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Registrar Research from the Ministry of Health/LeBoHA Family Medicine
Specialty Training Programme:
Building Research Capacity in the Mountain Kingdom
Chelsea McGuire,1* Sebaka Malope2
1: Assistant Professor and Academic Research Fellow, Boston University School of Medicine
2: Director, Lesotho Ministry of Health/Lesotho-Boston Health Alliance (LeBoHA) Family Medicine
Specialty Training Program
* Corresponding author: Chelsea.McGuire@gmail.com
Health research is a powerful vehicle for
health system development and is a
foundational skill for clinicians in the
increasingly evidence-based practice of
medicine.[1] It is globally recognized that the
strength of a country’s health system is
dependent on its foundation of primary
care.[2] Therefore, primary care health
research is of paramount importance.[3]
Family medicine is the core specialty of
primary care and is growing around the world
and across sub-Saharan Africa.[4] The
recognition of the importance of primary care
research is acknowledged across sub-Saharan
African Family Medicine training
programmes, with nearly all of these
programmes requiring their trainees to
complete a research or scholarly project as a
graduation requirement.[5] This is also the
case in the Family Medicine Specialty Training
Programme (FMSTP) based in Leribe, Lesotho.
In accordance with the Lesotho Council on Higher
Edition (CHE), the FMSTP curriculum designates that
“as a requirement for graduation from the FMSTP,
each fellow will complete a scholarly project“ in
order “to build research capacity in terms of
expertise, research practice and networks” and “to
contribute to the efforts in decreasing in the level of
disease burden in Lesotho.”
The FMSTP is a programme of the Ministry of
Health (MOH) in Lesotho. The MOH has partnered
with the Lesotho-Boston Health Alliance (LeBoHA),
an organization that has made a long-term
commitment to address the human capital

implications of the HIV/AIDS epidemic in Lesotho.
Through MOH/LeBoHA FMSTP, the registrars have
the opportunity to engage in research mentorship
by both Lesotho, Boston University and Boston
Medical Center faculty, as well as faculty members
from South Africa, and elsewhere. Since January
2017, the FMSTP registrars also benefitted from
peer mentorship by US family medicine residents
and fellows to produce the manuscripts included in
this edition of the Lesotho Medical Association
Journal.
Over the past year, after face-to-face teaching as
part of the FMSTP curriculum, the registrars, the
peer partners and the FMSTP faculty have
collaborated though a process of remote, or ementorship, which took place via email, WhatsApp,
and video-calls. Through this mentorship process,
the registrars defined their research questions,
evaluated the literature, designed their research
protocols, gained Lesotho MOH Research Ethics
Committee approval, collected and analyzed their
data, and finally produced their research
manuscripts.
In this edition of the Lesotho Medical Association
Journal, readers will find four original research
pieces, each conducted by a member of the 2018
graduating class of
the MOH/LeBoHA
FMSTP. These
talented new
family medicine
specialists have
completed a
rigorous, four-year
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training programme, teaching them advanced
clinical and procedural skills, community and
population health skills including community
oriented primary care, administrative and
leadership skills, as well as research scholarship
skills as evidenced by the articles found here.
The work of the FMSTP registrars represents
significant advances to our understanding of a
number of pressing health issues in Lesotho.
Makiti, et al. performed an exploratory study in
Mafeteng of the barriers to cervical cancer
screening as experienced by both women and
healthcare workers in district health centres, who
are tasked with delivering this important preventive
health measure.
A pilot intervention of diabetes self-management
education was rolled out in Butha-Buthe by Sao, et
al., showing important improvements in knowledge
among patients who attended the programme.
In Mokhotlong, Matjeane, et al. investigated
burnout among healthcare workers, overall finding
they are enthusiastic and confident in their jobs but
are negatively affected by lack of sufficient
compensation, a resource-constrained
environment, and high workload.
Mojaje, et al. explored issues important to
caregivers of disabled children that are often
overlooked during busy consultations, finding that
additional psychosocial support is needed.
All four of the original research pieces featured here
were accepted for presentation the World
Organization for Family Medicine (WONCA) Africa
Regional Conference in Pretoria, South Africa in
2017.
The research findings of these early career family
medicine specialists represent significant
contributions to further the health of the people of
Lesotho. These research projects also show that
Lesotho is part of the leadership in primary care
research that is a growing movement around the
continent.
The Young Doctors Movement of the sub-Saharan
African Region of WONCA, called AfriWon
Renaissance, has a vibrant research theme group
that seeks to support young family physicians in
their research endeavors. The unique form of peer

and e-mentorship that supported the Lesotho
FMSTP registrars inspired a pilot programme to
address the unmet research mentorship needs
among AfriWon members, as identified by Yakubu
et al. in 2018.[6] We look forward to an ongoing
research collaboration between this movement of
young doctors and the FMSTP, for the betterment
of health and well-being of the people of the
Mountain Kingdom and across the continent.

These research projects show that
Lesotho is part of the leadership in
primary care research that is a
growing movement around the
continent.
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Barriers to Cervical Cancer Screening in Motsekuoa Health Center, Lesotho
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ABSTRACT
BACKGROUND: Cervical cancer is one of the leading causes of cancer-related mortality among women in lowand middle-income countries. In Africa, cervical cancer is the second most common form of cancer among
women, with approximately 92,400 new cases and 56,600 deaths each year. Lesotho ranks among the top 20
countries globally in cervical cancer incidence and mortality, however little is known in the literature about
barriers to cervical cancer screening. This study focuses on identifying reasons for low uptake of cervical cancer
screening services in the Motsekuoa community in the Mafeteng District of Lesotho.
METHODS: Qualitative methods were used to explore the barriers to cervical cancer screening. Three focus
groups were conducted with women attending Motsekuoa Health Centre (n = 28). Additionally, one focus group
was conducted with healthcare workers (n = 5) at the centre.
RESULTS: Among women attending the Health center, key barriers included lack of knowledge about cervical
cancer and about cervical cancer screening, as well as fear of the procedure. Among healthcare workers,
additional barriers to screening included lack of equipment and understaffing.
CONCLUSION: Despite recent efforts in Lesotho to increase uptake of cervical cancers screening, significant
barriers to screening remain. Efforts to address the barriers to cervical cancer screening include increasing the
dissemination knowledge via improved health talks at health facilities and within communities. This is needed to
increase timely and adequate screening among the women of Lesotho and reduce both its incidence and
mortality.
BACKGROUND
Worldwide, cancer of the cervix is the fourth most common cancer among women, with an estimated 527,624
new cases and 265,672 deaths in 2012. Approximately 80 percent of all the cases are in developing countries. In
sub-Saharan Africa, cervical cancer comprises 20 to 25 percent of all cancers among women, which is about
double that of women worldwide.[3] Factors behind high prevalence in sub-Saharan countries are multifactorial.
Efforts to screen the female population at risk have been limited due to lack of skilled specialists (i.e.
pathologists, gynecologists), clinical infrastructure, and lack of transportation for women to attend their visits,
among others.
The HIV epidemic is another important factor in the high prevalence of cervical cancer in sub-Saharan Africa.
HIV-infected women have more persistent HPV infections, are more likely to be infected with multiple HPV
strains, and are more likely to have high-grade cervical disease at time of diagnosis as compared with HIVnegative women.[4] A large percentage of immunocompetent women are able to clear the HPV virus, thus
Lesotho Medical Association Journal Vol. 15 No. 1 March 2019



eliminating the progression to cervical cancer. Decreased immunocompetence due to HIV means that HIV
positive women have an increased risk of developing cervical cancer and often experience a more aggressive
form of cervical cancer based on the persistence of the HPV virus.[5] Lesotho is one of the hardest hit countries
by HIV, with approximately twenty-five percent of adults age 15 to 49 infected with HIV.[2] Cervical cancer ranks
as the most common cancer among women in Lesotho and is the second most frequent cancer among women
between 15 and 44 years of age. Data is not yet available on the HPV burden in the general population of
Lesotho.[6] Documenting the scope of the problem is beset by the paucity of cancer registries in many lowresource countries, including Lesotho.[7] Cervical cancer is preventable and can be cured when it is detected
early in the precursor condition, thus screening, especially in high HIV prevalence areas, is crucial to decreasing
the rates of cervical cancer and related deaths worldwide.
Lesotho is a small country of approximately 30,000 square kilometers and has an estimated population of 2.06
million, with 696,199 women aged 15 years and older who are at risk of developing cervical cancer. Current
estimates indicate that every year in Lesotho, 312 women are diagnosed with cervical cancer and 185 die from
the disease.[8] Lesotho is divided into ten districts. Our study was performed in Mafeteng district, with a
population of 182,395, of which 94,032 are women of child bearing age.[9] In Mafeteng District, there are 17
health centers. Health centers screen on average 3 to 4 women per week which is extremely low given the
population they serve. In 2013, the Ministry of Lesotho collaborated with a number of NGOs, including WHO,
UNFPA, EGPAF and USAID, to develop cervical cancer screening guidelines for health care workers at both
primary and secondary levels. A series of trainings were conducted across the country, however there have
been challenges to widespread implementation of screening. Anecdotally, providers report that women are
continuing to present with advanced stages of the cervical cancer.
There is a high prevalence of cervical cancer among patients presenting to Mafeteng Government hospital. Last
year, 103 women without symptoms were screened and approximately 17 percent of these women turned out
to have cervical cancer at the time of screening. Most clinics do not screen women attending the clinics and
many women are missed, or referred at late stages of cervical cancer. There is clearly a low uptake of cervical
cancer screening in this region. A major contributing factor to Lesotho’s high cervical cancer prevalence is the
lack of a comprehensive screening and treatment program.
Lesotho ranks among the top 20 countries globally in cervical cancer incidence and mortality.[1] Despite the
recent development of screening guidelines in Lesotho, little screening occurs. The barriers to cervical cancer
screening in Mafeteng, Lesotho are not known. The study will focus on identifying reasons for low uptake of
cervical cancer screening services in the Motsekuoa community in the Mafeteng District of Lesotho. The aim of
this study is to identify community, health provider and health system related barriers, as well as patientoriented barriers to cervical cancer screening in Motsekuoa Health Centre. This will answer the following
research question: What are the barriers to cervical cancer screening at Motsekuoa health center in Mafeteng
District of Lesotho?
METHODS
Study design and procedures: Focus groups were conducted with women who presented to care at Motsekuoa
Health Centre. Additionally, a separate focus group was conducted with nurses working in Motsekuoa Health
Centre. Semi-structured questions were used to guide the focus group discussion and were chosen as an ideal
qualitative method to explore barriers to cervical cancer in these two groups. Focus groups allow for participants
to build off of one another’s ideas and therefore lessen the impact of researcher bias. Groups were 60 to 90
minutes in duration and were held confidentially in the health center multipurpose hall. Participants were first
asked to fill out a demographic data form. All groups were audio recorded and facilitated by the principle
investigator, with a co-facilitator acting as a note taker.
Study population and setting: The study was conducted in Motsekuoa Health Centre. Motsekuoa is a village 26
kilometers away from Mafeteng and is a semi-urban area with a population of 10,008. Participants included
women in the catchment area of Motsekuoa Health Centre (MHC) aged 18 to 49 years and current healthcare
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workers employed by MHC. Participants had to be able to speak and understand spoken Sesotho. Women were
recruited from the outpatient department in MHC by the nurse in charge. All the participants were informed of
the purpose of the study and written consent was obtained before the focus group.
Sampling procedure: We used purposeful sampling to intentionally select women in the relevant age range for
cervical cancer screening and healthcare workers who could provide insights on their experience with cervical
cancer screening in their health centre. Our sample size was limited to four total focus groups, and our target
population to a single health center due to financial and time constraints.
Data collection tools: A semi-structured focus group guide was developed in English and then translated into
Sesotho in order to ensure participants comfort in using the language that they fully understand. The focus
group guides were designed to capture the information as follows: knowledge level of participants in relation to
cervical cancer, screening methods, myths and potential barriers to cervical cancer screening. The focus group
guide for health care workers explored the challenges to cervical cancer screening and cervical cancer
management that undermine patient outcomes.
Data analysis: Data were analyzed for thematic content by the principle investigator. All audio recordings were
translated into English and transcribed in Microsoft Word in a template organized by the original question guide.
These transcripts were then read multiple times, together with field notes from each focus group and major
themes were identified.
Human subject protection: Approval was obtained from Research Ethics Committee, Ministry of
Health, Lesotho.
RESULTS
Participant characteristics: Table 1 below illustrates the demographic characteristics of the study participants.
A total of 28 participants were included across the three focus groups with women attending the health centre
and a total of 5 healthcare workers were included in the one focus group for employees of MHC. Among the
women participants 17 of the women (61%) were aged between 18 -27 and 11 (39%) were aged 28 and above.
Approximately 78% of participants had a high school level of education and 92% were married. Among the 28
participants, only 3 (11%) had ever been personally screening for cervical cancer. Healthcare workers were all
above 28 years old. Our sample included only one male nurse. One health worker had more than 25 years of
working experience.
Table 1. Characteristics of Women and Healthcare Worker Focus Group Participants
Characteristic

Women Participants (n=28)

HCW Participants (n=5)

Age
18-27
28 -37
38-47
48 +

17
8
2
1

0
4
1

28
n/a

4
1

0
6
22
0
0

0
0
0
0
5

Gender
Female
Male
Educational level
None
Primary school
Some high school
Some college
Some graduate school
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Married
Yes
No
Number of Children
0

26
2

n/a
n/a

0

n/a

1
2
More than 2
Ever Screened for Cervical Cancer
Yes

13
10
5

n/a
n/a
n/a

3

n/a

No
Years working at Health Centre
25 years
3 to 8 years
1 year

25

n/a

n/a
n/a
n/a

1
9
5

Women focus group results: Table 2 below summarizes the overall responses from the women participants in
the three focus groups, labeled A, B and C and the questions from the semi-structured interview guide used
during each focus group.
Table 2. Questions and Responses of Women Participants During Focus Groups
Questions

Focus Group A Responses

Focus Group B
Responses

Focus Group C
Responses

1. What do we
know about
cervical cancer
screening?

• ‘I heard about it in
health talks that we need
to do the screening’
• ‘We were encouraged at
14 weeks postpartum’
• ‘I don’t know’
• ‘We heard from Mothers
2 Mothers’ (Note: this is
an NGO)

• ‘We were forced to do
screening without
explanation’
• ‘I don’t know about
cervical cancer but I did
the procedure’
• ‘I know nothing about
cervical cancer’

2. What do we
know about
cervical cancer?

• ‘We do not know’

• ‘We do not know’

• ‘I don’t know anything
about HPV’

• ‘I know nothing about
HPV’

• ‘I do not know’
• ‘I just heard of a pen like
object used to screen’
• ‘We are always encouraged
to screen’
• ‘I have just heard, there is
something used to screen’
• ‘I heard we need to screen
but we don’t know which
part of the body’
• ‘I think it is sexually
transmitted disease’
• ‘I never listen during health
talks on cervical cancer’
• ‘I don’t know’
• ‘I think it is to do with
fibroids’
• ‘Pain during sexual acts’
• ‘We do not know’

3. What would our
community know
about HPV?
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4. What may be
some potential
barriers to
knowledge of
cervical cancer?

• ‘Fear of others knowing’
• ‘Fear of knowing about
HIV status when
attending the health
centre’
• ‘Fear of the procedure’
• ‘Fear of stress’
• ‘Fear of cancer’
• ‘Fear of undressing’

5. What have you
heard in the
community about
cervical cancer?
6. With whom
should
information about
cervical cancer be
discussed?

• ‘Cervical cancer is a rare
disease so therefore we
don’t know of it’

7. How might
information about
cervical cancer be
disseminated in
our community?

• ‘Word of mouth in the
community’
• ‘Pamphlet distribution at
the centre and
community’
• ‘Village health workers
can help disseminate the
information’

• ‘All girls’
• ‘All family members’

• ‘We do not get enough
education’
• ‘Maybe the nurses do
not have enough
information is the
reason why they do not
share’
• ‘In the community,
there is no one to tell
us about cervical
cancer’
• ‘Health care providers
do not educate us’
• ‘Irregular menses’
• ‘It is associated with
‘fibroids’

• ‘(The) community has a
perception of death once
(someone is) diagnosed
with cancer’
• ‘Painful screening
procedure’
• ‘Fear of infertility’
• ‘Fear of operations’

• ‘All women’
• ‘Both women and men ‘
• ‘Men should be
involved so that they
support (their) spouses’
• ‘Everyone in the family
should be informed’
• ‘Attendants of the clinic
through the health
talks’
• ‘Radio programs’
• ‘TV programs’
• ‘Public gatherings’
• ‘Village health workers
educate community’

• ‘Inform spouse’
• ‘Inform all members of
family (8 respondents)’
• ‘All girls age 10 must know’

• ‘Perception of death once
diagnosed with cancer’

• ‘Outreach must be done’
• ‘Perform public gatherings’
• ‘Radio’
• ‘Newspapers’
• ‘Pamphlets’
• ‘Word of mouth’

The above table was included in order to share the breadth and diversity of responses from the women in to
each question in the different focus groups. In Table 3 below, we have summarized key themes, mostly related
to either lack of knowledge or fear that emerged from these focus group discussions with regard to cervical
cancer screening barriers.
Table 3. Key Themes Regarding Barriers to Cervical Cancer Screening Identified from
Focus Groups of Women at Motsekuoa Health Center
Barriers to Cervical Cancer Screening
1. Lack of knowledge about cervical cancer screening
2. Lack of knowledge about cervical cancer
3. Fear of the cervical cancer screening procedure
4. Perceived lack of knowledge by the health providers
Furthermore, a key theme that emerged regarding ways to address these barriers included efforts to widely
educate all community members, including men, about cervical cancer and cervical cancer screening. The
women also had multiple suggestions with regard to how these educational efforts might proceed, including
Lesotho Medical Association Journal Vol. 15 No. 1 March 2019
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pamphlets, other media such as TV and radio, community gatherings, the use of village health workers and to
encourage the word of mouth sharing of information among women themselves.
HCW focus group results: Table 4 below summarizes the overall responses from the HCW participants in the
focus group, as well as the questions from the semi-structured interview guide that was used.
Table 4. Questions and Responses of HCW Participants During Focus Group
Questions
1. What are the
barriers to the
diagnosis and
management
of cervical
cancer?

2. What are the
challenges
perceived to
be faced by
patients?
3. What are the
proposed
remedies for
cervical cancer
patients?

Focus Group Responses
• ‘There is lack of equipment’
• ‘Young health providers and patients are not comfortable’
• ‘Lack of knowledge’
• ‘Referral system takes too long and demoralizes patients’
• ‘Understaffing is a challenge’
• ‘Patients are always in a hurry to go back home’
• ‘Sometimes the patients are on their periods so we don’t perform the screening’
• ‘It has been reported by lab that reagents are out of stock’
• ‘Family members are not supportive’
• ‘Lack of family support discourages patients to continue treatment after diagnosis’
• ‘Some patients need consent from spouse and (that) delays decision making’
• ‘Some patients consult traditional healers (first) and present in advanced stages’
• ‘I just know if a pap smear is positive for cervical cancer, they are sent to referral
hospital’
• ‘We screen women presenting to the clinic and if identify patches we send them to
Mafeteng hospital’
• ‘I have never seen a positive lesion’
• ‘When we see a positive lesion, we send to Mafeteng’
• ‘All women eligible for VIA are screened, when patient is VIA positive we then send
for cryotherapy and if lesion is big, LEEP is performed. Further testing will lead to the
patient being transferred to Bloemfontein oncology centre if malignancy is
confirmed for radiology/chemotherapy

The above table shows the range of responses regarding challenges faced by HCWs in the diagnosis and
management of cervical cancer. In the Table 5 below, we have summarized key themes, mostly related to health
system-related challenges that emerged from these focus group discussions with regard to barriers to cervical
cancer screening.
Table 5. Key Themes Regarding Barriers to Cervical Cancer Screening Identified from Focus Groups of
HCWs at Motsekuoa Health Center
Barriers to Cervical Cancer Screening
1. Lack of equipment
2. Lack of knowledge on cervical cancer screening
3. Referral system too long (if screen positive)
4. Stock outs of needed reagents
In addition to the themes shown in the table above, HCWs brought up the related barriers of lack of family
support in the case of diagnosis of cervical cancer and the impact of traditional healers on patient’s treatment
seeking behavior. The need to refer for additional treatment in the case of a positive screening was
emphasized.

Lesotho Medical Association Journal Vol. 15 No. 1 March 2019



ͳͳ

DISCUSSION
This exploratory qualitative study allowed us to identify a number of barriers to cervical cancer screening in
Mafeteng district, which, if addressed, could greatly increase the rates of screening and reduce cervical cancer
morbidity and mortality. Barriers expressed by women participants included misunderstanding the importance
of screening, concern about discomfort from the procedure, fear of the procedure, and limited knowledge of
cervical cancer and cervical screening modalities. From the health worker focus group, we identified additional
barriers to screening including lack of human resources, equipment, motivation, and training.
There have been a number of studies exploring the factors that contribute to the lack of cervical cancer
screening in other countries who may face similar challenges to Lesotho. Modibbo, et al. conducted focus group
discussions among Muslim and Christian women in Nigeria and found that barriers to cervical cancer screening
vary by religious affiliations. Interventions to increase cervical cancer awareness and screening need to take into
consideration varying cultural and religious beliefs in order to design and implement effective cervical cancer
screening intervention programmes.(8) Our study indicates that cultural beliefs in Lesotho also play a role in
cervical cancer screening and, if diagnosed, treatment seeking behavior for women with cervical cancer. A
qualitative study conducted by Mwaka, et al. in northern Uganda interviewed health professionals from two
hospitals in order to explore the perceived barriers to cervical screening in Uganda. The study found that
perceived barriers included: (i) patients and community related barriers, such as lack of awareness on cervical
cancer and available services, discomfort with exposure of women’s genitals, perceived pain during pelvic
examinations, and men’s lack of emotional support to women; (ii) individual healthcare professional’s
challenges, such as inadequate knowledge and skills related to cervical cancer management; (iii) health facility
related barriers, including long distances and lack of transport to cervical cancer screening and care centers, few
gynecologists and lack of pathologists, delayed histology results, lack of established palliative care services and
inadequate pain control; and finally (iv) health policy challenges, such as lack of specialized cancer treatment
services, and lack of vaccination for human papilloma virus.(9) Using a similar framework to Mwaka, et al., our
study identified patient-related barriers, such as lack of cervical cancer screening awareness, as illustrated by
the following quotes:
‘I don’t know about cervical cancer screening’ (Women’s focus group, WFG)
‘We don’t know anything about human papilloma virus’ (WFG)
We also identified individual healthcare professional-related challenges, such as lack of knowledge or comfort
with screening and diagnosis, as illustrated in the following quotes from both women and HCW’s groups:
‘Maybe the health providers do not have enough information and reason they do not share enough’ (WFG)
‘I have never seen a positive lesion’ (HCW focus group, HCW FG)
‘Young health providers (…) are not comfortable’ (HCW FG)
Lastly, we identified health facility related barriers, including lack of staffing and lack of needed equipment or
reagents, as illustrated in the following quotes:
‘Reagents out of stock’ (HCW FG) and ‘Understaffing is a challenge’ (HCW FG)
Moreover, our study findings align with findings from a study by Momberg, et al. in Cape Town, South Africa,
which explored women’s experiences with cervical cancer screening in a colposcopy referral clinic. Similar to
Momberg, et al., we found negative community opinions relating to Pap smears that deter women from seeking
screening. Additionally, barriers relating to quality of services, discomfort associated with the procedure,
influence of husband and/or family, the use of traditional medicine, as well as, limited of knowledge of cervical
cancer and Pap smears were identified in both studies.[10]
A limitation of this study is that we were not be able to select a representative sample of participants from the
larger community due to financial and time constraints. Instead, a purposeful convenience sample was used for
Lesotho Medical Association Journal Vol. 15 No. 1 March 2019
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patients attending the outpatient department, based on their age and gender, making them eligible for cervical
cancer screening. However, these participants likely have characteristics that are different from that of the
larger community and introduce bias, especially around health-seeking behaviors. Additionally, only one
researcher, the principle investigator, conducted the translation, transcription and thematic analysis process,
which may introduce researcher bias. Finally, language translation from Sesotho to English can affect the true
meaning of the participants’ views. For these reasons, we have interpreted our data with caution and plan to
conduct a follow up survey that samples a larger randomized population in order to test the accuracy of our
exploratory focus group results
CONCLUSION
While researchers have identified a number of reasons for low screening rates in various countries, this study
helps shed light on factors affecting cervical cancer screening in one district in Lesotho. This can be used to
inform future interventions for cervical cancer screening. From our study, we see that dissemination of health
information in the country continues to be a great challenge amongst health providers and the community at
large. Health education, increasing staff, and ensuring an adequate supply of the needed equipment must be
addressed by the Department of Health in order to make strides against cervical cancer in Lesotho.
REFERENCES
1. Ferlay J, Shin HR, Bray F, Forman D, Mathers C, Parkin DM. Estimates of worldwide burden of cancer in 2008:
GLOBOCAN 2008. Int J Cancer. 2010;127(12):2893–917.
2. National Institute of Statistics, Directorate General for Health, ICF International. Lesotho Demographic and
health survey 2014. Lesotho Ministry of Health. 2015. 1-457 p.
3. Denny L, Quinn M, Sankaranarayanan R. Chapter 8: Screening for cervical cancer in developing countries.
Vaccine. 2006;24(SUPPL. 3).
4. Kahesa C, Mwaiselage J, Wabinga HR, Ngoma T, Kalyango JN, Karamagi CAS. Association between invasive
cancer of the cervix and HIV-1 infection in Tanzania: the need for dual screening. BMC Public Health.
2008;8:262.
5. Ezechi OC, Gab-Okafor C V, Ostergren PO, Odberg Pettersson K. Willingness and acceptability of cervical
cancer screening among HIV positive Nigerian women. BMC Public Health. 2013;13(1):46.
6. Information Centre on HPV and Cancer. Human Papillomavirus and Related Diseases Report. 2017;(May).
Available from: http://www.hpvcentre.net/statistics/reports/XWX.pdf
7. Varughese J, Richman S. Cancer care inequity for women in resource-poor countries. Rev Obstet Gynecol.
2010;3(3):122–32.
8. Isa Modibbo F, Dareng E, Bamisaye P, Jedy-Agba E, Adewole A, Oyeneyin L, et al. Qualitative study of barriers
to cervical cancer screening among Nigerian women. BMJ Open. 2016;6(1):e008533.
9. Mwaka AD, Wabinga HR, Mayanja-Kizza H. Mind the gaps: a qualitative study of perceptions of healthcare
professionals on challenges and proposed remedies for cervical cancer help-seeking in post conflict northern
Uganda. BMC Fam Pract [Internet]. 2013;14(1):193. Available from:
http://bmcfampract.biomedcentral.com/articles/10.1186/1471-2296-14-193
10. Momberg M, Botha MH, Van der Merwe FH, Moodley J. Women’s experiences with cervical cancer screening
in a colposcopy referral clinic in Cape Town, South Africa: a qualitative analysis. BMJ Open.
2017;7(2):e013914.
11. Barnack-Tavlaris JL, Garcini L, Sanchez O, Hernandez I, Navarro AM. Focus group discussions in communitybased participatory research to inform the development of a human papillomavirus (HPV) educational
intervention for Latinas in San Diego. J Cancer Educ [Internet].
2013;28(4):7849.Availablefrom:http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=3867936&tool=
pmcentrez&rendertype=abstract

Lesotho Medical Association Journal Vol. 15 No. 1 March 2019



ͳ͵

Job Satisfaction, Workplace Conditions and Burnout among Health Care Workers in
Mokhotlong District, Lesotho
Kabelo Matjeane,1,2* Sebaka Malope,3 Rudolf Schumacher,4 Katrina Ciraldo,5
Nireesha Sidduri,6 Chelsea McGuire,7 Brian Jack8
1. Registrar, Ministry of Health/Lesotho Boston Health Alliance Family Medicine Specialty Training Program
2. District Medical Officer, Makhotlong Government of Lesotho District Hospital
3. Director, Lesotho Ministry of Health/Lesotho-Boston Health Alliance (LeBoHA) Family Medicine Specialty
Training Program (FMSTP)
4. Faculty member, Ministry of Health/Lesotho Boston Health Alliance Family Medicine Specialty Training
Program
5. Resident, Boston University Family Medicine Residency Program
6. Master of Public Health Candidate, Boston University School of Public Health
7. Assistant Professor and Academic Fellow in Family Medicine Research, Boston University, Department of
Family Medicine
8. Professor of Family Medicine, Boston University Department of Family Medicine and Director Lesotho-Boston
Health Alliance
* Corresponding author: kbmatjeane@gmail.com
ABSTRACT
BACKGROUND: Mokhotlong is a remote
mountainous district in northern Lesotho with a
population of 106,810 served by Mokhotlong District
Hospital, a public secondary level of care hospital.
Many healthcare workers in the government health
sector of Mokhotlong are unsatisfied. Both extrinsic
(including low salary, poor management, and lack of
training) and intrinsic (such as lack of respect among
healthcare workers) factors have been identified in
the literature as drivers of health worker
demotivation. Researchers have studied healthcare
workers’ burnout in the capital of Lesotho but no
studies have been done in more remote areas.
METHODS: Eighty-one health care workers
completed a survey that included six questions about
job satisfaction and 10 questions about workplace
conditions based on a standard scale. The means of
the response to the questions about job satisfaction
and work conditions were calculated. The
demographic variables were then dichotomized and
the means for each subgroup were compared using
an independent two sample t-test. All statistical tests
were analyzed using alpha level ɲ=0.05.

RESULTS: Participants’ internal characteristics
relating to job satisfaction were more positive
compared to external characteristics. The
respondents often feel like they are “enthusiastic
about their job”, “immersed in their work”, and feel
as if they have “clear job expectations.” They also
feel “very confident” at work although they only
sometimes receive positive job feedback. They
disagree that their workload is manageable and that
they have the supplies they need to do their job.
They strongly disagree that they were satisfied with
their salary and have the ability to pay for the needs
of themselves and their family. There were several
statistically significant relationships in the
dichotomous analysis. Females feel less confident at
work, not as well-trained for the work required of
them, and feel that their workload is less
manageable than their male counterparts. Those
with more dependents also feel their workload is less
manageable; and older workers feel less confident at
work.
CONCLUSION: Respondents feel like they are more
energetic, enthusiastic, immersed, and confident in
their jobs than we would have expected and feel like
they are helping the community. However, factors
such as compensation, resource-constrained
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environment, and high workload negatively affect
their job satisfaction. We found stark differences
between the attitudes of men and women, those
with more dependents and older workers regarding
job satisfaction. Policy makers should consider
initiating programs to support health care workers,
especially women and those with larger families, to
balance their strenuous jobs and demands at home;
and providing more continuing education for older
health care workers as a way to promote job
satisfaction.

BACKGROUND
Burnout is a feeling of emotional and physical
exhaustion, due to stress from working with people
under difficult or demanding conditions.[1] Burnout
is a mental health problem which leads to
depersonalization, emotional exhaustion, a lack of
personal accomplishment and resulting in loss of job
satisfaction. Burnout among health care workers,
mainly medical staff, is becoming an occupational
hazard, with its rate reaching between 25-75 percent
in some clinical specialties.[2] Globally it is estimated
that 45% of healthcare workers will experience
burnout in a given year. [3] In low and middle
income countries, burnout greatly impacts the health
workforce crisis and is one of the predominant
challenges affecting the quality of the health care
system.[4] In the 2015 systematic review exploring
the relationship between healthcare worker
motivation and trust relationships, Khamisa found
that motivation is related to both intrinsic
motivational factors, such as respect towards
individuals and autonomy, as well as extrinsic factors
such as good working conditions, adequate supplies
and salary of health workers.[2] Disempowered
medical officers and healthcare workers are not able
to provide the best possible care for the patients
because of inadequate facilities, lack of
pharmaceutical needed to treat patients, and lack of
support to address these issues by employers in
variety of settings including in government
facilities.[5]
Hospital staff are challenged by factors across the
ecological spectrum, primarily in the “opportunity
domain” that includes poor referral and record
systems, high workload, stock-outs, poor

infrastructure of the facility, administrative delays in
obtaining patient results and donor payment
discrepancies. Community-based health workers
challenges included lack of supplies, distance from
work, lack of unified health system working together
for patient benefit, and lack of continuing medical
education and inadequate time to keep up with
current best medical practices.[6]
Lesotho is a neighboring country to South Africa with
an estimated population of approximately two
million people. As a developing country surrounded
fully by South Africa, it shares most factors that
affect South Africa directly or indirectly. In Maseru,
the capital city of Lesotho, a research study was
done on difficulties facing healthcare workers in the
era of the HIV/AIDS crisis in Lesotho. A mixed,
qualitative data and focus group discussion with
health care workers showed that the health care
workers were afraid of contracting HIV infection
from their patients and also resulted in them not
executing their duties properly because of their
frustrations. The fear of exposure to HIV/AIDS was
due to lack of equipment and supplies (e.g., gloves)
and protective clothing. They were also burdened
because of increased demands of care in the HIV era,
whereby they do their duty to care for many patients
at work and then when they arrived home at the end
of the day, they still have to care for family members
with HIV/AIDS or other conditions.[7]
Mokhotlong is a remote mountainous district in
northeastern Lesotho with a population of
approximately 100,000 people. The population is
served by Mokhotlong District Hospital, a public
secondary level of care hospital. The dissatisfaction
of health care workers with their jobs in the
government health sector of Mokhotlong appears to
be a serious issue. It led some to stage a strike in
2016, with the striking workers reporting they lacked
equipment, protective clothing and supplies. This in
turn undermined community confidence in the
government health services. They also stated their
disenfranchisement on paper in the form of a letter
written to the district administrator in 2016. The
services offered in the district had gotten worse as
documented by the Lesotho demographic health
information survey (DHIS) of 2014 [8] as compared
to DHIS of 2009[9] where the district was one of the
best performing districts. According to the annual
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progress review 2016-17, the indicators for health
services generally were improving but not yet where
the district was in the years 2009 and before.
As burnout has been identified as having huge
negative impact on the ability of health care workers
to do their jobs well resulting in a further negative
impact on the health care system as a whole we
chose to attempt to identifying drivers of motivation
that are specific to rural health workers as a first step
in developing appropriate solutions.
Therefore, we designed a study designed to measure
the level of burnout amongst health care workers in
Mokhotlong district. We conducted a survey among
health care workers in Mokhotlong to study the
frequency and impact of burnout and to explore
motivation factors among different positions within
the health system. We hope this information can be
used to develop strategies to increase motivation
and performance.
METHODS
Study area and population: The study was
conducted in Mokhotlong hospital, Lesotho. In this
study healthcare workers completing the survey
were drawn from a convenience sample of different
cadres of health care workers at the hospital
including nurses, doctors, pharmacists, laboratory
technicians, accountants, administrators and others.
We recruited participants with the aim of receiving
about 100 completed surveys.
Inclusion and exclusion criteria: Participants were
hospital workers who were employed by the hospital
including physicians, nurses, pharmacists, laboratory
workers, clerical staff among others were asked to
complete the survey. Surveys were available to be
completed in either English or Sesotho. Participants
needed to be able to read and write in Sesotho
and/or English. Those who were not eligible included
kitchen staff, non-government temporarily
contracted workers from private companies such as
security companies and contracted cleaners.
Consent process: Eligible participants were asked to
sign the consent form after a full explanation of the
purpose of the research. They were not compelled to
participate in the research in any way. It was
explained that they could opt out any time if they
choose.

Administering the survey: Eighty-one of health care
workers at Mokhotlong were asked to complete a
survey to assess their level of burnout. The surveys
were issued to the participants on the 14th February
2019 and collected 27th February 2019. The
questionnaires included demographic data such as
age, sex, length of time of employment, number of
children and dependents, level of education, among
other variables. The survey question about burnout
were of two types. There were six questions about
job satisfaction, and there were then 10 questions
about workplace conditions. Surveys were pre-coded
with identification numbers known only to the study
staff to protect the confidentiality of the
respondents. Once completed, the surveys were
collected by research team members who were the
only ones who handled the information after the
surveys were completed. The surveys were collected
and anonymously placed in an envelope where only
the research team members had access to them.
Data management and analysis: The data was
entered into a password protected Excel file on
password protected computer. Demographic data
were tabulated. The means of the response to the six
questions about job satisfaction were calculated
based on the response scale of (0) never, (1) almost
never/a few times a year or less, (2) rarely/once a
month or less, (3) sometimes/a few times a month,
(4) often/once a week, (5) very often/a few times a
week, and (6) always/every day. The means of the 10
questions about work conditions were calculated
based on the response scale options (1) strongly
disagree, (2) disagree, (3) neutral, (4) agree, and 5)
strongly agree. The demographic variables were then
dichotomized and the means for each subgroup
were compared using an independent two sample ttest. All statistical tests were analyzed using alpha
level ɲ=0.05.
Human subject protection: Approval was obtained
from Research Ethics Committee, Ministry of Health,
Lesotho.
RESULTS
Table 1 describes the demographics of eighty-one
healthcare workers in the Mokhotlong district in
Lesotho who completed the survey about burnout.
Generally, the survey participants were relatively
young (mean age= 38), female (62%), highly
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educated with some graduate school (58%), mostly
married (54%), mostly nurses (42%) and hospital
attendants (10%). Half of the participants were in
their first job (52%), most have worked at the facility
for less than ten years (62%) and half of those
worked less than 5 years (32%), and half working in
the district less than 5 years. The majority of the
sample population has less than three children (71%)
while half have one to two children. Most have less
than seven dependents (75%) while more than a
fourth (36%) have less than 4 dependents. A majority
of the sample population (76%) reported no medical
co-morbidities.
Table 2 shows the mean job satisfaction on a sixpoint scale among the 81 survey respondents in
Mokhotlong district in Lesotho who completed the
survey. Generally, participants’ internal
characteristics relating to job satisfaction were more
positive compared to external characteristics. The
respondents often feel like they are “bursting with
energy”, “enthusiastic about their job”, “immersed in
their work”, and feel as if they have “clear job
expectations.” They also feel “very confident” at
work although they only sometimes receive positive
job feedback.
Table 3 shows the mean workplace condition
characteristics on a five- point scale among the 81
survey respondents in Mokhotlong district.
Generally, participants’ external characteristics
relating to workplace conditions were less positive
compared to internal characteristics. They mostly
agree that they are well-trained for the work
required of them and they are actively involved in
helping people. They mostly disagree that they have
been treated poorly by patients or patient families
and colleagues. They disagree that their workload is
manageable and that they have the supplies they
need to do their job. Not surprisingly, they strongly
disagree that they were satisfied with their salary
and have the ability to pay for the needs of
themselves and their family.
Table 4 shows the job satisfaction and workplace
conditions by demographic variables among health
care workers who completed this survey. There were
a variety of interesting and statistically significant
results. Health care workers who have been working
less than five years in the district feel like they are
“bursting with energy” more than those working

more than five years (4.41 vs. 3.44, p value= 0.04).
Female health workers feel “less confident at work”
than their male counterparts (5.02 vs. 5.73, p value=
0.01) which is similar to those who are “working
their first job” (5.54 vs. 4.68, p value= 0.01). Health
care workers who have worked in the facility less
than five years do not receive as much positive
feedback compared to those who have worked there
for more than five years (2.74 vs. 3.76, p value=
0.01). Female health care workers feel like they are
not as well-trained for the work required of them
compared to their male counterparts (4.06 vs. 4.50,
p value= 0.04). Male health care workers feel like
their workload is more manageable (2.74 vs. 2.13, p
value= 0.02) as did those who have fewer
dependents (2.64 vs. 2.05, p value=0.03). Female
health care workers and those who are less than
forty years old both disagree that they have been
treated poorly by patient families and colleagues
compared to males and those older than forty years
old (3.12 vs. 2.38, p value= 0.03). Health care
workers who have one or fewer children feel like
they are actively involved in helping more than those
who have two or more children (4.53 vs. 4.06, p
value= 0.048).
DISCUSSION
Our study shows that among a group of health care
workers employed at the Mokhotlong Government
Hospital who completed this survey feel like they are
more energetic, enthusiastic, immersed, and
confident in their jobs than we would have expected.
External factors including limited compensation,
resource-constrained environment, and high
workload negatively affect their job satisfaction.
However, health care workers uniformly feel like
they are helping the community.
We expect that other districts in Lesotho can benefit
from our conclusions and may be able to conduct
similar studies to improve healthcare services. The
drivers of motivation and demotivation identified in
this study should guide interventions to improve
healthcare delivery to people in rural areas.
In this study there was a stark difference between
the attitudes of men and women regarding job
satisfaction and workplace conditions in the
Mokhotlong district. As table 4 shows, our study
demonstrates that men feel more confident and
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well-trained at work and feel they have a more
manageable workload. It is not surprising then that
health care workers with fewer dependents felt their
workload was easier to manage and those with
fewer children felt that they were more actively
involved with helping the community. In Lesotho,
like in many other places around the world, the role
of women balancing work and family is difficult and
leads to lower job satisfaction than men.
This increased burden on women who are balancing
professional careers and home life could also be
reflected in our finding that health care workers who
have fewer dependents receive more positive
feedback at work. This could result from higher
productivity levels since they have fewer demands
outside of work and can perhaps devote more to
their jobs. These results indicate that greater social
support for women with significant family
obligations could result in higher job satisfaction.
Our data also show that younger workers at the
Mokhotlong Hospital feel more confident at work
which could be attributed to them having completed
training more recently than those who are older who
may not have had much continuing professional
education, which is supported by the non-significant
trend that younger health care workers reported
that they were better trained for their work in the
hospital. These findings may indicate that continuing
education for health care workers who have worked
more than five years could improve job satisfaction
levels in Mokhotlong district.
Motivation and lack of motivation among healthcare
workers is an area of active research world-wide
given its wide-reaching implications for healthcare
quality, cost effectiveness, and retention of trained
workers. Our study revealed that while all health
worker cadres were motivated intrinsically and by
social recognition, they were dissatisfied with low
and late remuneration. In other countries, it was
found that under staffing especially in the rural areas
was one of the primary contributing factors. Poor
salaries, overtime, unfavourable working conditions
were also found to result in demotivated health care
workers.
In Sub Saharan Africa, places like Mozambique,
South Africa and others were studied and found
similar results, which result in lack of motivation

amongst health care workers. This was also done in
Lesotho but not by cadres, by health personnel
working at certain departments or working with
certain conditions like HIV/AIDS. Key findings include
that people cannot trust the system that has
infrastructure problems, not enough people, rude
health care workers who are demotivated by poor
working conditions.[10]
Performance-based incentives have garnered global
attention as a promising strategy to improve
healthcare delivery to vulnerable populations. In
Uganda, Kyaddondo and Whyte studied the effect of
decentralisation to motivate health care workers and
found that social recognition that enables action on
intrinsic motivation through training, supervision,
and collaboration were thought to have the most
potential for targeting improvements in record and
referral systems and better integrating communitybased health workers into the health system.
Concerns about the implementation of incentives
included neglect of non-incentivized tasks and
distorted motivation among colleagues. [10]
In Malawi, a cross sectional study was done among
maternal health care workers, whereby 72% of them
reported emotional exhaustion, 43% reported
depersonalization and 74% experienced reduced
personal accomplishment. [3] Burnout was found to
be associated with high workload and inadequate
information provision among the nurses in East
Africa.[11] Whereas primary health care nurses in
the Free State, South Africa, reported high levels of
emotional exhaustion (69%), depersonalization
(85%) and only moderate levels of personal
accomplishment (91%).[12] Contributing factors to
burnout were the following: lack of resources, poor
communication, high workload, interpersonal
conflict at work, high responsibilities, and lack of
support from supervisors, long working hours and
task overload studied among military nurses in South
Africa. [7]
Limitations of the study are that (1) the survey
sample is reasonable but could be expanded, (2) the
results could be skewed since the majority of the
sample size is women, (3) although the results could
be applied to health workers throughout Lesotho,
the survey was conducted at a single district
government hospital limiting the generalizability of
our findings.
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CONCLUSION
Health care workers employed at the Mokhotlong
Government Hospital who completed this survey feel
like they are more energetic, enthusiastic, immersed,
and confident in their jobs than we would have
expected and feel like they are helping the
community. However, factors such as compensation,
resource-constrained environment, and high
workload negatively affect their job satisfaction.
Further, we found stark differences between the
attitudes of men and women regarding job
satisfaction and workplace conditions. In Lesotho,
like in many other places around the world, the role
of women balancing work and family is difficult and
leads to lower job satisfaction than men. The policy
implications of our findings are that the clinical,
community, and policy leadership could consider
ways in which supporting health care workers,
especially women and those with larger families, to
balance their strenuous jobs and demands at home.
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Table 1. Participant Demographics among Healthcare Workers who Completed the Survey about
Burnout in Mokhotlong District, Lesotho (n=81)
Age, mean years(SD)
38.1(9.38)
Sex, n(%)§
Female
51 (62.9)
Male
18 (22.2)
Education, n(%)
Secondary or less
6 (7.41)
High School
5 (6.17)
Some College
11 (13.6)
Some Graduate School
47 (58.0)
Marital Status, n(%)
Single
17 (20.9)
Divorced
3 (3.70)
Married
44 (54.3)
Widow/Separated
4 (4.94)
Occupation, n(%)
Hospital Assistant
8 (9.88)
Pharmacy
3 (3.70)
Nurse
34 (41.9)
Accountant
2 (2.47)
Doctors
5 (6.17)
Laboratory Technician
5 (6.17)
Counselor
12 (14.8)
Health Inspector
7 (8.64)
First Job, n(%)
Yes
42 (51.9)
No
37 (45.7)
Years Worked at Facility, n(%)
<5
26 (32.1)
5-10
25 (30.8)
>10
16 (19.8)
Years Worked in District, n(%)
<5
27 (33.3)
5-10
26 (32.1)
>10
18 (22.2)
Number of Children, n(%)
0-1
40 (49.4)
2-3
31 (38.3)
>3
8 (9.88)
Number of Dependents, n(%)
<4
29 (35.8)
4-7
33 (40.7)
>7
18 (22.2)
Presence of Co-morbidity, n(%)
Yes
15 (18.5)
No
62 (76.5)
§Percentages do not add up to 100% due to missing data.
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Table 2. Mean Job Satisfaction on a Six Point Scale among Healthcare Workers in Mokhotlong
District, Lesotho (n=81)
Job Satisfaction§
Mean (SD)
1. At my work, I feel bursting with energy
4.03 (1.78)
2. I am enthusiastic about my job
4.56 (1.74)
3. I am immersed in my work
4.69 (1.68)
4. I feel confident at work
5.17 (1.31)
5. At work I receive positive feedback
3.31 (1.83)
6. Job expectations are clear at work
4.37 (2.01)
SD, standard deviation.
§ Response options are (0) never, (1) almost never/a few times a year or less, (2) rarely/once a month or less, (3)
sometimes/a few times a month, (4) often/once a week, (5) very often/a few times a week, (6) always/every day.

Table 3. Mean Workplace Condition Characteristics on a Five Point Scale among Healthcare Workers
in Mokhotlong District, Lesotho (n=81)
§§
Workplace Conditions
Mean (SD)
1. I am well-trained to the work required of me
4.19 (0.96)
2. I am satisfied with my salary/compensation
1.91 (1.09)
3. I am able to pay for the needs of myself and my family
2.11 (1.06)
4. My immediate supervisor cares about me as a person
3.35 (1.27)
5. I have flexibility to balance the demands of my workplace and my
3.39 (1.08)
personal life
6. I have the supplies I need to do my job well and safely (gloves,
2.87 (1.19)
needles, drugs, pen, blood pressure cuff)
7. The workload is manageable
2.34 (1.15)
8. I have been treated poorly (physically, emotionally, verbally) by
2.40 (1.18)
patients or patient families
9. I have been treated poorly (physically, emotionally, verbally) by
2.85 (1.33)
supervisors or other co-workers
10. I am actively involved in helping
4.23 (0.98)
SD, standard deviation.
§§ Response options are (1) strongly disagree, (2) disagree, (3) neutral, (4) agree, (5) strongly agree.
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Table 4. Job Satisfaction and Workplace Conditions by Demographic Variable among Healthcare Workers (HCWs) in
Mokhotlong District, Lesotho (n=81)
Survey Characteristics by
Means (μ)
P Value*
Interpretation
Demographic Variable
Energy Level by Years
Worked in District§

ч5 Years
μ = 4.41

>5 Years
μ = 3.44

p= 0.04

HCWs who have worked in the district less than
five years feel more energetic than those who have
been working for more than five years.

Work Confidence by Sex§

Female
μ= 5.02

Male
μ= 5.73

p= 0.01

Female HCWs feel less confident at work
compared to their male counterparts.

Work Confidence by First Yes
Job§
μ= 5.54

No
μ= 4.68

p= 0.01

Positive Feedback by
Years Worked at Facility§

ч5 Years
μ = 2.74

>5 Years
μ = 3.76

p= 0.01

Well-trained by Sex§§

Female
μ= 4.06

Male
μ= 4.50

p= 0.04

Manageable Workload by Female
Sex§§
μ= 2.13

Male
μ= 2.74

p= 0.02

Manageable Workload by ч4 People
Number of Dependents§§ μ= 2.64

>4 People
μ= 2.05

p= 0.03

Poor Treatment by
Patients by Sex§§

Female
μ= 2.56

Male
μ= 1.88

p= 0.02

Poor Treatment from
Colleagues by Age§§

ч40 Years
μ= 3.12

>40 Years
μ= 2.38

p= 0.03

Helping Community by
Number of Children§§

ч1 Child
μ= 4.53

>1 Child
μ= 4.06

p= 0.048

HCWs in their first job feel more confident at work
than those who have worked previous jobs.
HCWs who have worked at the facility for five
years or longer reported receiving more positive
feedback than those who have been working less
than five years.
Male HCWs agree more that they are well-trained
to the work required of them compared to their
female counterparts.
Female HCWs feel that their workload is less
manageable compared to their male counterparts.
HCWs with fewer dependents agree more that
their workload is manageable compared to those
that have a large number of dependents.
Male CHWs feel that they have been treated more
poorly by patients or patient families than their
female counterparts.
HCWs younger than forty years old feel like they
have been treated more poorly by their colleagues
compared to those who are older than forty.
HCWs with fewer than two children feel like they
more actively involved in helping the community
compared to those who have more than one child.

* Indicates values are statistically significant at alpha level ɲ= 0.05.
§ Response options are (0) never, (1) almost never/a few times a year or less, (2) rarely/once a month or less, (3)
sometimes/a few times a month, (4) often/once a week, (5) very often/a few times a week, (6) always/every day.
§§ Response options are (1) strongly disagree, (2) disagree, (3) neutral, (4) agree, (5) strongly agree.
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ABSTRACT

BACKGROUND: The State of the World’s Children report estimates 1 in 20 children under age 14 have a disability,
and 75% of them live in low- and middle-income (LMIC) countries. Caregivers of these children are faced with
challenges, such as limitation of activities due to the full-time job of caring for the disabled child and numerous
barriers to care, often exacerbated by living far distances from rehabilitation centers. Lesotho is a LMIC in
Southern Africa. To-date there has been no research into the needs of the caregivers of disabled children in this
setting.
METHODS: Semi-structured interviews were held in the Mahlatsa, Pilot, and St. David Health Centers to generate
shared experiences among health providers and village health workers. Caregivers of disabled children were also
interviewed. Data from written field notes were analyzed using thematic approaches.
RESULTS: We found that psychosocial support is needed by the caregivers. They have a number of unmet needs,
such as having the opportunity to express feelings, or spend time outside of the caregiver role. The caregiver role
is impacted by financial difficulties caused by limitations in the ability to work.
CONCLUSION: The felt needs of caregivers of children with disability are often not fully assessed during medical
consultations. It is important to ask caregivers about their children’s disability after dealing with the presenting
complaint and how they are feeling. Further supports must be put into place in order to avoid caregiver burnout.

BACKGROUND
The State of the World’s Children report estimates 1 in 20 children under the age of 14 has a disability, and 75%
of them live in low and middle income countries (LMIC).[1] Caregivers of these children are faced with multiple
challenges including the limitation of activities due to the full-time job of care and difficulty accessing the care
their children need due to living far distances from rehabilitation centers.[2]
In this study, “disability” is defined as temporary or long term reduction of a person’s capacity to function.[3]
“Caregiving” is assisting another person to perform activities necessary for survival, human functioning and social
participation. It can also be performing such activities for person who is unable to do them.[4] A “primary
caregiver” is the person responsible for day-to-day decision making and care of the child.
Lesotho Medical Association Journal Vol. 15 No. 1 March 2019
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During physician visits in health centers, it is common to consult on children who have disabilities, such as
structural abnormalities or developmental delays. During these consultations, the focus is often on the
management of clinical problems. However, the needs of caregivers are often not addressed, in part because
those needs are not known. We use the term “family caregivers” to refer to individuals who are related by birth,
marriage, or commitment and who take on responsibilities for providing various kinds of assistance to a patient.
In addition to the emotional support that is the mainstay of family life, family caregivers manage medications,
coordinate care, take care of financial matters, and provide personal, skilled medical and nursing care, all while
performing other household tasks. If health systems are better able to address the needs of both children with
disabilities and their caregivers, the overall health of the community will improve. These children are dependent
on their caregivers; thus, the caregivers own wellbeing must be supported as well. To-date there has been no
published research into the needs of disabled children’s their caregivers in this Lesotho. Thus, we conducted such
a study.
Caregiving, assisting another person to perform activities necessary for survival, human functioning and social
participation, is often provided by families of these children. A study done in Kenya for children with motor
impairment showed care givers suffered chronic back pain as result of having to carry their children around, who
became heavier as they grew older. There was need to provide equipment that would improve mobility and
transport to enhance access to schools.[4] The children with complex communication needs benefit from home
based augmentative and alternative communication interventions. These interventions allow caregivers greater
ease of communication with their children, transforming their perceptions of them.[5]
In the context of neuro-disability, Paget, et al. found that caregivers have limitation of activities such as social
activities, household chores and caring for other children since caring for the disabled child is a full-time job. This
burden of care can lead to depression and caregiver burnout in the mother, thus predisposing the child to risk of
abuse and neglect.[1] The care of children with learning disability was perceived to be frustrating and difficult, yet
rewarding. Caregivers are limited by lack of skills and knowledge of caring for the patients. Additionally, the
stigma associated with their child’s condition can lead to more frustration.[6] Rehabilitation centers, as well as
peer support groups can provide psychosocial support that help caregivers to cope with these challenges.[1]
Based on this background, we asked the following research question: To what degree are the health, healthcare
and social needs of disabled children and their family caregivers being assessed by health and social service
providers in Berea District? Our hypothesis is: There are gaps in the health, healthcare and social needs of
disabled children and their family caregivers in the Berea District.
Therefore, we set out to: (1) explore the degree to which children with disability and their caregiver’s needs are
assessed by the health providers and village health workers; and (2) explore the needs of the caregivers of
children with disabilities.
METHODS
Study design: We conducted semi-structured interview with village health workers and health care providers in
the Mahlatsa, Pilot, and St. David health centers in the Berea district of Lesotho. The caregivers of disabled
children were also interviewed during outreach of Pilot health center and during a visit to a rehabilitation center
for blind children.
Sampling method: Two disabled children’s caregivers were purposefully selected for this study as they were
available to the researcher during these site visits. In addition, in each health center nurses, nursing assistants,
and village health workers on duty were interviewed. Convenience sampling method was used due to limited
time of the study. Additionally, caregivers were not present at the health centers during days of study visits and
were found to live far away in hard to reach areas. Therefore, in the catchment area of Pilot health center, we
conducted one outreach visit to access a caregiver known the health center workers. This caregiver’s child,
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despite being 36 years old, is fully dependent on the caregiver. A rehabilitation center was also visited to help
ensure meeting caregivers and also since it was more reachable.
Data collection: The researcher visited three health centers and conducted interviews with available nurses,
nursing assistants and village health workers. All the interviews were done in the Sesotho language and were
conducted at either Mahlatsa, Pilot, or St. David Health Centers. Afterwards, an in-depth interview was done at a
rehabilitation center for a caregiver of child with blindness, and also with the caregiver of a child with mental
retardation during an outreach visit to Pilot health center. Semi-structured interview guides were used to direct
the questioning of the interviews. Data from the interviews were collected as a series of written field notes.
Through our conversations, we collected demographic data as well and some limited clinical data about the child,
including information about their specific disability, length of time since diagnosis and any complications they
have had.
Data management and analysis: The notes taken down during each interview and all field notes generated from
the site visits were compiled and stored securely. Then they were read multiple times and analyzed via a
thematic approach by the principle investigator.
Ethical considerations: Before participation in the study, researcher discussed the following information with
participants who were interviewed: (1) the purpose of the study; (2) Research Coordinating Unit safeguards; and
(3) informed consent. The signed consent forms are kept in a locked file in the research office. The information
obtained from and/or about subjects and potential subjects was the minimum necessary to conduct the study.
The members of the research team only had access to the paper and electronic study records necessary for them
to carry out their roles and responsibilities.
Human subject protection: Approval was obtained from Research Ethics Committee, Ministry of Health, Lesotho.
RESULTS
First, the researcher conducted eight interviews with health care workers who care for disabled children. All were
registered nurses or nursing assistants whose average age was 34 years (range 25-46) and who had been in
practice for an average of 8 years (range 2-20 years). The interview questions and a summary of responses are
shown in Table 1.
Table 1. Questions and Responses from Interviews with Nurses or Nursing Assistants
How do you assess the needs
of caregivers during
consultations of disabled
children?
Do you ask about their own
health after addressing the
children’s complaints?

•
•

Inquire about the family caregivers’ needs, including food availability
Ask if the caregiver knows where to send the child for rehabilitation

I ask caregiver how he/she is doing after examining the child and I evaluate
if care- giver can assist child with his/her needs.
• I assess financial status of the caregiver, provide counseling and assess
coping skills
• I ask where he/she gets help for the child, and how he/she feels about the
disabled child
Are there facilities you refer
• Local hospital for further assessment and management
patients to for rehabilitation? • St. Paul’s School for the Deaf
• Ministry of Social Development
• Local community counselors
Are there support groups for • All agreed that there were no resources at local health centers
caregivers of children with
• All agreed that this would be helpful and reasons given include:
- Children could be known and their needs better assessed
- Health centers could provide advice about how to care for the children
•
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disabilities in the health
center?

- Support group could be very helpful to assist caregivers and patients
- Even children hidden in families can be brought out to community

What other ideas do you have • Counseling or support groups for the caregivers
- To help accept disability
for better supporting
- To link the children to the health center
caregivers of children with
- To help to overcome stigma and encourage acceptance in the community
disabilities?
• Involve politicians in the care of disabled children as they can make (better)
policies
• The Ministry of Social Development could investigate disabled children in
the villages and give financial and nutritional support since caregivers can’t
work
• Some religions encourage patients to stop taking treatment, this is a
challenge
Second, the researcher completed six interviews of village health workers who care for disabled children. All the
interviews were done at the Mahlatsa, Pilot or St. David Health Centers. The village health worker coordinator
and five village health workers were interviewed. The average age was 48 years (range 28-69) and the average
years of service were 5 years (range 4-13 years). The interview questions and a summary of responses are shown
in Table 2.
Table 2. Questions and Responses from Interviews with Village Health Workers
What do you, as a village
• Our focus is more on HIV and TB patients, also among the maternal and
newborn patients in the community
health worker, do for
disabled children?
• Encourage and accompany family caregivers to go to the health center
• Collect medicines for the children, but we do not administer them
• Refer neglected children to social development
What observations have
• They are financially struggling, unable to buy:
you made about the needs - Gloves to wear when caring for the children
- Mobility aids like wheelchairs and crutches
of caregivers of disabled
- Special toilets for the children
children?
• There is a need for social gatherings for caregivers
Do you see that they have • Caregivers cannot work due to a lifetime (commitment) of caring for the child
any specific emotional,
• There is a need to support disabled children in learning of skills, like making
shoes and dresses; and by supplying materials and buying their products
social or physical needs?
Do you feel these needs
• No
are being met?
• Parents are burdened by their caring role(s)
Would support groups in
• Yes
the village for caregivers of • People can make donations to support groups to support caregivers
children with disabilities
• Can raise funds together and buy needed materials (e.g. plant vegetables and
sell the produce to rasie money to support the children)
be helpful?
• With a referral to a support group, caregivers will feel they are not alone
What other ideas do you
• Provide monthly grants for caregivers
have for better supporting • Give training on how to care for the children
caregivers of children with • Make local support groups easily accessible
disabilities?
• Protect rights of disabled children from abusers who make them work without
pay
Third, the researcher conducted interviews with two caregivers of children with disabilities. The caregivers were
aged 30 and 64. The first child was 6 years old and has been blind since birth and was brought for admission to
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Center for the Blind at St Bernadette in Maseru. The other child with disability was actually aged 36 years old, and
was identified via outreach from Pilot Health Center. Even though the age was outside of the range expected for
the study, she was considered completely dependent on the mother as she could not care for herself, similar to a
young child. The interview questions and summary of responses are shown in Table 3.
Table 3. Questions and Responses from Interviews of Caregivers
What is done to assess • Caregiver’s needs are not assessed, only the presenting problem of the child is
your needs as caregiver
assessed.
of child with disabilities • In the eye clinic, only eyes are assessed
during consultations?
• Nothing asked about caregiver’s wellbeing or feelings after consultation
What information do
you desire after
consultation?

•
•
•
1.
2.
3.

How are you affected
personally by caring for
a child with disability?

•
•
•
•

What do you think
would help you to
better care for your
child?
What other ideas do
you have

•
•
•
•
•
•

The challenges the child could have
How to prevent the problem in future children
I want:
To be listened to when I relate the child’s problems
To be informed of the nature of disability
Services to be brought to health centers and not only be available at hospital
Unable to work due to full time job of caring for the disabled child
Financial implications, as the child has to be taken with in all destinations of the
caregiver due to daily duty of giving medication to the child
Unable to go to church
Always stays at home
Creation of support groups in the community
A support group could assist to have child’s problems accepted and child not
hidden
Child could then play with other children
Give support groups equipment to use with the disabled children like seeds to
plant in the homes, and emergency kits
Financial support as parents cannot work
Also have support from government

A summary of themes identified in this study across all interviews is given in Table 4.
Table 4. Themes Identified from Interviews with Caregivers, Nurses, Nursing Assistants and VHWs
Themes
Needs of caregivers
of disabled children

Felt Needs
Caregivers need health
professionals to
elaborate more about
the child’s disability

Professional Needs
Professionals are more
concerned about the
wellbeing of the disabled
child, e.g. availability of food
at home

Information about
Concentrate also on the
probable challenges
and how to care for the immediate needs of the child,
e.g if caregiver is able to assist
child
child with his/her needs
Discuss the chances of
Give counseling more focused
having same disability
in subsequent children on coping skills of caregivers
and their feelings
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Support Groups

Recommendations

Are needed, and
currently unavailable
both in the health
centers and
communities
Care of disabled
children is a
multidisciplinary
process that needs all
stake holders including
politicians who are
policy makers

In the future, set up support
groups in the health centres
to link caregivers and allow
them to emotionally support
each other
A list of rehabilitation
Government to support
caregivers financially asince, centers for immediate
unlike other people, they are referral of disabled children
house-bound while caring for is included in Table 5 below
disabled children
Are needed as they will help
with absorption of children
into the community

Health workers should also
look into improving child’s life
Absorb children into the after consultation for acute
community to improve problems: e.g. by making
referrals and advising
their quality of life.
caregivers of ways to improve
child’s life.

Table 5. List of Rehabilitation Centers for Children with Disabilities in Lesotho
Region

Disability

School

North

Deafness

St. Paul School for the Deaf (Leribe)
Mount Royal Catholic School (Leribe)
Kananelo (Ha Bua-Sono Berea)

Central

South

Mental retardation

Thuso-E-Tla-Tsoa Kae (Botha-Bothe)

Blindness

St. Bernedetts Centre for the Blind (Maseru)

Any disability except Deafness or Blindness

Leseli School (Maseru)

Physical Disabilitites

St. Angela (Maseru)

Deafness

St. Johns (Mafeteng)

LNFOD- Lesotho National Federation of Organizations of the Disabled (Maseru) – Mandated with the
Protection of Human Rights of the Disabled People
DISCUSSION
The three major findings of this study are included in Table 4 above. First, those interviewed described that there
is generally a difference between the felt needs of the family caregiver and the agenda of the professionals
conducting medical consultations, which leads to the caregivers feeling underserved when they bring children for
consultation.
Caregiver’s needs are not assessed, only the presenting problem of the child is assessed (Caregiver)
Second, those interviewed felt that support groups organized at the health centers could offer important
psychosocial support to caregivers.
With a referral to a support group, caregivers will feel they are not alone (VHW)
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Third, those interviewed recommended that there be discussions with leaders from the community to discuss
policy level interventions and protections that could improve the support provided to disabled children and their
family caregivers.
Protect rights of disabled children from abusers who make them work without pay (VHW)
A limitation of the study is that we used convenience sampling in a limited geographic area of Lesotho. It was
difficult to reach caregivers in their homes due to the distance that they lived from the health center. Also, due to
limitations in the budget and time available, we did not transcribe interviews or use software that is now
available to assist with coding and identifying thematic areas. Additionally, only one researcher, the principle
investigator, conducted the interview, took notes and completed the thematic analysis process. This, coupled
with the fact that this topic area is of particular interest of the principle investigator, may introduce researcher
bias. Finally, language translation from Sesotho to English can potentially alter the meaning of the respondent’s
words.
Health professionals are managers of resources and also have responsibility towards their patients to offer
holistic care. However, this is limited by resources that are not enough. When faced with the challenge of
disabled children, healthcare workers should continue to consider the needs of the child, but not forget to assess
caregivers own needs. This will open the mind towards addressing these needs. For example, setting up a support
group could be a starting point. This could lead to income generating projects at the health center, which will
help us support caregivers who are full-time in the caring role. Through this research, we were able to identify
gaps in the assessment of the needs of children with disabilities and their caregivers. This information can be
used to develop programmes and policies to address these gaps.
CONCLUSION
The felt needs of caregivers of children with disability are not fully assessed during medical consultations at
health centers. After addressing the patient’s presenting complaint, it is important to also ask caregivers what
they need to know with regards to their children’s disability and how they are feeling. Additionally, policy-makers
and community leaders should be engaged to better support these vulnerable families in Lesotho.
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ABSTRACT
BACKGROUND: Type 2 diabetes mellitus (T2DM) is a
challenging illness with increasing prevalence around
the globe. In 2000, an estimated 11,000 people in
Lesotho had diabetes, a figure that is expected to
increase by 26% to 42,000 people in 2030. There is
poor control of diabetes in about 35% of the patients
in Butha-Buthe Government Hospital out-patient
department (OPD). We hypothesized that one aspect
of the poor T2DM control among patients in ButhaButhe is due to a lack of patient understanding of
their illness.
METHODS: An interventional cohort study was
conducted in Butha-Buthe hospital OPD. Diabetic
patients were recruited from the diabetes clinic and
assigned to an intervention or a control group. The
intervention group received a diabetes education
class focusing on patient understanding of diabetes,
diabetes medications and complications, and use of
diet and exercise to control their disease. Both
groups completed a pre- and post-intervention
survey. Survey data were compared to assess the
impact of the educational sessions on the subject’s
knowledge, attitudes and behaviors regarding
diabetes care.
RESULTS: Among the study participants who
received the DM education class, there was a
statistically significant difference between the
average pre- and post-test knowledge scores, with

scores improving on the post-test class (p=0.002).
There was a statistically significant difference among
the study participants who received the DM
education class with regards to attitudes about the
importance of treating DM with diet (p=0.04) and
the importance of remembering diabetes medication
(p=0.02); and behaviors with regards to the
importance of keeping to an exercise program
(p=0.03), and the importance of following a
recommended diet for diabetes (p=0.02).
CONCLUSION: The diabetes education program
described appears to have led to improved
knowledge, attitudes and behaviors related to
diabetes care. This study informs policy makers in
Lesotho about implementing similar diabetes
educational programs in other district hospitals.

BACKGROUND
Type 2 diabetes mellitus (T2DM) is a metabolic
disorder characterized by hyperglycemia. The
disease is caused by impaired sensitivity of
peripheral cells to insulin or defective production of
insulin from the pancreas. Chronic hyperglycemia
results in both microvascular and macrovascular
complications. The prevalence of diabetes is
increasing. Research shows an increase of 54%
globally from 284.6 million in 2010 to 438.4 million in
2030. Although there are limited studies from subSaharan Africa on diabetes, the projections from
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available studies indicate 98% increase in diabetes
from 12.1 million in 2000 to 23.9 million in 2030.[1]
The World Health Organization (WHO) has estimated
that 11,000 people were diagnosed with diabetes in
2010, a figure that is expected to increase by 26% to
42,000 by 2030 in Lesotho. The increase in
prevalence of T2DM in sub-Saharan Africa is
attributed to increasing physical inactivity, rising
obesity rates, and both the lack of knowledge about
good eating habits and a lack of access to healthy
foods due to poverty.[2,3]
Reasons for poor T2DM control in African countries
are multifaceted and include poor health literacy,
which makes it difficult for patients to comprehend
medical terminologies and adhere to treatment
plans, poorly resourced health services,
inaccessibility to health facilities and the fact that
diabetes is treated for a long duration.[3] One study
done in Cameroon and Guinea revealed that 75% of
patients with T2DM were uncontrolled and the
factors identified by the study were; age below 65
years, diabetes diagnosis beyond three years, being
only on oral anti-diabetic medication and
illiteracy.[4] Diabetic control is achieved when blood
glucose level is maintained as near normal as
possible.[1] The American Diabetes Association
recommends a target HbA1c level below 7.0%,
equivalent to fasting plasma glucose of 8.3 to 8.9
mmol/L, to decrease microvascular disease
incidence. Use of HbA1c to monitor T2DM has the
advantage of being unaffected by acute changes in
glucose levels caused by illness or stress.[5]
Monitoring of T2DM using random blood glucose
level and maintenance at 4 mmol/L to 8 mmol/L is
also reliable as it corresponds to good glycemic
control of HbA1c less than 7%.[6]
In Butha-Buthe government hospital, a semirural
facility in Lesotho, the out-patient department (OPD)
records from 2014 to 2016 revealed poor control of
diabetes in more than 50% of diabetic patients.
Although, there are limited published studies in
Lesotho identifying reasons for poor diabetes
control, one can hypothesize that poorly controlled
diabetes in Butha-Buthe is due to similar reasons as
found by Alioune Camara et al. in their study.[4]

tŚŝůĞǁŽƌŬŝŶŐŝŶĂŶŽƵƚƉĂƚŝĞŶƚĚĞƉĂƌƚŵĞŶƚŝŶƵƚŚĂͲ
Buthe hospital from 2014 to 2016, we observed that
more than 50% of diabetic patients seen during the
Wednesday diabetes follow up clinic did not have
adequate glucose control.
This alarming finding predicts that the district is at
risk of a high number of its T2DM population
developing complications, which will add a significant
burden and expense to the health system. Currently,
patients receive occasional talks in a crowded OPD
without the aid of any written educational materials
to assist them. From anecdotal evidence, the majority
of patients appear to not know about their illness and
associated complications, do not understand the
importance of diet in the treatment of diabetes, and
do not understand the importance of medication
adherence.
Based on this background, we hypothesized that
patients attending the educational program will have
improved knowledge about diabetes, improved
attitudes about the need to have controlled diabetes,
and improved reported self-care skills and selfmanagement behaviors. We therefore designed an
interventional cohort study among patients attending
the Butha-Buthe hospital outpatient department to
determine if the introduction of a diabetes education
program in Butha-Buthe Hospital would change
patients’ knowledge, attitudes and practices related
to diabetes care among adult patients with type 2
diabetes mellitus.[1]
METHODS
Study area and population: The study was conducted
in Butha-Buthe hospital outpatient department. Male
and female patients with T2DM attending OPD in
Butha-Buthe hospital diabetes clinic were recruited
on two separate follow-up Wednesdays. The one
group selected on the first Wednesday was assigned
an interventional group while the group selected on
the subsequent Wednesday was assigned a control
group.
Inclusion and exclusion criteria: All patients with
diagnosis of type 2 diabetes over 6 months, above
the age of 18 years attending the Butha-Buthe
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Hospital diabetes OPD clinic. Participants should be
able to read and write in Sesotho and/or English.
Participants should be within a walking distance from
the hospital or any distance as long as they incur
their transport means. Exclusion criteria include
patients without the diagnosis of type 2 diabetes,
under the age of 18, or those with recent diagnosis
of diabetes.
Consenting and group assignment: A sample of 22
patients who volunteered for the study were
enrolled (11 in the intervention group and 11 in the
control group). Participants were explained the
purpose of the study and the content of the consent
form. The consent form written in Sosotho was
signed by each participant. After the consent form
was signed, the participants were then informed if
they were in the intervention or the control group.
The intervention: The intervention group received
the educational intervention after enrollment. The
diabetes education class was a structured
educational program adopted from an article by
Price et al., [7] that covers the pathophysiology of
diabetes, signs and symptoms, complications,
treatment and self-management strategies.
The educational materials used in the class came
from the educational program available from the
American Diabetes Association and some relevant
Sesotho translated educational pamphlets from the
Health Education Division of the Ministry of Health,
Lesotho were used. The education sessions were
taught by the first author (LS) and a retired nurse.
The educational sessions were conducted in the
hospital library.
Data collection: All participant answered a preintervention questionnaire completed before the
intervention and then answered a post-intervention
questionnaire completed after the intervention. The
questionnaires evaluate knowledge, attitude and
behaviors using validated tools.[8] The order of posttest questions were re-ordered to prevent
participants from memorizing the questions. The
baseline data collection also asked about
demographic data, length of time since their
diagnosis of DM, any complications they have had,
any previous educational interventions.

Data management and analysis: Written pre-test,
post-test, and demographic forms were completed,
collected and stored in a secure file cabinet. Data
were entered into an excel file on password
protected computer. Demographic data were
tabulated. Pre- and post-test data about knowledge,
attitudes and behaviors for both the intervention
and control groups were summarized in tables and
compared. Differences between pre- and post-test
scores were analyzed by individual treatment group
using paired t-test analyses. Differences in pre- and
post-test scores were also analyzed between
treatment groups using independent 2-sample t-test
analyses. Questions which tested knowledge were
analyzed separately from the attitude and behavior
scale questions. All statistical tests were analyzed
using alpha level ɲ=0.05.
Human subject protection: Approval was obtained
from Research Coordinating Unit Ministry of Health
Lesotho.
RESULTS
Table 1 shows the demographic variables of
participants by intervention and control groups.
Overall, the intervention group and the control
group were balanced across demographic
characteristics. Overall, the study participants were
approximately 55 years old, were predominately
female, married, were either self-employed,
unemployed or retired, completed either primary
school or some high school, and received less than
M5000 per month.
Table 2 shows the average scores for the knowledge
questions of the pre- and post-test scores among the
intervention and control groups. Both intervention
and control group scored similarly on the pre-test,
with an average of 61.6% correct answers for the
intervention group and 67.2% for the control group.
Among the study participants who received the DM
education class, there was a statistically significant
difference between the average pre- and post-test
knowledge scores (61.6% vs. 80.8%, p=0.002).
Additionally, three individual questions showed
statistically significant differences in the number of
study participants who answered correctly on the
post-test, compared to the pre-test in the
intervention group. This included knowledge of the
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usefulness of urine testing (18.2% vs. 72.7%, p=0.01),
knowledge of the importance of diet, exercise and
medications (54.5% vs. 100%, p=0.02), and the
importance of proper foot care (36.4% vs. 90.9%,
p=0.03).
The overall average of correctly answered the
knowledge questions among control group
participants statistically significantly differed
between pre- and post-test (67.2% vs. 74.7%,
p=0.03). No individual knowledge question scores
differed significantly among control group
participants between pre- and post-test. The
difference in overall knowledge scores, and
independent question scores between intervention
and control groups was not identified to be
statistically significant.
Table 3 shows the average score on a 3-point Likert
Scale of the attitudes and behaviors of those study
participants who received the DM education class
compared with the study participants who received
the control, across pre- and post-test. Among study
participants that received the DM education class,
four questions showed statistically significant
differences in responses along the 3-point Likert
Scale. Among study participants that received the
DM education class, attitudes improved about the
importance of treating DM with diet (p=0.04), the
importance of remembering diabetes medication
(p=0.02), and behaviors improved with regards to
the importance of keeping to an exercise program
(p=0.03), and the importance of following a
recommended diet for diabetes (p=0.02). Among
Control study participants, similar analyses did not
show a statistically significant difference for any
question with regards to attitudes or behaviors
between pre- and post-test.
DISCUSSION
This study shows that among a group of typical
diabetic patients seen for their quarterly DM followup visit at the Butha-Buthe Government Hospital
out-patient department that the initiation of a DM
education class resulted in improved knowledge
about DM compared to prior knowledge about DM.
The improvement in knowledge among those who
received the DM education class was most
pronounced with regards to the importance of urine

testing, the importance of diet, exercise and
medication, and the importance of proper foot care.
Additionally, there is evidence that among those
who received the DM education class, attitudes
about diabetes improved with regards to the
importance of diet in treating diabetes and the
importance of remembering medication. There is
also evidence that among those study participants
who received the DM education class, these
individuals improved their behaviors with regards to
keeping to an exercise plan and following a
recommended diet for diabetes.
Among the control study participants, the average
knowledge post-test score improved compared to
the pre-test score, even without the DM education
class. We hypothesize that this occurred due to the
well-documented incidence of control groups
improving performance when observed in a
randomized control trial, referred to as the
Hawthorne Effect. [10]
Control of diabetes can be achieved through
adherence to recommended treatment, health
systems that are supportive to patients with
diabetes, and education to equip people with
knowledge, skills, attitudes, and motivation required
to manage their diabetes.[11, 12] The American
Diabetes Association attributes success in the
management of diabetes to lifestyle management;
which involves diabetes self-management education,
diabetes self-management support, nutrition
support, physical activity, smoking cessation and
psychosocial support.[6]
The majority of diabetic patients in rural settings in
Lesotho lack formal education, and this translates to
lack of knowledge about their disease and ways to
achieve control of their diabetes. In highlighting the
relationship between education and knowledge
acquisition around diabetes, one study done in
Mamelodi Hospital, South Africa indicated that 92%
of patients, a majority of which were illiterate, lacked
knowledge about diabetes.[2]
Pena, et al. in their study recommended a culturally
appropriate educational program for underserved
African American communities so that all may be
equally equipped with knowledge that will help
patients make informed decisions about necessary
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lifestyle changes that will keep them healthy.[9] This
is in keeping with the recommendations from an
Australian diabetes manual, where diabetes
educators are advised to first assess self-care and
education needs for patients, so that each is
approached according to identified needs.[10]

diabetes control among patients that are routinely
followed up at facilities. Therefore, there is need to
apply the lessons learned from these other studies to
Lesotho and explore impact that education will have
on knowledge, attitudes, and practices of diabetic
patients.

It is important to note that there are stages involved
before one adopts a behavior after education, hence
the need to understand the significance of
individualizing education.[10] The World Health
Organization emphasizes the importance of diabetes
education and states it as the right of every patient,
to understand and make informed choices on best
practices about their disease. Education imparts new
knowledge, which helps one transform old practices
the result being improved clinical outcomes.
However this will depend on whether the patient
understands the benefit and has selfdetermination.[10,11]

There are important limitations to this study that
require the results to be interpreted with caution.
Limitations include (1) a small sample size of
participants who received the intervention, (2) a
single study site which limits the generalizability of
the results, (3) while there is a control group, the
participants were assigned by which week they
attended the DM clinic rather than randomized a
study group, (4) there was only a single class limiting
the impact of the study results, and (5) the relatively
high percentage correct scores on the pre-test
limited the improvements that could be seen in the
post-test in the intervention group.

In one study conducted in Iran, where they lacked a
written educational plan for diabetic patients, which
is a similar setting to Lesotho; Taghdisi et al.
concluded that diabetes education improves
knowledge, attitude to a certain extent and
encourages best care practices.[13] In addition to the
stated benefits of diabetes education, another
benefit is a significant improvement in glycaemia
control.[7]

CONCLUSION

There are several studies assessing knowledge,
attitude, and practices in other countries,[14,15] the
majority of which suggest that education has a
greater role in improving knowledge with likely
improvements in attitude and practices as they are
interrelated.[16,18]

The diabetes education pilot program described
appears to have led to improved knowledge related
to diabetes care in several important clinical areas.
The data show that this T2DM education class not
only affects study participant’s knowledge about
DM, but also impacts their attitudes and behaviors
associated with diabetes care. This study informs
policy makers in Lesotho about initiating similar
diabetes educational programs to other district
hospitals. Future work will include expanding the
sample size, the intensity of the diabetes education
program and studying the impact of the intervention
on glycemic control as measured by glycosylated
hemoglobin.

There are limited studies on diabetes in Lesotho, but
the country is no exception to the challenge of poor
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Table 1. Participant Demographics by Intervention and Control Group (n=22)
Demographics
Received DM Education Class
Control
(n=11)
(n=11)
Age in years (mean, sd)
56 (15.7)
54 (11.1)
Sex (n,%)
Male
3 (27.3%)
1 (9.1%)
Female
7 (63.6%)
10 (90.9%)
Not Provided
1 (9.1%)
0 (0.0%)
Marital Status (n,%)
Married
9 (81.8%)
10 (90.9%)
Widowed
2 (18.2%)
1 (9.1%)
Separated/Divorced
0 (0.0%)
0 (0.0%)
Occupational Status (n,%)
Employed
0 (0.0%)
1 (9.1%)
Self-Employed
4 (36.4%)
5 (45.5%)
Unemployed
4 (36.4%)
4 (36.4%)
Retired
3 (27.3%)
1 (9.1%)
Highest Education Level (n,%)
None
0 (0.0%)
0 (0.0%)
Primary
4 (36.4%)
5 (45.4%)
Some High School
6 (545.5%)
3 (27.3%)
Finished High School
0 (0.0%)
3 (27.3%)
Tertiary
1 (9.1%)
0 (0.0%)
Average Monthly Income (n,%)
None
4 (36.4%)
1 (9.1%)
<M1000
2 (18.2%)
3 (27.3%)
M1001-5000
5 (45.5%)
6 (54.5%)
>M5000
0 (0.0%)
1 (9.1%)
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Table 2. Comparison Knowledge Scores of Pre and Posttest Scores for Participants Attending the DM
Education Class and Those who Did Not Attend (n,%)
Received DM Education Class
Pre-Test
Post-Test
p-value
(n=11)
(n=11)

1. Definition of diabetes
mellitus

9 (81.8%)

8 (72.7%)

2. Major cause of diabetes

8 (72.7%)

3. Symptoms of diabetes
4. Complications of
diabetes

Question

5. Best monitoring method
6. Which beverages to
avoid
7. Lifestyle modifications
8. Frequency of eyes checks
9. Usefulness of urine
testing
10. Diet, exercise, meds all
important
11. Daily exercise duration
12. Foods that elevates
blood sugar level
13. Food to have in greater
quantities
14. Proper foot care
15. Comprehensive diabetes
treatment
16. Compliance to
medication
17. Management of
hypoglycemia
18. Symptoms of
hypoglycemia
TOTAL SCORE
Avg. Score out of 18 (%)

Pre-Test
(n=11)

Control
Post-Test
(n=9)

p-value

NS

7 (63.6%)

7 (77.8%)

NS

9 (81.8%)

NS

8 (72.7%)

8 (88.8%)

NS

7 (63.6%)

10 (90.9%)

NS

8 (72.7%)

7 (77.8%)

NS

6 (54.5%)

10 (90.9%)

NS

6 (54.5%)

6 (66.7%)

NS

8 (72.7%)

10 (90.1%)

NS

8 (72.7%)

9 (100%)

NS

9 (81.8%)

11 (100%)

NS

10 (90.1%)

9 (100%)

NS

5 (45.5%)

8 (72.7%)

NS

6 (54.5%)

6 (66.7%)

NS

5 (45.5%)

9 (81.8%)

NS

7 (63.6%)

8 (88.9%)

NS

2 (18.2%)

8 (72.7%)

*0.006

6 (54.5%)

6 (66.7%)

NS

6 (54.5)

11 (100%)

*0.016

8 (72.7%)

7 (77.8%)

NS

10 (90.9%)

8 (72.7%)

NS

8 (72.7%)

4 (44.4%)

NS

4 (36.3%)

3 (27.3%)

NS

4 (36.3%)

5 (55.6%)

NS

10 (90.9%)

10 (90.9%)

NS

10 (90.9%)

8 (88.9%)

NS

4 (36.4%)

10 (90.9%)

*0.025

8 (72.7%)

8 (88.9%)

NS

8 (72.7%)

10 (90.9%)

NS

9 (81.8%)

8 (88.9%)

NS

7 (63.6%)

10 (90.9%)

NS

9 (81.8%)

6 (66.7%)

NS

7 (63.6%)

5 (45.5%)

NS

6 (54.5%)

4 (44.4%)

NS

7 (63.6%)

10 (90.9%)

NS

5 (45.5%)

5 (55.6%)

NS

11.1/18
(61.6%)

14.6/18
(80.8%)

*p=0.002

12.1/18
(67.2%)

13.4/18
(74.7%)

*p=0.03

* Indicates there was a statistically significant difference between pre and post-test scores at alpha level ɲ=0.05. Questions
9, 10, and 14 showed statistically significant improvements (p<0.05) when the intervention group pre and posttest results
were compared.
NS = Non Significant and indicates the analysis was not identified to be statistically significant at alpha level ɲ=0.05 (p>0.05).
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Table 3. Comparison of Attitudes and Behaviors of Pre and Posttest Scores for Participants Attending the DM
Education Class and Those who Did Not Attend (Mean, Along 3-Point Scale)
Received DM Education Class
Control
Pre-Test
Post-Test p-value Pre-Test Post-Test p-value
Question
(n=11)
(n=11)
(n=11)
(n=9)
Attitudes: Average Response on a 3-Point Likert Scale (2- Strongly Agree, 1-Neutral 0-Strongly Disagree)
Diabetes can be treated with
19a) Diet only
0.91
1.64
*0.04
1.27
0.89
NS
19b) Herbal medication
1.64
2.0
NS
1.36
1.11
NS
20. Remembering medication is not
1.09
2.0
*0.02
0.91
1.11
NS
easy
21. Low blood sugar makes tight
0.64
0.64
NS
0.27
0.44
NS
control too risky for most people
22. Keeping blood sugar controlled
1.64
1.81
NS
1.82
1.78
NS
prevents complications.
Behavior: Average of a 3-Point Likert Scale (2-Strongly Agree, 1-Agree, 0-Neutral/Disagree/Strongly Disagree)
23. In the past two months did you take
herbal medication or other remedies
1.54
1.18
NS
1.09
1.22
NS
for diabetes
24. How long do you keep to your
0.64
1.36
*0.03
0.73
0.89
NS
exercise plan
25. How often do you follow a
1.00
1.46
*0.02
1.46
1.67
NS
recommended diet for diabetes
26. How often does your family support
1.46
1.46
NS
1.36
1.89
NS
you in keeping to your diet
* Indicates there was a statistically significant difference between pre and post-test scores at alpha level ɲ=0.05.
Questions 19a, 20, 24 and 25 had statistically significant improvements (p<0.05) between pre-test and post-test
questionnaires. Question 21, 22 and 26 did not show statistically significant differences between pre-test and
post-test questionnaire, as the groups had prior awareness of these issues, demonstrated by the pre-test
questionnaire score.
NS indicates the analysis was not identified to be statistically significant at alpha level ɲ=0.05 (p>0.05).
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