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EXECUTIVE SUMMARY 
 

On December 5, 2005, Boston Medical Center entered into an agreement with Pact to increase 

the effectiveness, quality and capacity of HIV/AIDS related services throughout districts selected 

by the Ministry of Health and Social Welfare (MOHSW). Boston University’s original proposal 

focused on strengthening HIV/AIDS capacity at the district hospital and health center levels.  

However, the HIV/AIDS Directorate felt very strongly that capacity at these levels was being 

sufficiently addressed by other partners while the capacity of those closest to the community was 

overlooked.  In February 2006, emphasis shifted slightly to focus on increasing capacity in the 

districts to provide needed HIV and AIDS counseling, testing, and treatment services of good 

quality through the promotion and advancement of the Know Your Status Campaign (KYS).  

Throughout the length of this project, our aim has always been to facilitate, work within and 

strengthen the priorities of the MOHSW and the HIV/AIDS Directorate.  In many instances, 

particularly with the onset of implementation, this has taken significant amounts of time, but we 

are confident that this has resulted in a better program with enhanced sustainability overall. 

 

In August 2006, the Ministry of Health and Social Welfare designated the Berea district as our 

geographic area.  Thus, our collaboration with the Berea District Health Management Team 

(DHMT) was formed and an implementation plan developed together in September 2006.  Our 

objectives were: 

(1) To conduct training on HIV/AIDS testing and care at the community level to all active 

Community Health Workers in the Berea district of Lesotho, 

(2) To provide technical assistance on developing systems for the management and 

supervision of Community Health Workers and establish clear roles and processes for 

Community Health Workers on testing and counseling as well as subsequent follow-up, 

and 

(3) To identify and organize referral services and processes available outside of standard 

health facilities. 

Our broader aim was to provide all active health facilities in the district with an adequate supply 

of community health workers to provide HIV counseling and testing services to most of the 

district population.  At the time, there were 17 health facilities but this number was later reduced 

to 15 when two of the health centers closed.    

 

Training 
 

The BMC health trainer together with the Berea DHMT worked collaboratively to identify 

candidates for training in counseling and testing based on the recommendations of the health 

center nurses selecting from a pool of previously trained community health workers (CHW); 

trainees would become community based counselors (CBCs). We coordinated with the central 

KYS office and closely followed the WHO designed and Ministry of Health and Social Welfare 

(MOHSW) approved training modules for each of eight trainings beginning in October 2006.  

The modules included basic facts on HIV and AIDS, Prevention of Mother to Child 

Transmission, Nutrition, Palliative Care, Anti-Retro Viral Therapy, HIV Counseling and Testing 

and many more HIV-related topics.  Each training was conducted for two weeks, facilitated by 

the BMC health trainer, counselors from Berea Hospital and the managers of the Berea KYS 

Team.  By the end of April 2006, we had trained a total of 285 individuals (three of whom have 
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since passed away bringing the total to 282 surviving CBCs) reporting to the following 12 

district health facilities: Koali, Pilot, St. Magdalene, Berea Hospital, St. David, Mahlatsa, 

Kolojane, St. Theresa, Immaculate, Maluti Hospital, Mapheleng and Sebedia.  

 

 
 

This two-week didactic training was then followed by a one-week attachment to practice their 

counseling and testing skills at Berea Hospital or the nearby health centre, followed by a one-

week attachment at tents pitched in the communities. By the end of the third group training, the 

number of CBCs had grown to 113 and this posed a challenge to attachment and supervision of 

CBCs as there were smaller numbers of supervisors and a fast growing number of CBCs. The 

supervisors were limited to the Berea Hospital and health centre counselors (9 in total), the BMC 

Health Trainer, and occasionally representatives from the central KYS team.  After several 

supervised field visits to the fully trained CBCs, we discovered that even our most promising 

CBCs did not have enough confidence and competence to provide high quality counseling and 

testing services independently. 

 

Following these observations it was decided that those trained as CBCs required advanced 

training that focused more on HIV counseling and testing to further refine their counseling and 

testing skills.  Our implementation plan was revised along with our targets and our agreement 

with Pact was extended.  We developed a one-week advanced training for smaller groups of 

CBCs, mostly using role plays, interactive exercises, demonstrations, and case presentations as 

methods of training to ensure that the CBCs fully comprehended the counseling and testing 

process. The didactic training includes training on core skills required for counseling and testing, 

exercises in self-awareness, review of CBC roles and responsibilities, discussion on the 

differences between VCT counseling and community based counseling, modules on client 

education and client-centered counseling, case studies on risk reduction, review of the informed 

consent process, sessions on all stages of counseling, practice in testing, role plays on handling 

positive and negative test results, special guidance on couples counseling, presentations by 

PLWA on positive living, and modules on crisis counseling as well as counseling ethics and the 

Client Bill of Rights.  This training excluded the topics not specific to testing and counseling that 

were covered in the initial training to focus on strengthening HIV testing and counseling skills.   
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BMC also introduced a careful selection process to identify highly committed and capable 

individuals to participate in the advanced training.  We tested (Appendix 1) and interviewed 

(Appendix 2) 260 out of the 282 CBCs and 90 CBCs from Holy Family, Good Shepherd and 

Bethany health centers.  The training was facilitated by the BMC health trainer, trainers from 

Population Services International (PSI), representatives from both central and Berea district KYS 

teams, and counselors from Berea Hospital.  After the five-day training each CBC was attached 

to a health facility under supervision of a counselor for a minimum of 8 days.  The attachment 

period varied according to each individual CBC’s needs to ensure that each had attained the 

required knowledge and skills in counseling and testing.  On average, this attachment period 

lasted 10 days and the longest attachment period was 15 days.  Competency was determined 

based on evaluations performed by the facility supervisors.  After eight days of attachment, 

CBCs returned as a group for two days of case presentations and final training on logistics 

(supplies, reporting, etc.).  This was then followed by supervised community-based counseling 

sessions until they were cleared for independent community counseling and testing by their 

supervisor based on consistent demonstration of the counseling and testing competencies.  The 

evaluation tool used by supervisors is attached as Appendix 3.  These several stages of practical 

training demanded more supervision than the district was able to provide even with additional 

support from PSI.  As a result, another extension was granted to allow us to complete coverage 

of the remaining health centers in the district and to allow us to organize systems for ongoing 

management and supervision of the trained CBCs. 

 

The first of seven advanced trainings was held at the end of June 2007 with a total of 84 

advanced CBCs having successfully completed the training.  This results in a total of four to 

eight CBCs trained per health facility for all of the 15 active health facilities under the mandate 

of the Berea DHMT including the 12 listed previously as well as Bethany, Good Shepherd and 

Holy Family health centers.  CBCs at these three additional health centers received their initial 

training through the Maseru KYS office, but responsibility for their oversight has since been 
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transferred to the Berea KYS team.  In some health centers the advanced trainings have made it 

possible for the advanced CBCs to convey and transfer the skills they learned to the rest of their 

fellow CBCs and this has proved to be a success. Below are tables that list all trainings 

conducted as part of this project (Table 1) and indicate the number of CBCs trained for each 

community council area (Table 2). 

 

Table 1. Trainings conducted by BMC October 2006-March 2008 

Training Date # Trained Type of Training Source Facilities 

16-27 Oct 2006 34 Initial Training St. Magdalena, Pilot, Koali 

27
  
Nov-8 Dec 2006 41 Initial Training St. Magdalena, Pilot, Koali 

8-19 Jan 2007 38 Initial Training Berea Hospital 

12-23 Feb 2007 22 Initial Training Mahlatsa 

19 Feb-2 Mar 2007 31 Initial Training St. David 

12-23 Mar 2007 44 Initial Training St. Theresa, Kolojane, Immaculate 

26 Mar-5 Apr 2007 33 Initial Training Maluti Hospital 

16-27 Apr 2007 42 Initial Training Mapheleng, Sebedia 

25-29 Jun 2007 9 Advanced Training Koali, Pilot, St. Magdalena 

24-28 Sept 2007 9 Advanced Training Kolojane, St. Theresa, Immaculate 

26-30 Nov 2007 12 Advanced Training Mahlatsa, St. David, Berea 

Hospital 

3-8 Dec 2007 12 Advanced Training Mapheleng, Sebedia, Maluti 

25-29 Feb 2008 18 Advanced Training Holy Family, Bethany, Good 

Shepherd 

27-20 Mar 2008 12 Advanced Training St. Theresa, St. David, Mahlatsa 

25-28 Mar 2008 12 Advanced Training Sebedia, Mapheleng, Kolojane 

 

 

    Table 2. Advanced CBCs trained by Berea Community Council 

Community 

Council 
Population 

Advanced 

CBCs Trained 

People per 

Advanced CBC 

Makeoana 33,445 12 2,091 

Mapoteng 23,926 4 5,982 

Koeneng 21,887 16 1,368 

Tebe-Tebe 16,533 6 2,756 

Phuthiatsana 25,660 12 2,138 

Maluba-Lube 21,948 4 5,487 

Motanasela 19,817 12 1,651 

Senekane 22,262 6 3,710 

Kanana 19,311 6 3,219 

Thuathe 11,416 6 1,903 

 

In many cases advanced CBCs partnered with those CBCs that underwent the initial training in 

order to conduct community education in their areas through communal gatherings, at funerals, 

schools, youth groups, women’s groups and any other opportunities where groups of people have 

congregated. Statistics on community education have been collected from the CBCs in groups so 
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as to avoid double-counting as the CBCs conducted most of the education sessions in pairs or 

small groups. This information has been collected from a total of 188 CBCs who reported on 

their activities.  They have reached a total of 27,924 people (19,315 females and 8,609 males) 

through HIV and AIDS education.  Out of this number reached through education, a total of 

5,606 (65% of which were female) have been counseled, tested and received results through 

April 2008.  This number does not include those individuals that CBCs have counseled and 

tested while at health facilities. 

 

Our initial target to train “all active CHW in the Berea district” as was originally set based on 

national strategic goals for the KYS campaign was drastically reduced in order to revise the steps 

of the project so as to adhere to our overall goal.  The quality of the testing and counseling 

services provided by those CBCs receiving only the initial training was inadequate.  

Furthermore, their level of commitment and/or confidence was insufficient to meet the targets for 

numbers counseled and tested.  

 

We were quite fortunate that the timing of the KYS campaign review was conducted over the 

final months of this project, and therefore a forum was already established where we could 

present our findings.  We were encouraged by the positive response to the recommendations that 

came out of the KYS review, which included the standardization and harmonization of CBC 

training, the development of a remuneration policy, the revision of strategic plan and targets to 

fit the funding available, integration of KYS with the MOHSW HIV/AIDS Directorate to 

establish a permanent presence, the inclusion of refresher trainings for trained CBCs, and the 

implementation of periodic mass campaigns to reach more people.   

 

 
 

We are excited to continue our work with the KYS campaign along these lines in partnership 

with PSI as we feel the reformation of our program has truly enhanced the capacity of trainees 

and the feasibility of providing quality HIV and AIDS counseling, testing and treatment services 

at the community level.  Direct, individual community-based supervision of each of our 
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advanced trainees has attested to their ability to conduct counseling and testing correctly and 

with confidence.  And we are enthusiastic about the potential for an accelerated district-wide 

campaign utilizing these advanced CBCs in a few months time pending support from the district 

and central KYS offices. 

 

Systems Strengthening 
 

We have developed a system where the health center counselors are directly providing 

supervision for CBCs on a continuous basis through community visits, and as they do so they fill 

in the assessment forms to measure individual CBC performance.  To further refine their skills, 

CBCs take turns at their health centers to continue practicing the skills they learned during 

didactic and practical training.  This practice has been quite beneficial for the health centers 

especially the ones that are not staffed with counselors.  During the second phase of this project 

and after a few more months of experience, we will train one advanced CBC per health center in 

supervision and management skills, who will be responsible for coordinating schedules and 

support for supervision and refresher training, troubleshooting problems with systems for 

stocking test kits and other supplies, and overseeing reporting systems.  These “senior” CBCs 

would be easily accessible to address day-to-day needs and questions of their fellow CBCs with 

support from the facility-based supervisor so that there is a strong network of support at various 

levels that can be sustained. 

 

On the second day of training, the CBCs receive clear instruction on their independent roles and 

responsibilities.  CBCs are clear on where to report to and how to request additional supplies, but 

the lack of a clear system of ongoing supervision due to the lack of available supervisors is still 

quite confusing.  In order to assist CBCs in the field, we have developed reference guides for 

facts on HIV/AIDS, pre-test counseling steps, post-test counseling steps, the steps of the testing 

process, and PMTCT.  These are still being formatted and translated into Sesotho with assistance 

from a US Peace Corps Volunteer, but is expected to be completed next month. 

 

Initially the district KYS office received test kits and other supplies from the hospital laboratory.  

This was challenging as they usually did not have access to the testing kits and supplies.  

Negotiations between the district and central levels resolved to enable the KYS office to procure 

testing kits directly from the central level so as to facilitate access of the district KYS office to 

the kits and to provide CBCs with a regular supply of test kits. 

 

Referral Services 
 

Clients are rarely referred to organizations outside the health facilities as few organizations are 

operational in the Berea district, and CBCs are not comfortable referring community members 

for private services that they probably cannot afford.  However, referrals to the Lesotho Planned 

Parenthood Foundation are quite common.  

 

The CBCs have also linked to support groups in their communities.  There are two types of 

community-based support groups: those for people living with HIV and those for community 

volunteers who care for clients in their communities.  The CBC is careful to emphasize the 

voluntary nature of these programs, but does provide information about these groups to clients 



 8 

testing positive.  Ultimately, though, it is up to the HIV positive client to disclose his or her 

status in order to seek support services.   

 

Over the last several months, strong relationships have formed between the CBCs and the 

hospital counselors as a result of the intense didactic training period as well as between the CBCs 

and the health centers as a result of their attachment period, ongoing supervision, and their 

intermittent refresher training.  This has helped to significantly strengthen referrals between the 

community and the health facilities.  As a whole, referrals to the clinics for follow-up testing and 

care, to family planning services, and to community-based support groups are the most essential 

services to offer in post-test counseling. 

 

 

CHALLENGES 
 

The signing of the agreement occurred four days after the launch of the national Know Your 

Status (KYS) campaign.  The Clinton Foundation had just formed a partnership with the 

International Center for Equal Healthcare Access (ICEHA) with plans to begin a clinical 

mentorship program targeting Lesotho’s district hospitals and health centers in April 2006.  The 

needs of the MOHSW had shifted significantly between August 2005 when we received the 

green light and submitted a final proposal and January 2005 when we presented a detailed 

implementation plan for their approval.  The focus was shifted from health centers and hospitals 

to community health workers in support of the newly launched Know Your Status campaign.  

Although the relevant parties within the Ministry of Health and Social Welfare had agreed to our 

new scope of work by February 2006, onset of training was not initiated until October 2006 as a 

result of (1) internal negotiations concerning the specifics of KYS oversight and strategy that 

lasted until June, (2) indecision about the curriculum to use that lasted until August, and (3) a 

sudden shift in the geographic area where the MOHSW wanted us to focus so that all new 

relationships had to be formed in the districts very quickly.  Fortunately, our new district partners 

welcomed us with open arms and were as eager to begin training as we were. 

 

Once implementation began, the underlying challenge driving many of the events of 

implementation was the establishment of unrealistic targets by the MOHSW about how many 

individuals could and should be trained as well as subsequent numbers that could be tested given 

the nature of that training and support systems in place.  The Ministry originally set 720 CBCs 

per district in each of the ten districts as their target.  We initially committed to training half of 

that number of the Berea district.  We trained 79% of our target before we encountered a huge 

backlog in attachment sites and shifted to advanced trainings in order to address the limitations 

in quality.  Given our findings on quality and quantity of testing performed by the initial groups 

as well as our personal encounters, the capacity and commitment of the CHWs was grossly 

overestimated.  Our first two groups receiving the initial MOHSW-approved training with a total 

of 72 CBCs tested and counseled 234 individuals in their first 3 months or slightly more than 1 

person per month per CBC.  In contrast, advanced CBCs (some from this same group) are 

currently testing an average of 6 individuals per month.  Based on these figures, had we 

continued to implement the initial training to fully train 360 CBCs, 389 individuals would be 

tested per month assuming that all CBCs remained as committed to counseling and testing as 

they were in their first 3 months.  It should also be emphasized that based on our observations, 
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these 389 individuals would receive incorrect or inadequate counseling and testing.  Instead, our 

84 advanced CBCs are providing high quality counseling and testing services to about 504 

individuals per month.  Only with the flexibility and support of the central KYS office and 

USAID were we able to avoid catastrophe and appropriately prepare for a high quality district-

wide accelerated campaign and sustainable community-based counseling and testing services. 

 

Supervision of the CBCs has been a significant challenge for the implementation of this project. 

Although the health center staff meets monthly with the CBCs at the health center during which 

the CBCs produce their reports, field visits are still being conducted by outside organizations, 

including BMC and PSI.  This has worked well, but BMC is eager to implement more 

sustainable solutions and hope to do so as the program transitions to collaboration with 

Population Services International-Lesotho (PSI). During the transition between these two 

programs, BMC will designate a supervisor to oversee all supervision activities for CBCs.  The 

second phase of this program, conducted in partnership with PSI, will aim at training senior 

CBCs among those that have received the advanced training that can provide additional field 

supervision and serve as a more readily available connection to the health centers in order to 

provide additional support as needed. 

 

Challenges in supervision coupled with the lack of financial incentives for the CBCs result in 

serious problems with demotivation, further emphasizing the importance of the selection process. 

Several negotiations to advocate for CBC incentives have been entered into with the central KYS 

office and there has been a plan to include incentives in the next round of Global Fund activities. 

To date only the two first groups of CBCs (72) are getting incentives but this has had a bad effect 

on the CBCs that are not getting any incentives, including most of our advanced CBCs.  They are 

incredibly demotivated for both direct reasons related to incurring personal expenses in carrying 

out some of the project activities and indirect reasons related to feeling unappreciated.  We are 

optimistic, though, that by introducing the advanced training, we have both increased the merit 

of the CBCs and increased the affordability and therefore the likelihood for sustainability with a 

supply of fewer numbers of qualified and accountable CBCs that test greater numbers of people. 

 

Another challenge has been addressing inaccuracies in reporting from the district to the central 

level.  Although communication issues between the district and central levels have been 

resolved, reporting still remains a challenge at community level as not all CBCs submit their 

reports to the health centers in time and some do not submit reports at all.  We expect that this 

problem will also be resolved with the introduction of incentive payments that are collected by 

the CBCs upon submission of reports, but in the meantime, we hope that the “senior” CBCs will 

be able to greatly improve the current situation.  Although we had not planned for it, we would 

also like to address the absence of a system for reporting data back to the CBCs in the next 

phase. 

 

The district KYS team contributed enthusiastically and substantively to this collaboration.  Our 

partnership with them has been one of the most positive aspects of this project and it was a 

delight working with the team.  Despite all of this, we were unable to complete the transfer of a 

few remaining BMC activities to the auspices of the Berea KYS team.  The reasons for this seem 

to be related to cost.  For instance, the district KYS team has taken on the responsibility of 

making photocopies of reporting forms as photocopying is in their budget, but printing of the 
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client test cards has not yet been absorbed by the district.  We are optimistic, though, that these 

activities will transfer fully to the KYS office as we move into our next phase. 

 

Although it was not part of our initial plans, we quickly realized the importance of linking 

community-based counseling and testing to condom distribution, but it has been one challenge 

we have not been able to address successfully.  Condoms were not part of the initial KYS 

campaign strategy, so this was not a priority of our partners at the Berea KYS team.  In addition, 

systems for procuring and distributing testing kits and supplies are separate from systems for 

procuring and distributing condoms; synchronizing these two systems is a challenge.  BMC has 

begun to identify the underlying systems issues for these challenges and hopes to address them in 

the next phase of the program. 

 

 

LESSONS LEARNED 
 

Although the lesson may not be a new one, this project is a nice demonstration of both the 

importance and the difficulty of aligning the interests of the donor, the skills of the implementer, 

and the priorities of the partners.  The process was a frustrating and constantly evolving one, but 

the flexibility, patience, and willingness of all parties to work together led to a solution that filled 

a critical gap in order to address the unmet needs of the population being served.  This project 

was successful as a result of the commitment of all the key players to this process. 

 

As the program was refined, targets were reduced.  Our estimates were based on what was 

desired, not on what was actually possible or sustainable given the available resources or even on 

what would result in the best outcomes.  Targets were set without detailed knowledge of the 

limited numbers of supervisors and the small pool of capable and committed community health 

workers.  Targets also assumed that the WHO designed training had already been evaluated for 

quality.  Insufficient and incorrect information was used to set inappropriate targets.  Eventually, 

though, we conceded that we made an error in our estimates and it would have been a mistake to 

continue in the same vein for the purpose of meeting targets.  The project plan had to be revised 

in order to achieve the overall goal and adhere to principles of quality and sustainability.  

 

Our greatest lessons, though, pertained to the technical content of the program concerning 

teaching methods, factors influencing motivation, and how best to adapt a program to fit within 

existing systems.  The above description of the evolution of our program and the adjustments we 

made is a manifestation of these lessons learned. It was incredibly important to identify and 

utilize teaching methods that were both culturally appropriate and accounts for the strengths and 

weaknesses of the trainees.  By recognizing how dependent the success of the project was on the 

motivation of individual CBCs, we were able to identify the important factors and improve our 

selection to maximize the overall efficiency and quality of our work.  After several months of 

learning the intricacies of the existing systems and what could be and could not be changed, we 

were able to change systems where necessary and adapt our program to fit otherwise.  These 

technical lessons learned are what really made this project a success. 
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FUTURE PLANS  
 

In April, we signed a subcontract with Population Services International (PSI) to support the 

continued implementation and strengthening of the work we have done under this project.  

Specific program activities under this next phase are still under discussion with the Berea 

DHMT, but overall, this phase will focus on (1) operationalizing the CBCs that have been 

trained and the systems that have been established, (2) strengthening systems that will ensure the 

sustainability of community-based counseling and testing services, and (3) working with the 

central KYS office and other relevant partners to assist in strengthening the national curriculum 

for CBCs and offer a sustainable district model that can be replicated elsewhere.  Some of our 

plans are discussed throughout the report, but these are presented here in greater detail. 

  

We recognize the need to establish a clear integrated team-based system for testing and 

counseling services along the lines of the below organization structure: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Central 

KYS Office 

DHMT/ District 

KYS Office 

Health 

Facility 

Advanced CBC / 

AKA “CBC Tester” 

“Senior 

CBC” 

CBC Educator / AKA 

“CBC Educator” 

! Central office sets policy and oversees 

and supports the district office. District 

office guides implementation of policy and 

reports back to the central office. 

" District office supervises and supports 

health facilities and assists in coordinating 

and conducting CBC trainings. Health 

facility reports back to the district office. 
# Health facility 

oversees CBC 

tester and provides 

support as needed. 

CBC tester reports 

to facility and 

rotates at facility 

for refresher 

training and to 

staff facility 

testing services. 

! 

" 

# 

$ Facility supervises and supports 

senior CBC. CBC reports to facility 

and provides link to other CBCs. 

$ 

% 

& 

% Senior CBC regularly 

supervises and supports 

other CBC and 

troubleshoots problems. 

& CBC testers and CBC educators form teams assigned to geographic areas. With 

support from senior CBC, they develop and implement a cyclical schedule for 

educating, counseling, and testing in their areas. CBC testers report team data.  
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As is presented in the above structure, we are eager to establish another level of “senior” 

advanced CBCs.  Under this model, one advanced CBC from each health facility will receive 

intense training in supervision and management skills.  They will be responsible for coordinating 

schedules and support for supervision and refresher training, troubleshooting problems with 

systems for stocking test kits and other supplies, and overseeing reporting systems.  They will be 

trained to address day-to-day needs and questions of their fellow CBCs while liaising with the 

facility-based supervisor so that there is a strong network of support at various levels that can be 

sustained. 

 

This structure will become fully operational as we implement an accelerated campaign 

throughout the districts.  CBC educators and CBC testers from each health center will work with 

their affiliated health facility and senior CBC to design a plan for conducting an accelerated 

campaign over a period of 8 weeks in the villages that fall within the catchment area of the health 

facility.  Following the accelerated campaign, senior CBCs, CBC educators, CBC testers, and 

facilities will design a long-term plan for providing education, testing, and counseling services in 

their communities. 

 

After more than a year of conducting trainings in the communities and overseeing community-

based supervision of testing and counseling, we have learned a lot about what works and what 

does not.  We are eager to work with the central KYS office to share these lessons and help to 

develop a new training package and appropriate district model for sustaining the Know Your 

Status campaign.  The support we received from the USAID-Pact office has enabled us to 

develop the framework and to mold the building blocks that we hope will build Lesotho’s model 

for community based counseling and testing services. 
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                                LESOTHO-BOSTON HEALTH ALLIANCE 

                                     Supporting KYS Campaign – Lesotho 

 

Aimed to increase the effectiveness, quality and capacity of HIV/AIDS related services 

throughout the Berea district with more focus on the Know Your Status Campaign. 

 

 

Please answer all questions.                             Points: 40 

 

 

1. What is HIV? (2) 

 

2. What is AIDS? (2) 

 

3. What is the difference between HIV and AIDS? (2) 

 

4. What is counseling? (3) 

 

5. Who can offer counseling services? (1) 

 

6. What are the benefits of good counseling to the individual, family and community? Mention 

two for each category. (6) 

 

7. What are the qualities of a good counselor? Mention five. (5) 

 

8. A 29 year old man comes to you for counseling and testing. He is married but has two    extra-

marital affairs; he has an STI and is willing to know his status. What aspects do you cover when 

offering pre-test, test and post-test counseling; include important points to include in post-test 

counseling both for when he tests negative and when he tests positive? (16) 

 

9. Which HIV test kit do you use when doing an initial test? (1) 

 

10. When is a re-test necessary? (1) 

 

11. Which HIV test kit do you use when repeating the test?  (1) 

 

 

                                     **Good Luck and Thank You! ** 

 

 

This publication is made possible by the generous support of the American people through the United States Agency 
for International Development (USAID) under the sub-award made under the authority provided to Pact under 

Cooperative Agreement with USAID, number GPH-A-00-01-00007-00. The contents are the responsibility of the 
Lesotho-Boston Health Alliance and do not necessarily reflect the views of USAID or the United States Government. 

 

APPENDIX 1: CBC ABILITY TEST 
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Name of Candidate:  

Interviewer:                       

Date:  
Health Centre:     

Place of Residence:   

Contact Number:  
   

 

! Experience and Interest in Health Services  10   !  
 

! What is your experience working to improve health in the community? 

! Do you have a particular interest in the health sector? 

! In your opinion, what is the most important aspect of health care? 

 

! Work Ethics and Commitment    10   !  
 

! What are your long-term career goals? 

! How much time are you able to commit to the KYS program? 

! What about the KYS program appeals to you? 

! In your opinion, what is the greatest strength you will bring to the KYS program? 
 

          Total points (out of 20)        
     

GENERAL 

   Possible points  Points attained  
 

Appearance     4    !  

Personality      4    !  

Confidence     4    ! 

Ambition/Energy    4    !   

Communication    4    !    

    

Points (out of 20)        
 

General Comments 

             

 

             

 

__________________________________________________________________ 

 

             

APPENDIX 2: CBC COMMITMENT TEST 
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Mentorship Guidelines 

 
Counseling mentorship is an activity of professional support and learning that empowers counselors to develop 

knowledge and competence, maintain responsibility for their practices, enhance quality outcomes for clients and 

ensure the safety of staff and clients in complex counseling situations.  It is your responsibility to manage the 

counseling supervision process.  Be the person to whom the counselor is accountable on behalf of the client.  

 

Mentoring counselors involves the following skills: 

• Capacity Building 

• Instructing 

• Guiding 

• Supporting 

• Learning 

 

These skills provide the framework and guidelines that should be adhered to during counseling mentorship: 

 

Capacity Building 

• Share work-related knowledge and experiences 

• Teach by example 

• Generate new and creative ideas 

• Provides practice opportunities for transfer of knowledge and skills 

 

Instructing 

• Give open and honest constructive feedback on performance 

• Set performance standards 

• Challenge negative behaviors or attitudes 

• Facilitate problem-solving 

• Offer appropriate information, skills and support, and challenge or point counselors to where these are 

available 

 

Guiding 

• Encourage critical thinking 

• Inspire and model high-quality professional practices 

• Promote and sustain ethical practices 

• Model all targeted counseling skills 

• Stick to your decisions in disagreements about ethics or competence.  Have confidence in your own 

judgment. 

 

Supporting 

• Listen empathetically 

• Serve as a confidante (if necessary) 

• Motivate and empower the counselor 

• Promote self-awareness 

 

Learning 

• Request feedback on your own performance 

• Open yourself to new learning 

• Commit to ongoing upgrading of knowledge and skills in counseling practices and HIV/AIDS 

• Be aware of your power and limitations as a mentor 

 

If there are any issues with the counselors during their attachments, please bring those issues to the immediate 

attention of Mary Piet, LBHA Health Trainer (58714513). 

APPENDIX 3: CBC EVALUATION TOOL 

This publication is made possible by the generous support of the American people through the United States Agency 

for International Development (USAID) under the sub-award made under the authority provided to Pact under 
Cooperative Agreement with USAID, number GPH-A-00-01-00007-00. The contents are the responsibility of the 

Lesotho-Boston Health Alliance and do not necessarily reflect the views of USAID or the United States Government. 
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In order to assess the counselor who has been assigned to you, please rate the counselor on the following skills: 

 

Counseling Skill Assessment 
 Poor 

The 

counselor 

needs more 

practice with 

this skill 

Satisfactory 

The 

counselor is 

proficient in 

this skill 

Excellent 

The 

counselor 

uses this 

skill 

effectively 

Comments/Examples 

used 

Counselor listens well to the client 

 

    

Counselor empathizes with the client 

 

    

Counselor does not pass judgment on the client 

 

    

Counselor shows respect for the client 

 

    

Counselor communicates effectively with the 

client (coherently and consistently) 

 

    

Counselor recognizes her own limitations 

 

    

Counselor has a high level of self-awareness 

 

    

Counselor does not try to control the client 

 

    

Counselor is accessible and available to the 

client 

 

    

Counselor is able to deal with the client’s 

reactions 

 

    

Counselor empowers the client 

 

    

Counselor is flexible 

 

    

Counselor is knowledgeable, especially about 

HIV/AIDS 

 

    

Counselor knows when and how to say “I don’t 

know” 

 

    

Counselor knows when and how to say “no” 

 

    

Counselor is resourceful 

 

    

Counselor follows the client’s lead 

 

    

Counselor is able to explain things on the 

client’s level 

 

    

Counselor is open-minded 

 

    

 

This publication is made possible by the generous support of the American people through the United States Agency 

for International Development (USAID) under the sub-award made under the authority provided to Pact under 
Cooperative Agreement with USAID, number GPH-A-00-01-00007-00. The contents are the responsibility of the 

Lesotho-Boston Health Alliance and do not necessarily reflect the views of USAID or the United States Government. 

 


