registered nurse, a nurse assistant, a VCT counsellor, a pharmacy 
technician, two senior gardeners, four gardeners, four domestic staff, two security guards 
and two patients who, because of their own experiences of living with HIV/AIDS, are able to 
provide support to other clients. 

Picture 2: View of Paballong looking east (by G.Mathot) 

 
 
1.1.2 Voluntary Counselling and Testing (VCT) 

Before VCT was available at Paballong, people living on the Berea plateau had to travel to 
Maseru or Teyateyaneng to be tested for HIV. When the VCT Centre at Paballong began 
operating in 2007, existing staff received extra training from the MOHSW, and additional 
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staff members were recruited. Rapid HIV tests are conducted at the Centre, and the results 
of these are available almost immediately. However, blood samples are sent to a laboratory 
in Queen Elizabeth II Hospital in Maseru in order to determine a patient’s CD4 count. 
Statistics show that in the first four months of its operations, only 8% of the Centre’s patients 
were aware of their HIV status.  
 
By December 2009, Paballong had carried out VCT for 1,074 clients, 400 of whom were 
male (37%) and 674 female (63%).2 In an effort to address this gender imbalance, Paballong 
organised a workshop for men living on the Berea Plateau which aimed to raise awareness 
about the importance of knowing one’s HIV status. The male to female ratio improved 
slightly in 2009 (39% to 61%). Since 2007, 39% of people who have made use of 
Paballong’s VCT services have tested positive, with this percentage rising to 43% in 2009.  
 

1.1.3 Anti-Retroviral Treatment (ART)  

The provision of ART at Paballong began in 2007 after the construction of the VCT Centre, 
which includes a small pharmacy for the distribution of Anti-Retroviral drugs (ARVs) and 
other medicines. ARVs are provided for free through the MOHSW office in Teyateyaneng. 
ART at Paballong begins with adherence counselling, and thereafter patients return for 
check-ups and to obtain ARVs on a regular basis. Clients on ART may also return to 
Paballong to be treated for Opportunistic Diseases (ODs). The Centre’s 2008 Annual Report 
showed that of the 603 HIV positive clients at Paballong, 302 were on ART and visited the 
Centre on a regular basis. By the end of 2009 this number had nearly doubled to 596 clients 
on ART.   
 
1.1.4 Treatment of Opportunistic Diseases (ODs) 

Paballong is equipped to treat a wide range of ODs. As with ARVs, Anti-TB Medication and 
other medication necessary for the treatment of ODs are provided for free by the MOHSW. 
There exist ten main categories of ODs treated at Paballong, as follows: 
 

1. Respiratory Tract Diseases 

2. Cardio-vascular (Circulatory) Diseases 

3. Digestive (Gastro) System Diseases 

4. Endocrine, Nutritional and Metabolic Diseases 

5. Genito-Urinary System and Sexually Transmitted Infections (STIs) 

6. Dermatitis  

7. Ear/Nose/Mouth/Throat/Eye (ENMTE)  

8. Muscular/Skeletal/Neurological 

9. Central Nervous System/Mental Disorders 

10.  No Diagnosis 

 

As can be seen in the table below, statistics from 2009 show that the most common cause 
(20%) for patients seeking treatment of ODs is Muscular and Skeletal diseases, followed 
closely by Respiratory Tract diseases (19%). The ‘Uncategorized’ column refers to 
undefined fevers and pains, as well as accident-related trauma.  
                                                 
2 See Annex 4 for detailed statistics. 
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Table 1: Number of OD cases by category and HIV status in 2009 
 

2009 HIV+ HIV- Uncategorized ALL 
Respiratory 564 19% 13 25% 5 18% 582 19%
Cardio-vascular 64 2% 1 2% 0 0% 65 2%
Digestive 153 5% 5 10% 2 7% 160 5%
Endocr/Nutr/Metabol. 3 0% 0 0% 0 0% 3 0%
Genito-Urinary / STI 196 7% 4 8% 0 0% 200 7%
Dermatitis 385 13% 3 6% 2 7% 390 13%
E.N.M.T.E. 94 3% 4 8% 1 4% 99 3%
Muscular/Skeletal 588 20% 9 18% 9 32% 606 20%
Nervous/Mental 168 6% 1 2% 0 0% 169 6%
NO DIAGNOSIS 716 24% 11 22% 9 32% 736 24%

TOTAL 2931 100% 51 100% 28 100% 3010 100%
 
 
1.1.5 Support, Counselling and Training  

As part of its holistic approach to treatment, Paballong offers many forms of support, 
counselling and training to its clients and their wider communities living on the Berea 
Plateau. In addition to VCT, the Centre provides counselling for patients (including 
adherence counselling for those who are on ART), counselling for caregivers, training and 
support for caregivers in care and medicine compliance.  
 
The Centre also works closely with Village Support Groups, which consist of groups of 
volunteers who work with people infected or affected by HIV/AIDS in their villages. Two of 
Paballong’s male staff members participated in an initiative launched by German 
Development Services (GTZ) which aimed to raise awareness amongst men about their role 
and responsibilities in connection to HIV/AIDS and the importance of knowing one’s status.  
 
As part of its future plans to offer short-term Residential Care to patients, Paballong plans to 
accommodate caregivers and to provide them with further training on how to take care of 
patients when they return home. Other future plans include collaborating with clinics, 
doctors, traditional and spiritual healers, initiation schools, and other HIV/AIDS 
organisations. Paballong also hopes to provide various HIV/AIDS awareness and education 
sessions to local communities. 
 
1.1.6 Agricultural Component 

As already mentioned above, Paballong’s agricultural component was developed with four 
main aims in mind: to provide food for use at the Centre, to generate income from sales of 
produce, to provide occupational therapy for patients and to provide training in home 
gardening and animal rearing. Chickens (broilers and layers), pigs, rabbits, cows, ducks, 
geese and turkeys are all currently being reared at Paballong. A variety of vegetables are 
also grown, as well as maize and lucerne, which is used for animal feed. 150 fruit trees 
(apples, peaches, plums and pears) have been planted and a herb garden has been 
developed. The demonstration garden consists of two keyhole gardens and trench vegetable 
beds, as well as a chicken house and a rabbit house.  
 
The main idea of the agricultural component is to demonstrate to both patients and 
caregivers various techniques in gardening and small-animal rearing. All of the produce is 
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either given to the kitchen to provide free lunches for clients, or is sold to the public. The 
Paballong Trust initially anticipated that the selling of agricultural produce would generate 
sufficient income to cover the costs of financing the agricultural sector. However, this has not 
proved to be the case. For example, in 2007, income from agricultural produce was just 
M66,468 while expenditure on inputs (i.e excluding staff salaries) was M101,068. In 2008, 
income remained stable at M66,660 but expenditure increased to M126,800. Such a 
discrepancy would be justifiable if the impact of this component, in terms of educating clients 
and visitors to the centre, was significant but, unfortunately, as will be shown later in this 
report, this is not the case. This presents a dilemma for the Centre which is discussed in 
detail later on. 
 
1.1.7 Income Generating Initiative 

Paballong encouraged a local cooperative to start income generating activities. With the help 
of start-up funds from the Finnish Embassy (ending in January 2010) it assisted the 
cooperative to purchase the necessary equipment and materials to produce products for 
sale. It was agreed that this material would be used for the first batch of produce, after which 
the cooperative would be responsible for further purchases from the sales. Although the 
cooperative is not formally part of Paballong, Paballong facilitated training by (i) the Ministry 
of Trade and Industry’s Department of Cooperatives and Marketing (ii) the Mineworkers 
Development Association and (iii) other volunteers. Paballong also provided support in 
record keeping and allowed the cooperative to use facilities at the commercial site. The 
cooperative has now been running for over a year with some 15 members. Activities include 
producing candles, soap, aloe creams and jellies, tie and dye cloth, and wool and mohair 
products. Despite the support given, the cooperative is not yet making any profit and 
remains dependent on Paballong for assistance in supplying inputs and obtaining markets 
for products.  
 
1.2 Background to the Participatory Learning Review  
The end of the WK Kellogg Foundation funding at the end of 2009 presented an opportunity 
for an independent evaluation of Paballong to be conducted. The aim of this evaluation is to 
assess the first three years of the centre’s operation, with a view to improving its present 
work, identifying further activities and increasing client satisfaction.  
 
Sechaba Consultants proposed that a Participatory Learning Review (PLR) would be the 
best approach to take for this evaluation. The PLR approach aims for maximum participation 
from the project’s key stakeholders, and the first stage of the evaluation, therefore, consisted 
of a planning workshop held at Paballong on Wednesday 9th December 2009. A number of 
key stakeholders were invited to participate in this event, including members of the Steering 
Committee, management and staff, as a well as a number of representatives of the Centre’s 
various beneficiaries. The workshop formed a crucial stage in identifying the key issues 
which the PLR needed to explore, the central questions that needed to be asked and the 
people who needed to be approached to answer specific questions. The consultants then 
used the information and ideas generated at the workshop to develop the questionnaires 
and the detailed interview guides. 
 
The primary data for the PLR was then collected in three ways: i) by means of a beneficiary 
survey in which 401 randomly selected respondents (243 clients and 158 non-clients) were 
interviewed ii) through a number of focus group discussions (FGDs) and iii) through selected 
key informant interviews (KIIs) conducted by a senior member of the Consultants team.  
 
The statistical data have been analysed using the Statistical Package for the Social sciences 
(SPSS). The results were presented to Paballong staff, trustees and key stakeholders at a 
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feedback workshop on 24th January 2010. Comments have been incorporated into the final 
draft. 
 
The next section of the report focuses on the findings from the survey. Where appropriate, 
information from the FGDs and KIIs has also been discussed. The section that follows 
reflects on the PLR’s findings and proposes a series of recommendations for Paballong’s 
future operations.  
 

 

2. HOUSEHOLD COMPOSITION, STATUS AND HAPPINESS  

2.1 Household composition  

A baseline survey conducted on the Berea Plateau in December 2006 by the Paballong 
Trust looked at 304 randomly selected households, and concluded that the socio-economic 
status of the majority of households in the area was poor, with an estimated 30% of 
household members living with health problems, and approximately 23% of households 
affected by HIV/AIDS.  
 

With these figures in mind, the first section of the household questionnaire aimed to 
establish a broad understanding of the demographics and socio-economic status of the 
clients and non-clients who were randomly selected for the survey. In terms of household 
demographics, the average number of household members in both the households of clients 
and non-clients was above 5 people, as can be seen in the table below. This indicates that, 
on average, the households of people living on the Berea Plateau are slightly larger than the 
national rural mean of 4.2 (DHS, 2004).  
 

In terms of the differences that exist between clients and non-clients, there are two further 
points to be made about the table below. To begin with, the table indicates that, on the 
whole, Paballong’s clients are of a slightly older age group than its non-clients.  
  

Table 2: Household composition 
 

 No. of HH 
members 

Children 
under 5 

5 to  
15yrs 

16 to 
49yrs 

50 and 
above 

Clients 5.37 0.72 1.26 2.33 0.75 
Non-clients 5.23 0.75 1.34 2.47 0.67 
Total 5.31 0.73 1.29 2.39 0.72 

 
Further analysis of the data (not shown in the table) indicates that the households of clients, 
on average, are more likely to have members who are living with a long-term illness (0.73 vs 
0.52 members).  
 

There was a significant difference in the male to female ratio of both the clients and non-
clients interviewed. In total, 67% of the clients interviewed were female, with a similar 
percentage among non-clients (69%). An interesting difference is to be noted in the marital 
status of the clients and non-clients interviewed. The graph shown below indicates that 
clients are somewhat more likely to be either widowed or separated from their partners than 
non-clients. 
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Figure 1: Marital status of interviewees 
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There existed very little difference in the levels of education and employment between the 
clients and non-clients who were interviewed. On the whole, 41% of the people interviewed 
were unemployed, and informal irregular work was the most common category (36%) for 
those who did have some form of employment.  In terms of education, primary school was 
the norm (71%) in both groups, with there being only a slight tendency for clients to be less 
educated. Only 21% of all respondents had received a secondary education. 
 

2.2 Socio-economic status 

Some interesting differences are to be noted regarding the socio-economic status of the 
clients and non-clients interviewed, with clients being generally poorer. As can be seen in 
the tables below, the households of non-clients were more likely to own various modern 
assets than those of clients. With the exception of sheep and goats, however, a higher 
proportion of clients’ households owned agricultural and livestock assets, with an especially 
higher proportion of clients owning pigs and poultry – both of which are livestock that are 
traditionally reared by women.   
 
Table 3: Percent of households with agricultural and livestock assets (%) 
 

 Fields Cattle Sheep/
goats 

Equines Pigs Local 
poultry 

Layers Broilers 

Clients 61 40 24 24 38 39 0.4 0.4 
Non-clients 62 40 35 21 29 32 0.6 0 

 
With less than 1% owning layers or broilers, the potential for the Paballong agricultural 
component to have an impact in this regard is limited. However, the rearing of local cattle, 
chickens and pigs is much more common (all at around 40%), suggesting greater potential 
for working with these households. Recommendations with regards to agriculture can be 
found in the final section. 
 
With regard to modern assets, it is again apparent that non-clients tend to be slightly better 
off than clients. The high rate of cell phone ownership suggests that this should be 
considered as a tool for communication with clients (e.g. to notify clients of meetings or 
special events). 
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Table 3: Percent of households with modern assets (%) 
 

 
Cell 

phones Radio TV Ox carts Cars Sofa 
Clients 65 69 25 23 5 21 
Non-clients 70 74 30 29 7 24 

 
The above noted difference in the socio-economic status of the households of clients and 
non-clients is also confirmed by the responses of interviewees to questions relating to their 
food security. The graphs below indicate that clients were far more likely to depend on food 
from donors or from other people in their village than non-clients. 

 
Figure 2: To what extent do you depend on food from donors? 
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Further analysis of the data by marital status (not shown in the figure) indicates that the 
extent of dependence on food aid correlates strongly with marital status: widows are the 
most likely to depend “very much” on food aid (48%), followed by those who are married 
(34%). Those who described their status as separated or single are the least likely to depend 
very much on food aid (11% and 7% respectively). 
 

Figure 3: To what extent do you depend on food from people in your village? 
 

0%

10%

20%

30%

40%

50%

60%

70%

Not at all A little Very much

Clients

Non-clients

 
 

 9



 

During the course of the interviews, the interviewer was required to make an independent 
assessment of the socio-economic status of the interviewee, based on direct observation of 
the person’s living conditions (if the interview was conducted during a household visit) and/or 
on the information gathered thus far in the interview. The results of these assessments are 
displayed in the graph below, and support the general conclusion that, on the whole, non-
clients are slightly wealthier than clients.  
 

Figure 4: Socio-economic status of interviewees 
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2.3 Levels of happiness 

The first section of the Household Questionnaire also included a question which aimed to 
determine the level of happiness of the people interviewed. Interviewees were asked to 
indicate which of the following three statements corresponded most closely to the way they 
felt (See Annex * for full questionnaire): 

 

A. Although I have some problems, most of the time I am happy, not sad. 

B. I get happy occasionally, but most of the time I am worried and not happy. 

C. I am not a happy person. I have many problems in my life and never feel very 

happy. 

 
As shown in the graph below, a significantly larger number of non-clients identified with 
statement A, whereas a higher proportion of clients said statement C best described the way 
they felt. These figures suggest that on the whole, non-clients are happier with their lives 
than clients, a conclusion which could, at least in part, be explained by the differences in 
socio-economic status and the number of members living with a long-term illness in the 
households of clients and non-clients.  
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Figure 5: Levels of happiness, as measured by the statement which interviewees felt 

they most closely identified with 
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3.   ATTITUDES TO TESTING  

The same method as the one elaborated above was used to gain an understanding of the 
attitudes held by both clients and non-clients towards testing and the importance of knowing 
one’s HIV status. The interviewer read out four statements, and the interviewee was then 
asked to select the statement which corresponded most closely to their personal attitude 
towards testing. The four statements and the percentage of clients and non-clients who best 
identified with each one are shown in the table below:   
 

Table 4: Attitudes to testing 
 
Statement which interviewees felt they most closely 
identified with Clients 

Non-
clients 

A. Those who are afraid to test are right. If I was told I was 
positive I might get a big shock and die. 1% 10% 

B. I have not tested because I am sure I am not at risk. 0% 8% 
C. I have already tested. I know my status. 98% 61% 
D. I have not tested, but would like to, if only I could find the right 
place. 0% 21% 

 

As would be expected, almost all of the clients interviewed had already been tested and 
were aware of their status. The majority of non-clients (61%) had also been tested. Further 
analysis of the data (not shown in the table) on non-clients indicates that there was a very 
strong tendency for females to have already tested compared to males (72% vs 39%), as 
well as for those who have formal waged employment compared to those with informal work 
(76% vs 50%). These differences suggest a possible need for Paballong to specifically target 
men in the informal sector. 
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It is worth noting that there was a significant number (39%) who had not tested for a number 
of reasons; they were too afraid, they were confident of not being at risk or, for the most part, 
because they had not yet found a place in which they could do so. An important challenge 
for Paballong in the future is to try and attract this segment of non-clients to make use of the 
VCT services offered at the centre and to promote the general importance of knowing one’s 
status. 
 

4. AWARENESS AND APPRECIATION OF PABALLONG 

The third major section of the Household Questionnaire aimed to gain an understanding of 
the levels of awareness and appreciation of the Paballong HIV/AIDS Care Centre. This 
section was divided into three sub-sections, each of which was aimed at a specific group: 
respondents who had never heard of Paballong, respondents who knew of the Centre but 
had never made use of any of its facilities and, finally, respondents who were clients of the 
Centre. The majority of respondents, it is encouraging to note, had heard of the Centre, with 
only a minority of non-clients (6%) indicating that they had never heard of it.  
 

4.1 Respondents who had heard of Paballong but had never made use of its 
facilities (Non-clients)  

The majority (68%) of the 151 respondents who had heard of Paballong but had never made 
use of any of its facilities indicated that they knew of the VCT and ART services offered by 
the centre. The other most frequently cited services which non-clients had heard of were the 
treatment of ODs (9%), patient counselling (7%), food for patients (7%) and agricultural 
advice and sales (6%). These responses clearly indicate that Paballong is best known for its 
core services: VCT, the provision of ARVs and the treatment of ODs. The large majority 
(82%) of these respondents indicated that in their opinion, it was “very important” to have 
such a centre on the Berea Plateau.    
 
When these non-clients were asked why nobody in their household had made use of 
Paballong’s services, 51% indicated that they had “no need” to. Several respondents (19%) 
answered that they were patients at another centre and preferred to stick to these services. 
A few non-clients indicated that they were afraid of being recognised (5%) and afraid of 
testing (4%).  
 
Non-clients were then told about three services which Paballong is thinking about starting 
up, and were asked if they would consider using any of them. The percentages of non-
clients who indicated that they would be interested in making use of residential care, an 
extended programme for immunisation (EPI) and an outreach programme to initiation 
schools are shown in the table below: 
 

Table 5:Which of these services would you be interested in using? 
 

 Type of Service % of respondents 
Residential care 48% 
EPI 35% 
Initiation schools 17% 

   n = 151 

When asked if there were any services not currently provided at Paballong that they would 
like to see offered, the vast majority of respondents (80%) said that they would like 
Paballong to offer medical services besides the care of HIV patients, particularly maternity 
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services and first aid. Other responses to this question included suggestions that the Centre 
should:  
 

• do more promotional and outreach work 

• give more food donations 

• provide family planning services 

• take care of orphans  

 

4.2 Respondents who had made use of Paballong (Clients) 

The impressions of Paballong held by the 243 clients interviewed were largely positive – with 
90% saying their impressions of the centre were “very good” or “good”. Furthermore, 97% of 
these respondents indicated that they thought Paballong was “very important”. Clients were 
then asked to elaborate on why they felt that Paballong was important. Their responses to 
this question are shown in the table below. 
 
Table 6: What is the importance of Paballong? 
 

Proximity 60% 
Cost 19% 
Relieved congestion from other centres 9% 
Good services 7% 
Helped a lot of people 2% 
If Paballong did not exist, I would not be where I am now 2% 

 

Once again, these results indicate the convenience of Paballong for the vast majority of 
clients.  If it were not for Paballong, clients would have to travel much further to receive the 
care and treatment that the centre currently provides – a logistical challenge and an extra 
cost which would place a heavy burden on many households. A Ministry of Health and 
Social Welfare (MOHSW) official, who pointed out that the area is relatively poorly served, 
also confirmed the importance of Paballong’s location on the Berea plateau.3 
 

4.2.1 Agriculture 

Most of the respondents (73%) who had visited Paballong said they had taken a look at the 
Centre’s agricultural activities. However, although one of the main aims of the agricultural 
sector is to provide training and demonstrations, the overwhelming majority of these 
respondents said they had gone to see the agricultural activities on their own initiative, not 
through any structured training programme, as shown in the table below: 
 

Table 7: Percent of respondents invited to see agricultural activities 
 

 Male Female Total 
Own initiative 99% 89% 93% 
Invited 1% 11% 7% 
n = 177 

                                                 
3 Interview, 21 Jan 2010. Dr Moteete, Director of Health Services, MOHSW 
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A little over half (57%) of the respondents who had seen the Centre’s agricultural activities 
said they had learnt something new. This group of respondents were then questioned further 
on the value of the agricultural advice they had received. The results of this question are 
shown in the following graph: 

 
Figure 6: How would you value the agricultural advice you received from Paballong? 
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   n = 101 

Although the above results are at first glance encouraging, it is important to bear in mind that 
only 101 respondents said they had learnt something new, which means that the percentage 
who rated the advice they had received as having “helped a lot” reflects less than 50 of the 
243 clients interviewed. These respondents were then asked a series of questions which 
aimed to gain an understanding of the effectiveness of the agricultural advice they had 
received, in terms of the extent to which they had applied it at home and whether or not it 
had helped their livelihoods. The results of these questions are shown in the tables below: 

 
Figure 7: To what extent have you applied what you learnt at home? 
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    n = 67 

 14



 

 

Figure 8: To what extent has your food production improved thanks to Paballong 
agricultural advice? 
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    n = 47 

Figure 9: To what extent has your income improved thanks to Paballong agricultural 
advice? 
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    n = 47 

As can be seen above, a number of respondents claimed that they had learned something 
new and had been able to apply this at home. These respondents were then asked to show 
the evidence of this in their yards, and the interviewer scored the quality of what s/he directly 
observed on a scale of 0 to 5. The results from this indicate that on average, across all 
agricultural and livestock activities, 98% of respondents were unable to show any evidence 
of directly applying what they had learnt from Paballong. The overall conclusion to be drawn 
from the above is that, in practice, Paballong’s agricultural component is having a very 
limited impact.   
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A FGD was held with the Paballong agricultural staff (see Text Box 1). When staff members 
were asked why the level of adoption of activities appears to be low they pointed out that 
many of the activities would require households to make a significant investment, which is 
beyond the capability of most. 
 
Text Box 1: FGD Discussion with agricultural sector staff 
 
The FGD participants were staff employed to carry out agricultural activities after the 
contractor had revamped the premises.  One was employed particularly because he already 
had 11 years experience working with layers, broilers and dairy cows at his home.  Two 
others were involved in stone cutting and tomb stones before being employed by Paballong. 
The staff became known to Paballong after being hired to do piece work during the 
construction phase.  The one who was primarily employed to work on the garden started the 
vegetable and fruit production from scratch. 
 
When asked why people around the area do not adopt the activities, participants said that 
the main reason was that there is a shortage of staff to show people around and whatever 
people learn is simply from their own observations.  The other reason mentioned was that 
people see the activities being implemented at the centre as too expensive to implement at 
home.  However, they said some activities are adopted by visitors from outside the area who 
are not necessarily patients.   
 
The one activity that has attracted attention is the piggery, with orders for piglets exceeding 
the supply. They said the reason for this popularity is because raising pigs is not a seasonal 
activity like fruit and vegetable production.   
 
Participants were also asked why poor people do not adopt keyhole gardens, which are easy 
to work on and are low cost.  They said that these are beginning to take off at a promising 
rate, but there is need for intensive training and follow-up on these and this is not being 
supplied, hence the poor rate of adoption. On one occasion, clients and other people in the 
community were invited to a demonstration on making keyhole gardens and many showed 
interest, but since then there have been no follow ups. 
 
The agric staff emphasised that costs involved in the activities being promoted are simply 
too high for patients and ordinary people.  When asked how this problem could be 
overcome, they suggested that people could be organised into co-operatives, although these 
have a bad reputation.  Participants were also asked whether they themselves are practicing 
at home and whether their neighbours have adopted.  Only one member of staff said he 
adopted the practices at home, earning about M500 from sales recently. When asked about 
his neighbours, he said people expect incentives to help themselves and this is the reason 
why people do not adopt even simple practices.  
 
By M. Lehasa 
 
 
4.3 Status and use of services 

The next few sections of the household questionnaire aimed to provide a detailed 
assessment of Paballong’s services from the point of view of the Centre’s clients. Because 
the questions relating to these services would unavoidably reveal a respondent’s HIV status, 
the first question that was asked was whether or not the respondent would be comfortable 
with disclosing their status to the interviewer. Those who were not prepared to do this were 
only asked a few questions relating to their experience of VCT, if they had made use of this 
service, after which the interview was ended. Respondents who indicated that they were 
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comfortable with revealing their status proceeded to do so, and were then questioned about 
their experiences of VCT, ART, the treatment of ODs and the counselling and support 
services offered by Paballong.  
 

The vast majority of respondents (98%) were prepared to disclose their status, an 
encouraging result which indicates a high level of acceptance and openness amongst 
Paballong clients with regard to one’s HIV status. In total, 81% of respondents indicated that 
they were HIV positive, with this proportion being slightly higher amongst female clients, as 
shown in the graph below:  

 
Figure 10: Status of respondents 
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Clients who had disclosed their status were then asked to list all of the services offered by 
Paballong which they had made use of.  The results of this question are as follows: 
 
Table 8: What services provided by Paballong have you used? 

 
 

N 
Percent of 

Cases 

VCT 182 75.5% 

ARV 159 66.0% 

ODs 23 9.9% 

Patient counselling 49 20.3% 

Male awareness 1 .4% 

Garden advice 11 4.6% 

Livestock advice 3 1.2% 

Nutrition advice 5 2.1% 

Produce sales 3 1.2% 

None 1 .4% 

Condoms 1 .4% 

Total 439 182.2% 
 

 17



 

The table shows the percent of cases. The total exceeds 100% because interviewees could 
list more than one service. It is clear from the table that Paballong’s clients benefit mostly 
from the centre’s two core services – VCT and ART.  A significant number of respondents 
had also benefited from the patient counselling and treatment of ODs offered at the centre. 
Less than 5% of respondents, however, had made use of the centre’s agricultural sector.  
 
4.3.1 Clients who had made use of VCT 

As shown in the table below, the vast majority of respondents said they had made use of 
VCT services at Paballong because of the proximity of the Centre in comparison to health 
services offered in Maseru and Teyateyaneng. Several respondents also said that they had 
been referred to Paballong by other clinics, which is indicative of the fact that Paballong is 
collaborating well with other health centres.  
 
Table 9: What made you decide to use VCT services at Paballong? 
 

Reason % of 
responses 

Proximity 69% 
Good services 12% 
Was referred by another clinic 8% 
Recommended by others 4% 
Family member was sick 2% 
Saw ARV patients becoming healthy 1% 
Other 5% 

   n = 182 

It is also encouraging to note that a significant number of respondents indicated that they 
had made use of VCT at Paballong because of reasons relating to the quality of the service. 
When asked in detail about their experience of VCT at Paballong, 97% of respondents 
indicated that they had “Fully trusted” the counsellors who had taken them through the 
process and had felt “Fully comfortable” talking to them. Furthermore, 100% of respondents 
said that they would recommend the VCT services at Paballong to others. The main reasons 
given for their responses to this question are shown in the table below. (It should be noted 
that several respondents provided more than one reason).  
 
Table 8: Please explain why you would/would not recommend Paballong's VCT 
services? 
 

Reason % of responses 
Good services  60% 
Proximity 55% 
Effective support to HIV positive patients 33% 
Important to know one’s status 32% 
Food donations 9% 
Other 10% 

 

Once again, the responses given indicate a high level of satisfaction with the quality of 
Paballong’s VCT services. A significant number of respondents also stated the importance of 
knowing one’s status as a reason to recommend VCT; a result which suggests that 
Paballong has effectively conveyed this message to its clients, and that it is being passed on 
to others by word of mouth. Only two respondents (who have been included in the category 
of “Other” responses) gave reasons for why they would not recommend Paballong’s 
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services; one stated that the centre’s nurses do not speak to clients in an appropriate 
manner, while the other complained that s/he was refused ARV treatment.     
 

In order to determine the extent to which VCT at Paballong is helping its clients, respondents 
were given three statements and were asked to choose which one they felt corresponded 
most closely to their situation. The results of this question are shown in the table below: 
 
Table 10: Which statement best describes the way VCT from Paballong has helped 
you? 
 

 Total 
A. The VCT helped me to accept my status and face the future.  93% 
B. The VCT helped a little, but I am struggling to face the future. 4% 
C. VCT did not help at all. I have difficulty facing the future.  0% 
VCT not done at Paballong 2% 

n = 182 

 
4.3.2 Other counselling 

Less than a quarter (22%) of the respondents who had used VCT said they had made use of 
the other counselling services offered by Paballong. Of this group of respondents, the 
majority (71%) had received adherence counselling, while the remaining percentage had 
been given spiritual, social and status acceptance counselling. As with VCT, the majority of 
respondents had a very positive reaction towards these other forms of counselling, with 98% 
indicating that they had “helped a lot”.  

 
4.4 Clients who were on ARVs 

As with VCT, the majority of respondents who received ART from Paballong said that they 
had chosen the centre because of its proximity. Several were referred to the centre by 
another clinic, which is once again indicative of Paballong’s successful collaboration with 
other health centres. Participants who stated that the centre offered “good services” 
mentioned a number of aspects to this – including the reliability and efficiency of Paballong’s 
ART services, as well as their trust in Paballong’s staff members in terms of confidentiality.  
 

Table 11: What made you decide to use ARV services at Paballong? 
 

 Reason % of responses 
Proximity 54% 
Was referred by another clinic  21% 
Good services 18% 
Got VCT from Paballong 6% 
Convinced by caregiver 1% 

 
When asked what important things they had learned at Paballong about ARVs the mostly 
frequently cited response was “Don’t miss days”, followed by “Eat well”, have “safe sexual 
practices” and “eat before taking ARVs”. The next table gives the full range of responses. 
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Table 12: What important things did Paballong teach you about ARVs? 

 
 % of respondents 
Don't miss days 33% 
Eat well 22% 
Safe sexual practices 11% 
Eat before taking ARVs 11% 
How to manage side effects 5% 
Stop smoking and drinking 5% 
Do not mix with traditional medicines 3% 
If taken correctly, I will live longer 3% 
Have something that will remind me when to take ARVs 2% 
Learned from previous centre 1% 
Other 5% 

 
4.5 Clients who had received treatment for Opportunistic Diseases  

Only a quarter of the HIV positive clients who were interviewed indicated that they had been 
treated for ODs at Paballong. Once again, proximity was the most frequently stated reason 
(57%) for choosing to get treatment at Paballong as opposed to other health centres. A 
significant number of respondents (38%) also indicated that they had received treatment for 
ODs at Paballong because they were already clients at the centre; the majority of these 
respondents were treated for ODs at the same time as they were given their ARVs. 
Responses also indicated the quality of Paballong’s services relating to the treatment of 
ODs; 30% of the respondents who had received treatment said that they had chosen 
Paballong because they trusted the Centre and had found its services both reliable and 
efficient, and 98% of respondents said that they would recommend Paballong to others who 
were in need of treatment for ODs. The effectiveness of this service at Paballong is also 
made clear by the responses of clients interviewed with regard to the outcome of the 
treatment they had received, as shown in the table below: 
  

Table 13: What was the outcome of treatment for the last OD you were treated for? 
 

Outcome % of responses 
Completely cured 66% 
Partially cured 19% 
Not cured 4% 
Still on treatment 11% 

n = 47 

 
When the respondents were asked if they would suggest any improvements for the 
treatment of ODs at Paballong, the most common suggestion (30%) was that the Centre 
should offer hospital services. This recommendation is discussed further in the last chapter 
along with others. 
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4.6 Patient Counselling, Follow-up and Support  

Respondents who had indicated earlier in the interview that they had received counselling, 
support or advice from Paballong were questioned in more detail about their experience of 
this, the extent to which it had helped them and their recommendations on how Paballong 
could improve this service. The large majority (93%) of respondents had received further 
counselling, support or advice less than five times following their first visit to Paballong. Their 
responses to these services, however, were very positive – with 95% of respondents 
indicating that the counselling and support they had received had “helped a lot”.   
 
4.7 Caregivers  

Less than half (46%) of the 194 respondents who had indicated that they were HIV positive 
said that there was somebody in their household or village who they would consider as their 
caregiver. The majority of these respondents stated that their caregiver was either their 
spouse (31%) or an immediate family member – in most cases, a parent (19%) or a child 
(18%). Respondents were then asked if they were willing to indicate the name of their 
caregiver and, when possible, the interviewer tried to find the caregiver and conduct a short 
interview with her/him. For the most part, however, this proved to be difficult, as interviews 
with patients were sometimes conducted in a different location to that of their caregiver’s 
household, or because their caregiver was not at home at the time of the interview. 
However, 17 caregivers were interviewed as part of the household questionnaire and, in 
addition to this, a detailed FGD was conducted with another group of caregivers. 
 

Of the 17 caregivers interviewed, 10 had been a caregiver for longer than a year. When 
asked what difficulties they had faced as a caregiver, the majority of their responses were 
related to nutritional and financial difficulties; the most commonly stated challenge was that 
the patient was not eating well, and that they faced a lack of food and money. Several of the 
caregivers interviewed also said they struggled with their own weakness, feelings of fear and 
inadequacy. Eight of the caregivers interviewed indicated that they had received no support 
from Paballong, and those who had received support said this had been primarily by way of 
medicines and food donations.4 When asked to elaborate on how the support they had 
received from Paballong had helped them, four caregivers explained that their patient had 
recovered and two mentioned that their patient was now able to walk by him/herself. In terms 
of recommendations for Paballong in terms of how the centre could improve its work with 
caregivers, a number of the caregivers interviewed indicated that they would like Paballong 
to offer more training to caregivers and more home-based visits and follow-up support.  
 
To supplement the information collected above through the Household Questionnaire, a 
focus group discussion was held with caregivers. From this the key points to emerge were: 
 

• There is a risk of patients defaulting as they get better, which caregiver have to 
combat. 

• More work needs to be done to engage male members of the household to have 
them accept patients status and be involved in caregiving. 

• The success of patients who have recovered is a good advertisement for Paballong. 
• Food aid is very helpful but should be given in a non-discriminatory way.5 

                                                 
4 Here it is apparent that the caregivers were confused as Paballong itself does not distribute food aid, 
it only acts as a distribution point for the World Food Program (WFP). 
5 As above. Selection of beneficiaries is actually done by social workers and has nothing to do with 
Paballong.  
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• Paballong should provide seeds so that the poor can start keyhole gardens. 
 
The text box below provides more details from the caregivers FGD. 
 
Text Box 2: Focus Group Discussion with Caregivers 
 
The FGD participants had care giving experience ranging between nine months to fifteen 
years. They described their different care giving responsibilities as: 
 
a. Keeping their patients clean 
b. Making sure patients eat well and do this before taking ARV’S 
c. Ensuring that patients take ARV’S according to all instructions 
d. Ensuring that their patients take along their ARV’S wherever they go 
e. Counselling their patients 
f. Giving love to their patients 
 
The caregivers said that some of their patients default because when they get better, they go 
back to drinking, while some experience dysentery when taking ARV’S.  Managing these 
side effects has been a problem and participants said they asked for gloves from the Centre 
to solve it.   
 
There is also a problem in involving all family members in caregiving.  Despite efforts to 
address this problem, some participants said they failed and had to seek advice from 
Paballong.  They also said that male household members are a difficult lot to deal with.  
Most of them totally refuse to be involved (Ba ea nyonya). When asked how this problem 
could be solved, they said male household members should be invited to a counselling 
workshop with the patients. 
 
Participants in the FGD pointed out that at first it was not always easy for local patients to 
visit the centre because they talked ill of one another.  But those who recover have 
contributed a lot to people changing their perceptions and the local councillor has also 
contributed a lot by passing the message about HIV/AIDS during pitsos and burials.   
 
They raised a concern that some staff members are inconsiderate especially on patients 
who arrive late at the centre.  They fail to consider that the centre serves even patients from 
far places and some of them would have walked for many hours.  Management is however 
not aware of this problem. 
 
The participants got to know about the centre through an outreach programme where the 
centre advertised itself.  National Aids Commission also organized workshops at the centre 
where caregivers were invited.  When a patient visits the centre for the third time, he/she is 
asked to bring along a caregiver and it is only at this stage that a caregiver is involved. The 
caregiver participates in the counselling session.  
 
Critically ill patients always have to be accompanied by caregivers.  They went further to say 
that information about the centre and caregiving is passed on to others with or without 
patients and the response has been very positive. 
 
Paballong seeks food donations for patients and the FGD participants consider this a great 
help because it would be impossible for some patients to take their medication without food. 
The only problem with the distribution of food is that it is somehow discriminatory.  The 
criteria is supposed to be that patients with a low CD4 cell count should be given priority but 
in practice, patients from well off families receive the food while those living in poverty are 
ignored.  The arrangement is also abused by patients themselves: Some receive food 
donations from different centres.  Participants were asked how this problem could be solved 
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and they said that the matter was followed up and the neighbouring centre of Good 
Shepherd is working closely with Paballong to counter the problem. 
 
Participants also said they appreciate the support the centre gives but would also like to be 
helped with materials like gloves, soaps, disinfectants to fully care for the patients.  They 
also commented that without these materials, they run the risk of catching the virus through 
contact using bare hands. 
 
Participants said that the lunches patients receive at the centre do not solve problems at 
home.  They said this problem could however be solved if patients and their caregivers can 
be given seeds to grow their own vegetables.  The centre taught patients to build keyholes to 
address vegetable production problem and these patients are visited periodically to see how 
they are doing.  When asked whether this step has brought about any change, the 
participants said it has not because the main problem is acquisition of seeds.  The other 
problem that they raised was that other activities promoted cannot be adopted because 
patients are poor and also weak to work intensively.  They see the other agric activities as 
not sustainable.   
 
Participants said Paballong is attractive because it offers lunch to patients, transports them 
to medical centres when need arises and also transport them to their homes when they do 
not have money or are late to get to their homes.  For all these reasons, they said they 
recommend that other centres follow suit. 
 
Participants recommended that Paballong calls more than one caregiver to a counselling 
session when there is a patient in the household.  This would ensure that all are involved in 
the caregiving.  They also said that training for caregiving be organized for caregivers. 
 
By M.Lehasa 
 
 
4.8 Support Groups  

The Evaluation Team endeavoured to set up a FGD with support group members, but this 
was not successful (only one person turned up). Instead a key informant interview was held 
and a FGD was held with Village Health Workers (who work with Support Groups). From 
these sources it appears that Support Groups (SGs) are struggling. On the Berea most 
groups were formed as a result a Constituency initiative some years ago. Some groups are 
more than 10 years old and all members are volunteers. According to the key informant, 
some SG members are disillusioned as they feel they “get no benefits” from the voluntary 
work. The task they face is immense as it involves providing material and psychological 
support to orphans and HIV/AIDS-impacted individuals who are ill. The SG members’ 
responsibilities include: advising, bathing, cleaning, cooking and gardening. Often this is 
done even in cases where there is a caregiver in the household. 
 
The key informant pointed out that Paballong has done “a lot to help HIV/AIDS and TB 
patients with medication and the support group’s role is just to ensure that these patients 
take them.”  In terms of material support from Paballong the informant said that although the 
SGs had been promised vegetable seeds to plant at the homes of patients these had not yet 
been received. 
 
The support group members and the Village Health Workers all indicated that their voluntary 
work places a burden on their own resources as often they have to “dig into their own 
pockets” to purchases soap and other basic necessities for the households they support. As 
most members are poor in their own right, they are unable to sustain this burden and feel 
that they should be provided with more material support. They also both complained of the 
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lack of care-giving kits, especially gloves.  The overall picture to emerge is one of groups 
struggling to make a real difference because of limited external support and own resources. 
 
 
5. DISCUSSION AND RECOMMENDATIONS 

 
5.1 Clinical Operations 

The popularity of Paballong has resulted in a dramatic escalation in the number of clients 
visiting the centre, from 2,008 visits in 2007 to 6,789 in 2009 (a 238% increase).  This is 
equivalent to an average of 25 patient visits (consultations) per working day of the year or 
3.2 per working hour (a visit every 18 minutes). As some hours in the day and some days in 
the week are more popular than others the demand can – and does – result in queues of 
clients forming.  
 
The increase in client numbers has, understandably, placed considerable pressure on both 
the VCT and clinical staff. On the clinical side, a Receptionist, two Nurse Assistants and the 
Nurse in charge currently manage all operations (a second nurse resigned in November 
2009 and is expected to be replaced by a nurse deployed by the Ministry of Health in 
January 2010). 
 
After registration, clients undergo a basic check-up carried out by the Nurse Assistants. 
Clients who are ill are then seen by the Nurse who does further examinations and prescribes 
any medication that may be required (ARV or treatment of ODs). The Pharmacy Technician 
supplies the prescribed drugs. 
 
There are approximately three serious cases per week which require transfer to the hospital 
in Teyateyaneng (the district headquarters of Berea District). The transfers are done using 
the Paballong ambulance, usually on Mondays and Wednesdays, unless there is an 
emergency. 
 
As indicated earlier, TB is common amongst HIV+ clients and requires special treatment. 
Unfortunately, there is no separate TB room for consultations and treatment. In addition to 
clinic duties, the Nurse in charge also has to handle administrative duties, such as ordering 
supplies and reporting.  
 
Paballong appears to have been remarkably successful in maintaining a steady supply of 
ARVs as well as the various drugs required for the treatment of TB and other opportunistic 
infections. The Nurse in charge noted that there have never been any problems 
experienced, either in obtaining the necessary funds (from management) or in obtaining the 
required drugs (from the National Drug Supply Organisation - NSDO). Paballong received a 
commitment from Government that all ARVs and drugs required for TB treatment and other 
OD would be provided, at no cost, by Government. 
 
Paballong has also been remarkably successful in terms of its clinical staff treating patients 
in a kind, caring and polite manner. Studies of client satisfaction with health services dating 
back as far as 1988 have consistently shown that patients throughout Lesotho resent the 
way they are treated by staff. Too often they are treated rudely and spoken to as if they were 
little children (Hall and Malahleha, 1988). Fortunately, this does not appear to be the case at 
Paballong, with virtually none of the clients interviewed mentioning this as an issue. 
 
Paballong is the only health centres on the Plateau taking blood for CD4 counts (patients 
requiring this are referred from Good Shepherd Clinic to Paballong, while Paballong refers 
ordinary non-HIV clinical cases to Good Shepherd). The blood is then taken down to the 
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National Laboratory at QEII Hospital in Maseru. This system works relatively smoothly, 
usually taking one week to obtain results (although there have been situations where clients 
have had to wait longer).6  
 
The clinical staff are proud of what they have been able to achieve in terms of healing and 
bringing new hope to many patients. According to the Nurse in charge: “People come to 
Paballong because they know they will get attention. People are afraid to go to hospitals. 
Paballong offers a healing environment: a home from home. We have been able to heal 
many patients. Because of this many are now coming for testing and are taking their 
medication as expected. ” 
 
The successes experienced are, however, threatened by staff shortages. The existing staff 
are under pressure due to the increase in client numbers and may not be able to maintain 
quality services if these continue to grow. Ideally, the staff recommend that the following staff 
would be available in the future: 
 

• 3 fully qualified nurses (2 for OIs and ARVs and 1 mostly for TB and PMTC) 
• 3 Nurse Assistants 
• 1 Pharmacy technician 
• 1 receptionist 

 
If equipment could be obtained, the staff would recommend the recruitment of a lab 
technician so that Paballong could carry out all its own blood tests, particularly for CD4 
counts. 
 
The clinical operations of Paballong lie at the very core of the Centre’s mandate and 
operations. The proposals made by staff appear to be perfectly logical and reasonable. The 
Consultants can only concur with these.  
 
 
5.2 VCT Services 

The VCT services were highly rated by interviewees. The quality of the service is attributable 
to the recruit of well qualified staff. The VCT Manager was in the first batch of students who 
graduated from the National University with a degree in Pastoral Care and Counselling. He 
was then able to apply what he learned at NUL when he worked as a VCT Counsellor in 
Leribe and St Mary’s, gaining valuable practical experience.  
 
On arrival at Paballong, the VCT Manager worked with other staff to work out ways to 
smoothly transfer patients from one department to another. Considerable effort was then 
required to encourage people to test and know their status. Then, as people began to 
respond to counselling and treatment, their family members and neighbours saw the 
difference in their lives and started to flock in. According to the manager: “The difference 
was visible: for those not on ARV, counselling helped to boost their health, while for those on 
ARVs the difference became very visible.” 
 
The rapid increase in numbers coming to Paballong is attributable, according to the VCT 
Manager, to three factors: (1) availability of skilled and trained counsellors; (2) reliable 
supply of ARVs and (3) good reputation. In busy clinics, it is impossible for  nurses to provide 
quality counselling as they simply do not have the time. On average, a counselling session 
at Paballong takes 30 minutes. Paballong closely follows the national protocol on 
counselling, but a nurse in a busy clinic would be likely to skip parts of the protocol.  
                                                 
6 A new national referral lab will soon be constructed at the Botsabelo health complex which will have 
the capacity to generate results more quickly. 
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The Manager explained that the protocols required the following: “We give the client an 
introduction, then we get client information, and then we explain the procedures. Next we get 
the informed consent of the patient, then we do pre-test counselling to assess readiness of 
the client, assess risk factors, then we perform test and provide post test counselling. In 
addition to the protocols we have the MOHSW HIV Testing and Counselling Training 
Course, Trainee’s Manual which is useful.” 
 
The popularity of the VCT at Paballong is putting considerable pressure on staff. As was the 
case with clinical services, the number of clients being seen daily exceeds what the VCT 
Manager and assistant (who is not professionally trained) can comfortably cope with. 
Currently VCT staff are unable to take time off due to demand. With staff fully occupied it is 
not possible for anyone in the VCT department to go for training. Further, as contracts are 
for only 1 year (renewable) and there are no long-term benefits (e.g. pensions) there is 
always a risk that staff may be tempted by offers of employment that provide more long-term 
security and benefits.  
 
In addition to limited human resources, space is also proving to be a constraint. The small 
rooms in the VCT centre are inadequate, especially in terms of providing a waiting area for 
clients and space for group counselling. The VCT Manager strongly recommended that at 
least one more VCT counsellor should be recruited and that existing unused space on the 
Paballong compound should be made available for VCT activities. 
 
As in the case of the clinical operations, the Consultants fully concur with the 
recommendations made by staff. Specific recommendations on the use of space are made 
later in this section. 
 
5.3 Support Groups 

With Paballong staff under pressure to maintain operations at the Centre it is understandable 
that they have not been in a position to do more with support groups. As it is unlikely that 
more staff will be recruited in the foreseeable future it is import that ways be found to provide 
support to VHWs and Support Groups to encourage them. Often small tokens of 
appreciation can make a tremendous difference to volunteers who may otherwise feel 
neglected and demoralized in the face of their daunting tasks. The appeal from these groups 
is clear: please assist us with basic supplies as much as possible, we can’t afford to carry 
the burden alone.  
 
As far as is feasible, future budgets should include some provision for simple care-giving and 
support kits (soap, disinfectants, gloves, seeds, etc). Annually, Paballong should explicitly 
recognise the efforts of VHWS and SGs by awarding prizes to those who have excelled. 
Quarterly meetings should be held with representatives of the VHWs and SGs to hear their 
concerns and find ways to address them. 
 
5.4 Income Generation 

The intention of Paballong to provide a holistic approach to the treatment of HIV and AIDS is 
recognised and appreciated by all concerned. After all, Lesotho is one of the poorest 
countries in the world and if poverty and hunger are not addressed how can PLWHA be 
expected to live productive and healthy lives after they receive counselling and ARVs? What, 
in short, is the point of advising someone who lives below the food poverty line to eat better 
and to always take their ARVs after a meal? 
 
While the challenge is clear, the solution is not. Evaluations of income generating projects in 
Lesotho dating back many years testify to the huge challenges faced by these projects and 
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their frequent failures to actually generate profit. Key factors contributing to failure are (1) 
intense competition from South African mass-produced products; (2) inadequate skills in 
management, production and marketing, resulting in high levels of dependency, and (3) a 
failure of co-operatives to function well due to members competing (instead of collaborating) 
and extracting maximum benefits for minimal inputs.  
 
In the case of Paballong, an admirable effort has been made to initiate an independent 
cooperative to engage in income generating activities (IGA). However, a number of stark 
facts have to be faced: 
 

• The IGAs only involve 0.2% of clients who have visited the centre, but require a 
considerable amount of staff time (a very limited resource, as noted above). 
 

• Members complain that they are generating insufficient income to justify to their 
families the time spent on the IGAs. As result the number of members has dwindled 
from 24 to 12. 
 

• The co-operative remains, after 1 year of operations, totally dependent on the 
Paballong Deputy Manager (who is responsible for this component) to procure 
supplies for production. Procurement of supplies (which come from South Africa) 
requires ordering by email, fax and phone, which members have not mastered.  
 

• After 1 year, the Deputy Manager remains dependent on the Chair of the Paballong 
Trust to approve itemised requests for funds for procurement of supplies. She does 
not have a clearly approved budget to operate from and is not privy to how much is 
available for IGAs for the year.  
 

Considering the small number of people involved and the limited benefits derived, and 
comparing this with the costs, especially in terms of staff time and resources (notably 
transport), one can only conclude that this component is not worth continuing. A number of 
alternatives were discussed with staff and are presented later in this section. 
 
 
5.5 Agriculture 

The survey results clearly suggest that Paballong’s agricultural component is not having as 
much success as could be hoped for. Less than 2% of clients are actually attempting to 
implement what they have seen at Paballong. The Centre itself currently demonstrates that 
agriculture is not profitable, with expenditure exceeding revenue two fold (excluding the 
costs of staff salaries). As is the case with IGAs, Lesotho has a long history of agricultural 
projects failing, so this is also an extremely difficult sector to succeed in. There are multiple 
reasons for Paballong not making an impact in this difficult area, but the following can be 
highlighted: 
 

• Initially Paballong recruited a full-time Farm Manager with an agricultural 
background, but, due to poor performance his contract was terminated. 
 

• When the current Paballong Centre Manager was recruited she kindly accepted to 
take responsibility for the agricultural component, although she does not have any 
agricultural background. 
 

• None of the other staff or gardeners have formal training in this area, let alone in 
agricultural extension. 
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• Training is not structured, with much left to chance visits that puts the onus on clients 
to go over to the agricultural site to observe what is being done.  
 

• Many of the activities being demonstrated are costly and cannot be easily replicated. 
 

• There are no support packages (e.g. seeds) for clients who would like to implement 
certain activities. 
 

• The main low cost component (key-hole gardens) is incorrectly constructed. When 
there has been promotion of these there has been no follow-up. 
 

• With a large area of land to keep an eye on and limited managerial oversight, there is 
ample room for leakage (especially for expensive and sought after inputs, such as 
animal feeds). 
 

Against these short comings, one has to consider the fact that the gardens at Paballong 
make use of valuable land that shouldn’t be left idle; that the beauty of the gardens is part of 
the positive healing environment that has been created and that the provision of fresh 
vegetables for meals for clients is highly appreciated. 
 
Given the above, it is evident that a radically new approach should be taken for the 
agricultural/garden component of the project. Several proposals are made in this regard in 
the sub-section dealing with space and services. 
 
5.6 Governance 

The Paballong Trust was created by a group of concerned individuals who had a vision of a 
centre on the Berea Plateau that would provide holistic and high quality HIV/AIDS services 
to the area. In time, they successfully raised the necessary resources, created the required 
infrastructure and facilities and recruited the staff to run the Centre. The Centre is now 
managed on a day-to-day basis by the staff according to their job descriptions. However, a 
number of trustees continue to take a very active interest in the Centre’s daily operations 
and make frequent visits. During these visits, according to interviews held with senior staff 
members, the trustees play a managerial role, frequently instructing staff on what to do. The 
staff find that they have little choice other than to fall into line and follow the instructions. This 
risks undermining their authority and blurs the line between staff and trustees. 
 
The above situation is in fact very common to new organisations. The founding trustees, who 
developed a vision and realised it through considerable effort, find it difficult NOT to remain 
involved in the details of day-to-day operations. This is, however, usually confusing to staff 
members who should, in theory, have full authority outside of the Trustee Board meetings.  
 
A considerable body of literature exists on the question of governance in not-for-profit 
organisations, with the general consensus being that trustees should no longer be involved 
in day-to-day operations once professional staff members have been recruited7. In cases 
where trustees wish to continue making a ‘hands-on’ contribution to operations, they need to 
accept that they do so as volunteers and fall under the authority of the general manager for 
the duration of their assignment. In other words, the trustees should only have authority over 
staff when they are sitting together as trustees in a formal board meeting. For the remainder 
of the time they are volunteers, contributing their time and skills to tasks agreed with 
management.  
 
                                                 
7 http://www.charitychannel.com/articles/article-categories/nonprofit-boards-and-governance- 
review.aspx 

 28



 

Overall, the role of the board should be focused on activities such as: (i) maintaining the 
vision; (ii) providing overall guidance and direction; (iii) fund raising and (iv) networking and 
public relations. At board meetings, the trustees should approve the work plans and budgets 
proposed by staff. Once these are approved, staff should become fully accountable for their 
implementation (using tranches of funds that are released to the project’s accounts that are 
managed by staff). Between the approval and the reporting back points, the trustees should 
not directly intervene in operations.  
 
It is recognised that the transition to such a model of governance is not an easy one. Both 
trustees and staff members have to adjust to a new relationship. However, international 
experience on this matter is clear: the longer it takes to make a clear separation between 
trustees and staff members, the more fraught relationships are likely to become.  
 
5.7 Space and Services 

The Paballong Trust is fortunate to have acquired a beautiful site and to have obtained the 
resources to restore the old buildings to a very high standard and to build additional ones. 
However, currently, the best parts of the complex are not being used: the Main House, with 
its three wards (male, female, children) remains unused, as does the caregivers’ house. The 
reason for this is that Trust has not been able to raise sufficient resources to fulfil the vision 
of Paballong as a Centre equipped and staffed to provide residential care to patients in need 
of hospitalization. To achieve this, the Trust would need to secure funding for six nurses (the 
number required to manage operations full-time in a three ward facility).  
 
The MOHSW was approached with a request to fund these positions, but, in the end, agreed 
to fund only one new post. The reason given for this is fully understandable: the Ministry has 
numerous requests from around the country for additional staff. Currently, there are 20 
clinics, many located in remote areas where people have no alternatives nearby, that have 
urgently requested nursing staff. With Government revenue constrained it is evident that 
judicious consideration has to be given to nation-wide needs before any particular allocation 
is agreed. As the MOHSW is unlikely to find the resources for residential care in the 
foreseeable future and it would prefer to see Paballong focusing on Mother and Child Health 
(MCH) services (rather than residential  and palliative care) it is evident that the use of the 
empty wards needs to be reconsidered. 
 
With rising needs from the both the VCT and Clinical departments for more space, it would 
appear that there is an opportunity here for the space in the Main House to be put to very 
good use. The VCT Department could use one room (possibly the living room) for its 
purposes: this would provide much more space (sufficient for group counselling) than is 
currently available. The large veranda would make an ideal location for patients to wait, 
especially if part of it could be enclosed for use at times of inclement weather. 
 
What then of the wards?  Village Health Workers pointed out that there is an urgent need for 
a maternity facility on the Plateau that could perform deliveries at night. Currently, if a 
woman goes into labour she has to be rushed down to Maseru as none of the existing health 
centres provide a night service. As public transport does not operate in the evening this is 
hugely problematic for many. The suggestion was made that Paballong should at least be 
able to provide emergency maternity services. One possibility then would be to turn the 
children’s ward into a delivery room, with the adjacent bathroom being converted into a 
sluice room. The additional nurse to be provided by Government would then be expected to 
have qualifications in midwifery and would be expected to reside on site. Under normal 
circumstances, she would participate in the everyday clinical operation described earlier: in 
cases when she was called out for an emergency night delivery she would be given time off 
during the day. In cases of complex deliveries requiring a doctor she would accompany the 
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patient to TY in the Paballong ambulance. This option was supported by both staff members 
and the MOSHW in interviews as a sensible use of space and resources. 
 
As noted earlier, the clinical department expressed a need for a separate space to consult 
and treat TB patients. The male ward in the Main House would appear to be perfectly 
suitable for this purpose as it is well ventilated. 
 
In the Main House, this then leaves the female ward. The logical use for this would be to 
reserve it for patients who need to be transferred to hospital (approximately three per week). 
They could rest here while waiting for same day transfers, or stay overnight with a relative 
for transfer the next day. 
 
At the back of the Main House there is the well-constructed and equipped self-catering 
house for six caregivers. How could this best be used?  One option here would be to use this 
to tackle the problem of the agricultural component which, as discussed in detail earlier, is 
having a limited impact. The idea here would be to have ‘intakes’ of HIV positive clients or 
their family members/caregivers who would be carefully selected (on the basis of poverty, 
interest and capacity) to undergo intensive, hands-on training in agriculture and nutrition at 
the centre. Each in-take would last for about 2 weeks. During this time, the trainees would be 
guided by an agricultural specialist (e.g. an extension worker) qualified in intensive 
horticulture. In the mornings they would have sessions in the garden in which they would 
actively undertake relevant activities, such as building key-hole gardens and working with 
livestock.  In the afternoons, there would be sessions on nutrition, or counselling on 
adherence, for example. On graduating, they would be given a small package of inputs that 
would be sufficient to get them started at home. The agricultural specialist would need 
adequate time off between in-takes to follow up on graduates. Under this arrangement the 
current contingent of gardeners would be cut back severely as much of the work in the 
garden would be done by the trainees. 
 
The final facility that requires discussion is the commercial site across the road. This is a 
prime location that is currently under-utilized by the IGA group. This site once generated 
considerable revenue when it operated as a trading store. Cleary, the goods provided were 
appreciated, saving household travel expenses down to Maseru. The Trust needs to 
consider how best to use this. The objective should be to generate real revenue (that could 
be used to cover some staff costs). A proper feasibility study (beyond the terms of reference 
of the evaluation team) would be required, but the following options could be considered: 
 

1. Lease the site to a business entity wishing to operate it commercially. 
 

2. Provide sufficient support for the IGA group to operate it as a retail outlet, that 
would also market vegetables and other produce from the Centre. 
 

3. Put up a workshop hall that could be made available to other NGOs, Government 
department and the like, with Paballong providing catering services using produce 
from the gardens. 
 

4. Sell the site and re-invest the revenue. 
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Annex 1: List of Trustees 
 
PATRON 
Dr. TIMOTHY THAHANE 
Minister of Finance and Development Planning 
 
TRUST BOARD MEMBERS 
GERARD MATHOT (Chair person), from 2001 
International Pre-service and In-service Teacher Education, Educational Consultant 
 
MOPHETHE SEKAMANE (Treasurer), from 2001 
Lesotho Flour Mills, Sales Department 
 
SEHALAKANE MOHAPELOA, from 2001 
Lesotho Highlands Development Authority 
 
TITI VIOLET MOHAPI (Secretary) from 2002 
Consultant General Surgeon, QE II, Maseru and Maseru Private Hospital 
 
SEKHOANE POKANE, from 2001 until his untimely death in 2003 
Senior Technical Officer, CTA Motsoane Sefeane & Associates 
 
PAMELA EDITH POKANE, from 2001 
20 years corporate management in industry in Lesotho and SA 
10 years in Private Business 
 
SEBAPALO THABISO RAMAILI, from 2001 
Private Medical Practice and Maseru Private Hospital 
   
CHRISTABEL JACKSON, from 2003 to 2004 
Handicraft and garden expert 
 
MALEFETSANE NKHAHLE, from 2003 
Commission at the Independent Electoral Commission 
 
TSEPO MOKENELA, from 2003 
Director Architect Practice 
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Annex 2: List of Donors (to Nov 2007) 
Establishment of Paballong Centre  Donation (M)   
Foundation Netherlands Lesotho        521,781.11   
Robin Richards (UK)        519,016.31   
Finnish Embassy        327,591.25   
British High Commission        299,404.38   
National AIDS Commission        292,810.10   
Irish Embassy        254,500.00   
Netherlands Embassy        220,000.00   
Kleinwort Charitable Foundation (UK)        124,965.11   
Harry & Joop van der Vlugt (NL)          68,067.34   
Chinese Embassy          56,474.61   
Stichting Het Maagdenhuis (NL)          39,984.50   
US Embassy Self-Help Programme          38,297.55   
Dr. T.Thahane (LE)          37,500.00   
Lesotho Fund for Community Development          35,919.44   
Olijftak Chapel (BE)          29,094.00   
Lions Club Roosendaal (NL)          27,098.80   
NethPost Consultants (NL)          22,996.56   
Intercon Trust (Lesotho)          24,500.00   
Lesotho Brewing Company          20,000.00   
A. Deen (NL)          17,995.25   
Central Bank of Lesotho          16,500.00   
Sun International - Golf Tournament          15,000.00   
Nedbank - Lesotho          14,198.00   
Rob Wyatt (UK)          13,101.62   
Prof. W Bicknell & Mrs Jane Hale          12,370.00   
Mr & Mrs Burton (UK)          10,841.20   
Paballong Trustees          10,300.00   
van Haasteren Family (NL)            9,000.00   
Lynn Walmsley (UK)            5,903.95   
Mr Sam Montsi (SA)            5,000.00   
Telecom Lesotho            5,000.00   
Neil Marsland (UK)            1,200.00   
Anne Forrester                650.00  3,097,061.08  
in kind:   
Lancers Inn Furniture, linens, etc 
Department for International Development (UK) Furniture  
Mr Bob McKee (Lesotho) Computers  
Mr Mike Rossiter (SA) Architectural Designs 
Mrs Mphonyane Litlhakanyane Quantity Survey 
Mrs Limpho Hani (SA) Wall pictures  
Rethabile Mosisili (LS) T-Shirts  
EPIC Printers (Lesotho) Printing  
Imperial Fleet Services Use of vehicle  
Vodacom Lesotho Telephone  
Maluti Rotary Club Wheel Chairs  
Lesotho Workcamps Association Workcamp at Paballong 
Thabo Kou Transport  
Mafole Sematlane 2 days of Staff training 
Lesotho Durham Link Facilitate UK Money Transfer 
3-year grant for running costs   
WK Kellogg Foundation (US)  ±2,600,000.00  ($400,000) 
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Annex 3: Client Statistics 
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Annex 4: Location of Paballong 
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