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Executive Summary 

This anthropological study was commissioned to provide an in depth study of the magnitude of the 
problem of diarrhoea in rural Liberia and provide recommendations to inform and improve the 
consortium‟s hygiene promotion and sanitation activities. 

Individuals and groups representing all stakeholder groups (Annex 2) were interviewed primarily through 
semi-structured interviews (SSIs) and focus groups, with observation and literature review furthering the 
findings. As a result, conclusions are drawn and recommendations made which are summarized below 
according to the main headings in the Findings, Discussion, Conclusions and Recommendations section. 

Overall, it is important to congratulate the consortium on the clear reduction in the incidence of diarrhoea 
evident when comparing the five communities with recent interventions with the one with no intervention. 
Nevertheless, improvements can and need to be made, especially to ensure programme benefits are 
sustained. In two „intervention‟ communities, there was a clear lack of commitment to sustaining both 
programme hardware and software 2-3 years after the programme had finished. 

1. Prevalence 

 Diarrhoea peaks at the beginning of the rains with further peaks during the peak of the dry 

season 

 (Severe) underreporting of both acute watery and bloody diarrhoea is highly likely at both the 

County and National levels due to: inaccessibility of locations; under-resourcing of GCHVs / 

EHTs (including GCHV non-reporting when drugs run out); and poor record keeping by some 

CHTs (though good by others). 

 All reports for diarrhoea <5 are when children are taking food additional to breastfeeding, 

indicating that food preparation is a major contributory factor. 

2. Understanding and Perception 

 Nearly all interviewees (96%) were able to define diarrhoea, with over 90% describing it in similar 

terms to what they‟d been taught (i.e. more than between 2 and 5 watery stools per day). 

 Definitions of cholera are similarly high (92%) and more closely aligned to the taught definition. 

 Diarrhoea is perceived to be a problem to the individual in as much as it produces a  lack of well-

being (ill health), requires cost and effort to get treated, and results in unproductive time. 

 Differing types of diarrhoea are perceived as on a continuum of increasing seriousness of impact.  

3. Causative Beliefs (Traditional) 

 Programmes need to continue to look to ways to support EHTs in their „infiltration‟ of secret 

societies and promotion of safe hygiene practices. 

 Programmes need to appreciate both the „traditional Liberian‟ worldview of transcendent other-

world and supernatural earthly forces and the Western empirical material worldview, and how 

syncretism may attribute spiritual causes to physical problems that have physical roots. 

 The perceived physical and spiritual cleansing nature of moving water, juxtaposed with a strong 

disposition towards „seeing is believing‟ has significant implications for programmes. 

4. Curative Action 

 With the exposure of the majority of rural Liberians to hygiene promotion through life in camps or 

NGO activity in their current communities, there is a high level of knowledge of the value of 

medical treatment of diarrhoea and other non-life-threatening diseases through GCHVs and 

clinics.  

 Syncretism of the above with more traditional practices is common, and related to logistical and 

economic factors (i.e. effort and money). 
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5. Preventive Action 

There is a need for programmes to:  

 further promote the use of catsan
2
 where necessary, especially whilst farming; 

 ensure the design of latrines are child-friendly; 

 emphasise the need for safe water collection and storage; 

 provide training on the use and effectiveness where / when necessary of boiling water (although 

is not a generally recommended household water treatment option - see „Preventive Options‟); 

 promote the use of small water containers whilst farming (and consider providing them to „kick-

start‟ their desirability); 

 encourage strong leadership and sustainability of hardware and software through exchange 

visits, and perhaps competitions within and between communities; 

 promote the use of tippy-taps, both outside latrines for handwashing after defecation, and in 

homes for handwashing prior to eating. 

6. Preventive Options 

There is a need for programmes to: 

 advocate that Liberia join the PPP-HWWS Global Public–Private Partnership for Handwashing 

with Soap
3
, a high impact programme that generates mass scale change; 

 provide a greater commitment to the target groups and sustained behavior change through 

extended time-frames of funding, in acknowledgement of the potentially high degree of 

syncretism of new ideas with traditional beliefs and practices;  

 appeal to improved health and reduced cost, effort and unproductive time as the motivators for 

handwashing, improved sanitation, safe water storage/ use, and safe food handling / preparation 

when the experience of diarrhoea is recent. Use microscopes as a tool to facilitate this, drawing 

on the strong disposition towards „seeing is believing‟. Move to more aspirational motivations 

such as status and comfort over time.  

 exercise caution in using shame, disgust and fear as motivators for behaviour change, whilst 

recognising the strong concern for public self image amongst target groups and individuals; 

 conduct area campaigns and exchange visits to generate a sense of awareness and social 

responsibility beyond the individual and immediate community. Consider the introduction of 

competitions
4
 where, for example, latrine cleanliness is a problem, with soap as incentive; 

 continue to focus on participatory, collectivist methods of hygiene promotion methodologies. 

Promote children as (child) health club heads; 

 facilitate communities to own, self-monitor, and self-determine their health and hygiene through 

setting their own health targets, indicators of achievement and means of verification; 

 continue to promote CLTS, emphasising the need to keep faeces out of the domestic 

environment. Consider social marketing of (subsidised) latrine slabs such as the low cost, non-

reinforced Mozambique dome slab
5
. Consider providing income generating activities, especially 

for women, in slab construction; 

 consider cautiously the provision of performance related incentives to leaders as champions; 

                                                      

 

2
 Digging a small defecation hole in the bush and backfilling. 

3
 See http://www.globalhandwashing.org/ (and http://water.worldbank.org/water/node/83749 for examples). 

4
 An example of how to generate competition  - the flag system used in Ethiopia (piloted by ORDA with support from 

WaterAid) – is available at http://www.wateraid.org/documents/plugin_documents/the_colour_of_changeweb.pdf 

5
 See http://helid.digicollection.org/en/d/Jh0210e/3.3.3.html#Jh0210e.3.3.3 

http://www.globalhandwashing.org/
http://water.worldbank.org/water/node/83749
http://helid.digicollection.org/en/d/Jh0210e/3.3.3.html#Jh0210e.3.3.3
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 monitor and evaluate long-term software practices to determine the nature and means of the 

most effective follow-up; 

 increase the emphasis of training child-child trainers and running child-focussed health clubs; 

 consider the use of biological sand filters and rainwater harvesting technologies as alternatives to 

hand-pumps / boreholes; 

 consider the development of Water Safety Plans, for each community, starting with the largest. 
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Introduction 

 

1 Background and Purpose 

As detailed in the TOR (Annex 1), the purpose of this anthropological study is to look at health seeking 
behaviour for diarrhoea in rural Liberia and to include an in depth study of the magnitude of the problem. 

The initial set of questions in the TOR were rationalised and expanded to cover the following areas in 
relation to diarrhoea:  

 Prevalence 

 Understanding and perceptions 

 Causative beliefs 

 Curative action 

 Preventive action, and 

 Preventive options 

The detailed questions for each of the above areas of enquiry are provided in the relevant section and the 
TOR. 

2 Methodology 

With this study being primarily anthropological and ethnographic in nature, in order to elicit rich, in-depth 
information the primary data gathering methodologies adopted were semi-structured interviews (SSIs), 
open interviews, focus groups and observations. This was supplemented by literature and reports.  

In total six communities were visited in three counties (Figure 1). In each community, various groups and 
individuals were interviewed (detailed in Annex 2), through specific targeting (i.e. key informants such as 
Community Health Volunteers) and random transect walks (bisecting and circling the smaller 
communities, or from the centre to the edge for the larger ones). Observation was continuous through the 
interviews, as well as specific whilst looking at water storage, collection and latrine usage. 

In total, 614 individuals (10% of the total combined population of the communities) were represented 
through interviews and focus groups (i.e. an SSI with a mother of a household numbering 8 counting as 8 
rather than 1).  

As far as possible the consultant immersed himself in the communities visited, including overnight, and 
continued gathering data – often using considerable probing - until a point of theoretical saturation on 
each area above was reached whereby a consensus of opinions and issues were emerging time and 
again through differing lines of enquiry with the different stakeholder groups. A quantitative and 
statistically sound assessment would not have yielded the same depth or richness of information as the 
more qualitative approach adopted. Nevertheless, some quantitative data were gathered, especially in 
relation to disease prevalence and curative action. 

Although translators were used, often from the implementing programmes, triangulation of data through 
differing methodologies mitigated any potentially unacceptable bias. Indeed, it was felt that the use of 
translators familiar in the communities enhanced the data gathering process, putting interviewees at ease 
more readily and generating more openness. From the outset, this study was conducted in a spirit of 
reflective learning for all participants. As such, openness was actively encouraged at all times.  

Despite the inevitable constraints of time, the number of individuals interviewed and the number of 
program sites visited, the consultant felt that the combination of intensive use of SSIs with individuals and 
groups representing different stakeholders, and the literature, gave a fair and representative impression 
of the various issues under enquiry. 
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Figure 1: Project site locations visited (adapted from UN Department of Peacekeeping Operations, Cartographic Section, January 2004)  
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Findings, Discussion, Conclusions and 

Recommendations 

The specific questions in the TOR (Annex 1) have been grouped into sections. Immediately under each 
section heading are the detailed questions in italics. Within each section, issues are discussed, 
conclusions drawn and recommendations made. These conclusions and recommendations are 
summarised in the executive summary for future program direction. 

Inevitably, there are many inter-linkages between issues and therefore overlaps between the sections. 
Issues are fully discussed in the section they are most relevant to, with full cross-referencing from/to other 
relevant sections. Table 1 summarises the quantitative data gathered - this is discussed fully in the 
relevant sections. 

1 Prevalence 

 What are the main diseases among children in the last 2 weeks? In adults? What are the 
seasonal patterns for diarrhoeal diseases? Collection of water and sanitation related disease 
(WSRD) morbidity and mortality data from health centres. 

From Table 1, it can be seen that for those surveyed, in the preceding two weeks to the study, diarrhoea 
amongst children is twice as prevalent as malaria (21 cases (0.6%) versus 11), whereas for adults it is the 
other way around (4 cases (0.2%) versus 7). Thus children are three times as likely to get diarrhoea 
compared to adults (on a percentage basis). The only other illnesses reported in this timeframe were 
long-term conditions such as high blood pressure amongst adults, and accidents such as burns. 

All interviewees reported that the peak time for diarrhoea was beginning of the rainy season, with 
approximately 5% additionally citing the peak of the dry season due to low water tables causing some 
hand-pumps dry up, and creek water to be (more) stagnant and more contaminated. This is supported by 
the weekly bulletin data from the Ministry of Health and Social Welfare (MoHSW) (Figure 2). 

In theory, there is a robust national structure for collection of water and sanitation related disease 
(WSRD) morbidity and mortality data in place or being put in place throughout Liberia: General 
Community Health Volunteers (GCHV) report monthly to the County Health Team (CHT) who also gather 
weekly data from clinics in the County. The CHTs report weekly to the Ministry of Health and Social 
Welfare (MoHSW) in Monrovia who produce a weekly bulletin on 147 indicators set by the MOH (as well 
as quarterly and annual reports). 

The reality is very different. There is one GCHV per 1,000 population. Each GCHV therefore typically 
covers two to three communities (although some communities have more than one GCHV). They report 
monthly to the County Health Team (CHT) only on the drugs they have dispensed (Figure 3). GCHV‟s are 
only equipped to treat watery, not bloody diarrhoea – these cases are referred to the clinics. Similarly, 
when GCHVs run out of drugs, they refer patients to clinics. In Zigida community (Lofa County), for 
example, the GCHV had no drugs in March and therefore referred all patients to the clinics (Error! 
eference source not found.). Although all interviewees reported that they would seek treatment through 
the clinics it is likely that some would get drugs directly from pharmacies or other remedies sought 
(discussed in section 4). Thus some under-reporting is likely. 

More specifically, record keeping by the CHT seemed good in Sinoe but virtually non-existent in Gbarpolu 
(the most recent data provided was uncollated from May 2010). The CHT was not visited in Lofa, but 
GCHV records from both Lofa and Sinoe were good.  

Further under-reporting is likely from the following observed scenarios: 

 In Sinoe County, data is gathered from the 50 clinics in the 10 Districts on a smaller range of 
diseases (Table 2). UNICEF provided motorbikes to allow reporting from these clinics to the 
County Surveillance Officer in May, but the six Environmental Health Technicians (EHTs) who 
gather this data for the 10 districts within county only have two functional motorbikes between 
them, with fuel being an additional issue. GCHV data had yet to be collated at the time of the 
study: the data from one community alone - Tuzon in Jeadea District (which reportedly has no 
handpumps due to inaccessibility) indicates 75 cases of acute watery diarrhoea in May (Figure 
3). Thus the County level figures in Table 2 passed on to Monrovia are severely under-reported.  
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Table 1: Summary of quantitative data gathered 

County Town / 
comm-
unity 

Popln. 
(no. 

houses) 

No. of 
popln. 
rep-

resented 
(% of 
total)

6
 

No. of 
functional 

latrines 
(popln 
/latrine) 

(% 
coverage)

7
 

Years 
since 

implement-
ation/ 

training 

Water 
source 

Diarrhoea cases 
last two weeks 
(% of survey) 

Malaria cases last 
two weeks 

(% of survey) 

Those able to:
8
 Use of 

clinic to 
treat 

diarrhoea
9
 

After defecation
10

 

Name a 
cause of 
diarrhoea 

Define 
diarrhoea 

Define 
cholera 

Hand-
washing 

Hand-
washing 

with 
soap 

Hand-
washing 

with 
ashes Children 

< 5 
Adults 

Children 
< 5 

Adults 

Sinoe 

Geelor 
345 
 (22) 

188 
 (55%) 

10 
(34.5) 

(100%) 

3  
(AEL) 

Hand-
pump 

3 
(3%) 

1 
(1%) 

0 
(0%) 

3 
(4%) 

100% 100% 100% 100% 100% 70% 30% 

Powo 
175 
 (18) 

88 
 (50%) 

0 
(n/a) 
(0%) 

2  
(Tearfund) 

Creek 
2 

(4%) 
0 

(0%) 
2 

(4%) 
0 

(0%) 
100% 100% 100% 100% 38% 8% 0% 

Gbarpolu 

Dorley-la 
175 
 (19) 

55 
 (32%) 

5 
(35) 

(53%) 

3  
(Tearfund) 

Hand-
pump 

0 
(0%) 

0 
(0%) 

1 
(3%) 

2 
(9%) 

100% 100% 100% 100% 35% 0% 0% 

Gaynima 
1100 
 (57) 

96 
 (9%) 

30 
(37) 

(100%) 

1  
(AEL) 

Hand-
pump 

0 
(0%) 

0 
(0%) 

1 
(2%) 

1 
(3%) 

100% 100% 100% 100% 100% 90% 10% 

Lofa 

Zigida 
3900 
 (378) 

86 
 (2%) 

45 
(87) 

(12%) 

Ongoing 
(Concern) 

Hand-
pump 

2 
(4%) 

1 
(3%) 

1 
(2%) 

0 
(0%) 

100% 100% 100% 100% 20% 20% 0% 

Gala 
Pallela 

255 
 (30) 

101 
 (40%) 

1 
(255) 
(5%) 

None Creek 
14 

(23%) 
2 

(5%) 
6 

(10%) 
1 

(2%) 
83% 75% 50% 100% 29% 21% 0% 

Totals 
5950 
(524) 

614 
(10%) 

96 
(62) 

(34%) 
 

 
21 

(0.6%) 
4 

(0.2%) 
11 

(0.3%) 
7 

(0.3%) 
97% 96% 92% 100% 62% 43% 11% 

 

                                                      

 

6
 Through focus groups and individual semi-structured interviews. In response to most questions individuals represent whole households (see specific sections for details). 

7
 Population per latrine = total popln/total no. latrines as a guide only, not actual usage; % coverage based on actual reported numbers using the specific structures. 

8
 Naming a cause of diarrhoea and defining diarrhoea/cholera – variations existed, as discussed in section 2. 

9
 Reported use of clinic does not preclude other treatment options, as discussed in section 4. 

10
 Hand-washing after defecation figures are based on a combination of reported and observed, as discussed in section 5. 
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Figure 2: MoHSW weekly surveillance report data 

 

 In Gbarpolu County, three of the five health Districts in the county have clinics that have reported 
bloody diarrhoea in the last month: Gbarma, Gbaryamah and Kongbah. Only two Districts are 
readily accessible: Gbarma and Gbarpolu. The County Health Team estimates coverage for 
improved access to safe water for these Districts is 80% with some handpumps unused due to 
the bad taste and smell of the water (possibly iron and/or sulphur), hence the bloody diarrhoea 
cases in Gbarma. The other three Districts (Gbaryamah, Kongbah and Bokomu) have virtually no 
coverage, meaning approximately 70% of the County has no improved access to safe water or 
sanitation, and similarly low levels of hygiene promotion. All reported cases of diarrhoea come 
from these remaining three Districts, which have only one or two clinics each (total 13 for the 
whole County plus one hospital). In 2010 an outbreak of bloody diarrhoea in Bokomu District 
killed two with a further 50 victims – cholera was tested for but not found. The only access 
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possible was by helicopter, performed by Samaritan‟s Purse who installed handpumps and 
carried EHTs into the District. 

 

  

Figure 3: GCHV report to the County Health Team on diarrhoea incidence (left) and (insufficient) 
drug use (right) in May, for Tuzon community, Jeadea Distict in Sinoe County. 

 In Lofa County, there were 80 cases watery diarrhoea reported for Zigida in May. In Gala Palela 
(the only community visited where there had been no NGO intervention, population 275), three 
children < 5 years had died in 2010 from bloody diarrhoea, 23% had diarrhoea last 2 weeks (and 
5% of adults), with 10% of children and 2% adults contracting malaria. 

These figures compare to a country level IMC report in 2009
11

 of 15% malaria and 6% diarrhoea in the 2 
weeks preceding the survey, with 8.4% of children < 5 affected by diarrhoea. As detailed in the TOR, the 
UN Humanitarian gaps study, 2008, estimates that diarrhoeal diseases accounts for almost 20 percent of 
deaths in children under-five. 

Table 2: Number of cases acute watery diarrhoea reported from clinics, Sinoe County 

Week No. cases No districts 
reporting (of 10) 

17 (25
th
 April) 10 10 

18 (2
nd

 May) 8 8 

19 (9
th
 May) 10 8 

20 (16
th
 May) 0 10 

21 (23
rd

 May) 9 1 

                                                      

 

11
 Reference for report unobtainable, but hardcopy verified by author. 
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Summary 

 Diarrhoea peaks at the beginning of the rains with further peaks during the peak of the dry 
season 

 (Severe) underreporting of both acute watery and bloody diarrhoea is highly likely at both the 
County and National levels due to: inaccessibility of locations; under-resourcing of GCHVs / 
EHTs (including GCHV non-reporting when drugs run out); and poor record keeping by some 
CHTs. 

 All reports for diarrhoea <5 are when children are taking food additional to breastfeeding, 
indicating that food preparation is a major contributory factor  

2 Understanding and Perceptions 

 How do people define diarrhoea?  The technical definition is > 3 watery stools in 24 hours, but is 
this what communities consider to be diarrhoea?  If not, how is it defined?  We would also seek to 
ask specific questions about cholera given that there is more wide-scale knowledge of cholera 
(particularly in coastal areas) or just keep it general in referring to diarrhoeal diseases?  

 Is diarrhoea perceived to be a problem by communities?  If yes, why?  If no, why not? How are 
different types of diarrhoea perceived? 

Five of the six communities visited had recent NGO interventions which had included hygiene promotion. 
Even in Gala Palela where there had been no intervention, most people had only returned from the 
camps around 2005 where there had been similar promotion. This combined with basic teaching provided 
at clinics when going for treatment meant that the vast majority of interviewees (96%) were able to 
provide a definition of diarrhoea. Only in Gala Palela were some individuals unable to provide any 
definition. 

Although definitions varied, over 90% spoke of more than between 2 and 5 watery stools per day, most 
commonly more than 3. Others included: 

 “A runny stomach which can make you very weak” 

 “When (stools are) yellowy with water and passing frequently >5 times a day, you get dehydrated 
– then it is diarrhoea”.  

Cholera was defined even more uniformly than diarrhoea: “diarrhoea with vomiting and fever”. Again, only 
in Gala Palela were some individuals unable to provide any definition. 

Knowledge about causes are discussed in section 3.  

Given that all interviewees stated that they sought treatment through going to the clinic (or GCHV) when 
they got diarrhoea (discussed in section 4), it is clearly perceived to be a problem for the individual, 
though not necessarily for the community (section 6). Broadly speaking, the reasons for this perception of 
diarrhoea as a problem are related to, in priority order, lack of well-being (ill health), the cost and effort to 
get treatment, and the amount of resulting unproductive time. This aspect of problem identification and 
how these motivations may shape programmes are discussed fully in section 6.  

Again, there is considerable uniformity in the responses to how differing types of diarrhoea are perceived. 
All interviewees described a continuum from a runny stomach to watery to bloody diarrhoea, with 
increasing seriousness as one progressed along the continuum.  

Summary 

 Nearly all interviewees (96%) were able to define diarrhoea, with over 90% describing it in similar 
terms to what they‟d been taught (i.e. more than between 2 and 5 watery stools per day). 

 Definitions of cholera are similarly high (92%) and more closely aligned to the taught definition. 

 Diarrhoea is perceived to be a problem to the individual in as much as it produces a  lack of well-
being (ill health), requires cost and effort to get treated, and results in unproductive time. 

 Differing types of diarrhoea are perceived as on a continuum of increasing seriousness of impact.  
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3 Causative Beliefs 

 What are traditional beliefs about the causes of diarrhoea? 

 Do the target populations have a germ theory? How does this fit with / is it integrated into 
their beliefs on how diarrhoea and other illnesses are contracted / transmitted (especially the 
psycho-social and spiritual influences)? How are these traditional belief systems changing, if 
at all, especially in a rapidly changing world? What has been the effect of ‘outside’ influences 
on attitudes towards diarrhoea, hygiene and cleanliness? What are their relevant notions of 
fatalism versus determinism (i.e. the degree and nature of their (potential) influence on 
diarrhoea and other diseases)? 

 How do these and other diarrhoea/disease related theories, world views and drivers vary 
with gender, life stage, travel experience, education, wealth, and occupation (if relevant), and 
the perceptions of the physical and social geography of the community, linked to availability / 
acceptability of open defecation sites, social structure, road access, and urban proximity? 

It is necessary to provide some background to two areas of traditional beliefs before the particular 
findings can be meaningfully discussed: firstly some general differences in world view between „traditional 
Liberians‟ (and other similar traditional, less technological cultures) and Westerners

12
, and secondly the 

more specific traditional beliefs and practices found in Liberia (Poro and Sande). 

General differences in worldviews 

Firstly then, some differences between the traditional Liberian and Western worldviews
13

. A worldview 
provides four main functions: to explain how and why things are as they are; to psychologically reinforce a 
certain way of life; to evaluate, judge and validate experience; and to integrate new experiences, 
information, philosophies and values. The „traditional Liberian‟ worldview believes both in a 
transcendent, other-world beyond the material (i.e. notions of eternity, cosmic forces, heaven, hell, a 
high god and devil) as well as supernatural forces on this earth (spirits, ancestors, earthly gods living in 
trees, animals and birds, and the power of witchcraft). There is a seamless flow between the two, and 
between them and the physical world, with truth often accessed through intermediaries such as 
witchdoctors.  

The dominant Western worldview is one of secularism, believing in an empirical world of senses 
bounded by the limits of our life on earth. Truth is arrived at through empirical means and rational thought. 
This Western worldview had its origins in the fifteenth-century Renaissance and later Reformation with a 
move away from medieval beliefs similar to those of „traditional Liberia‟, and culminated in the 
Enlightenment whereby man became the measure of all things, with materialism becoming entrenched in 
the Western worldview by the nineteenth century.  

It is important to acknowledge the key differences between the two worldviews as they greatly affect 
behaviour, including health seeking behaviour, as well as communication and understanding between the 
two in attempts to affect behaviour change. Equally it is important to recognize how both worldviews 
continue to evolve and change. 

Two systems of thought are dominant in the Western worldview: materialism and rationalism. Materialism 
assumes that only matter, its movements and modifications exist: only what can be seen, tested and 
proved is real. Rationalism seeks a rational explanation for all experience. Thus anything that cannot be 
scientifically measured is explained away by secularists as irrational: material cause-and-effect has to 
explain all that happens to us and in the world at large. 

The Western secularist therefore draws an impenetrable barrier between his/her world view of the 
empirical world of senses, and the „traditional Liberian‟ worldview of transcendent other-world and 

                                                      

 

12
 Whilst it is inevitable some (gross) generalisations will be made in this background, it serves a purpose in 

highlighting the differing perspectives between programme stakeholders, critically implementers and target groups. 

13
 Culture may be defined as “The values, beliefs and knowledge people use to generate and interpret social 

behaviour” (Webster, 2006). Worldview may be defined as “The systematic organization of concepts of reality to 
which members of a culture (mainly unconsciously) assent, and from which their value and belief system is 
generated” (adapted by Webster from Kraft, 1979). Thus worldview is the mechanism by which culture is created.  
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supernatural forces on this earth. The „traditional Liberian‟ worldview has no such barrier between the 
transcendent spiritual and empirical material worlds, thus spiritual causes are frequently ascribed to 
physical problems with physical roots. 

Of course there are many variations between the two groups of primitive animists and rationalistic 
materialists. For example, atheists deny the existence of the transcendent spiritual world. However, more 
generally in the Western worldview there is a shift in twenty-first-century rationalism that recognises it is 
not possible to rationally analyse all experience and arrive at an objective truth, especially in areas like 
morality for example. Similarly, the traditional Liberian worldview has been exposed to and penetrated by 
modern, technological cultures to varying degrees, which may at times have a traumatic effect on the 
culture in its ability to explain, evaluate and integrate these new experiences. This is of significant 
importance in understanding a community‟s „failure‟ to maintain hardware, for example. 

Recommendation: Programmes need to appreciate both the „traditional Liberian‟ worldview of 
transcendent other-world and supernatural earthly forces and the Western empirical material worldview, 
and how syncretism may attribute spiritual causes to physical problems that have physical roots 

Liberian worldview and practices – Poro and Sande 

More specific beliefs and practices within the Liberian worldview and culture revolve around the secret 
societies of Poro (for males) and Sande (for females). Membership is common throughout Liberia: even if 
children do not wish to join, parents are often pressurised into sending them with incidences of mothers 
having their legs chained reported.  

Poro - meaning the earth or ground (the Poro school being the forest camp in which a bush school is 
held) – is a tribal initiation rite and secret society. Sande or Sani bush is the female equivalent. Poro and 
Sande are therefore intensive trainings for manhood and womanhood, including circumcision. There are 
moves to get the time spent in the bush as initiation synchronised with school holidays as children often 
miss exams. 

“The Poro may be thought of as an attempt to reduce the all-pervading spirit world to an organisation in 
which man may participate ... It (is) a mechanism by which man might contact the spirit world and 
interpret it to the people, where men (become) spirits, and (take) on god-hood. The final secret of the the 
Poro (is) frightfulness.” (Harley, 1941)

14
. Poro supersedes political chief structure.  

A boy or young man is not considered a member of the tribe until he has been initiated “by suitable rites 
into the company of his elders”. The adolescent undergoes various ordeals in the „bush school‟ or Poro to 
prove that he is ready and worthy to take on the responsibilities of citizenship – “until then he does not 
count”. Before initiation boys are called “gbala – image, shadow or imitation – not legally responsible for 
their acts, able to own property, considered as a goat”.  

The age group acts as a social unit in after-life. Circumcision is one practice, in addition to tribal „marking‟ 
(i.e. scarification or tattooing which may indicate belonging to a certain secret society), sex education, 
preparation for parenthood, and learning about tribal lore and custom. A „bull-roarer‟ is present to frighten 
women, often preventing their presence. A corresponding female initiation ceremony occurs – female 
genital mutilation (FGM) is therefore commonplace. The Poro continues as “a powerful and secret organ 
to control all … the adult male members of the tribe”. The society leaders impose laws and keep 
members in fear of the supernatural powers they are supposedly endowed with. This fear behind all 
chiefs and political leaders, heads of families and men of standing has “enormous influence in regulating 
the social and economic life of the people”. Other features of the Poro are the death penalty for peepers 
and informers, as well as fees for entrance and advancement.  

Details of the rites and sacrifices to, and worship of high gods are very sparse yet not to be 
underestimated in their significance. Sacred meals are eaten with a ceremonial spoon (e.g. used by 
warriors in preparing for war). 

                                                      

 

14
 Very little literature exists on the Poro/Sande and secret societies due to the death penalty for peepers and 

informers. Allegedly the article by Harely was only printed because he stressed that Poro/Sandi no longer existed, 
although his two informers were subsequently killed. Whilst the majority of detail and all quotes in this section are 
from Harley‟s article, they were often corroborated by interviewees, although on more than one occasion, serious 
threats were made as I attempted to probe further. 
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Ceremonial razors are sharpened on a ceremonial whetstone held by the highest „zo‟ (the priest head of 
each Poro chapter) who could charge lesser zo‟s for its use. The whetstone is passed from father to son 
with an accompanying human sacrifice of the recipient‟s oldest son. The sacrifice is cooked in the home 
of the zo and eaten by zo aristocrats and the sacrificed‟s father. 

Although there is no hard evidence, it seems reasonable to conclude the practice of using the same razor 
to circumcise, scar, tattoo etc. multiple individuals could increase the prevalence of HIV/Aids and thus 
their susceptibility to other diseases such as diarrhoea and cholera, and consequently the spread of these 
diseases. 

In Gbarpolu County (and most likely all counties), GCHVs are often members of the secret societies and 
therefore able to influence society health behaviour. Although many practices are unknowable by non-
members, certain ones are, and the GCHV‟s have gradually changed the practice of use of the same 
traditional knife for every person. Now individuals are increasingly bringing their own blades.  

However, under-resourcing is again an issue in Gbarpolu County. Until last year each of the five Districts 
had a government Environmental Health Technician (EHT), with incentives and motorbikes provided by 
Oxfam. However, when the incentives stopped in 2010, the two EHT‟s from the most inaccessible and 
neediest Districts (Kongbah and Gbaryamah) moved to Monrovia, leaving only Gbapolu, Gbarma and 
Gbokomah districts with EHTs. 

Recommendation: continue to look to ways to support EHTs in their „infiltration‟ of secret societies and 
promotion of safe hygiene practices. 

Specific health-related beliefs 

The cause of diarrhoea in small children is traditionally believed to be the curse of an old person (grand-
mother, aunt etc), as their wrinkled skin resembles that of a dehydrated child. They are believed to drink 
the blood and fluids thus causing diarrhoea. Tawuo Kabah, a 35 year old mother in Zigida said “Poverty 
makes you think that way”. Using such links between poverty and traditional thinking as triggers for 
hygiene behaviour change is discussed in section 6.  

Divination of the individual responsible was common practice, but was not reported by any interviewees 
(including key informants). However, given that some individuals were unable to state a cause for 
diarrhoea (table Table 1), it is possible divination still exists as in other parts of the country

15
, and is still 

commonplace for issues such as theft. The witchdoctor pours blood of the sacrificed chicken/goat/cow on 
his small wax model of a person to divine the witch. If he specifically identifies a person and calls them a 
witch, that person (male or female) will be completely ostracised - no-one will visit them or allow them into 
their homes for fear of being cursed. More generally, the witchdoctor would not be so specific, so a whole 
household would be blamed and avoided. Therefore there is great concern to keep the witchdoctor 
happy. Nevertheless, in Geelor (Sinoe), a focus group joked about the witchdoctor being redundant in 
health matters, saying they have no need for him

16
.  

Other beliefs related to the cause of diarrhoea or ill-health generally were: 

 Eating taboo or “bad” food, therefore being cursed (the focus group wasn‟t prepared to be more 
specific). 

 Eating too much food (a physical cause only). 

 Two or three owls calling to each other over your house at night. This is/was seen as a sign of 
witchcraft, bringing a curse. 

Moving water was frequently stated as being seen to be positive and cleansing, washing away curses. 
Several interviewees said “You can‟t wash water”, (surprisingly the only proverb spoken of in relation to 

                                                      

 

15
 A visit in 2010 to remote communities in River Gee Maryland counties (e.g. Nyonken) revealed communities that 

did not migrate to camps and had no exposure to hygiene training whatsoever. Here, germ theories were entirely 
rooted in spiritual causes 

16
 Similarly, in one case a witchdoctor lost much credibility after divining that a thief was black. Unsatisfied, the 

„customer‟ asked for something more specific. Back he went to the wax model. „Long black hair‟ came the reply, 
narrowing it down to any girl or woman. 
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water and health). They referred to tears - i.e. water coming from the eye – being clean, and similarly 
water from a recently dug hole, as it wells up from the ground, being considered clean.  

A degree of syncretism in old beliefs and new knowledge is perhaps expressed by one male interviewee 
from Geelor (which generally demonstrated high levels of safe hygiene). “If you defecate in the bush, 
water will dilute it and wash it away”, referring to both the physical and spiritual properties of water. 
Similarly, moving creek water is considered by some to be inherently clean, although where visible 
contamination was evident, all respondents would wait for such sediment to settle before drinking. 
„Seeing is believing‟ was a frequently expressed attitude either directly or indirectly through practice.  

Finally, as moving water washes away curses, traditional beliefs are that water in hand-dug wells or 
boreholes can easily be bewitched by evil minded people. 

The implications of these beliefs on programme practice, and how they are changing, is discussed in 
subsequent sections, especially section 6. 

 

Figure 4: Burial of ancestors immediately outside homes to ward away curses (left) and burial of  zo‟s 
(priests) and other significant members of secret societies in the centre of the community (right) in Zigida, 
Lofa county. In the picture on the right, the females are buried within the confines of the closed, walled 
graveyard which no male may enter. Birds nesting in the tree of both this and open male graveyard 
(foreground) are considered to be the spirits of the buried ancestors. 

Summary 

 Appreciation of both the „traditional Liberian‟ worldview of transcendent other-world and 
supernatural earthly forces and the Western empirical material worldview is necessary for 
effective programming. 

 Syncretism of the „traditional Liberian‟ and Western worldview may cause „worldview trauma‟, 
whereby spiritual causes are attributed to physical problems that have physical roots (though 
there is surprisingly little evidence of this – section 6).  

 In-roads are being made by Environmental Health Technicians (EHT) into secret society 
practices that may have a negative health impact. 

 The perceived physical and spiritual cleansing nature of moving water, juxtaposed with a strong 
disposition towards „seeing is believing‟ has significant implications for programmes (section 6). 

4 Curative Action 

 What actions do people take when adults have diarrhoea?  When children have diarrhoea?  If 
traditional treatment is used, what are the specific practices? 

 When do people decide to go to the health centre for diarrhoeal disease?  

 It will also be interesting to understand when people seek health care in general, given that 
malaria, ARI’s may be more common.   

All interviewees, including those unable to define diarrhoea, stated they would visit the GCHV or clinic 
when they or a family member had diarrhoea (Table 1). (A more comprehensive survey by ACF (2011) 
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reported that 81.5% went to health facilities when someone from the family was generally sick). The 
universal reason given was that the treatment worked, further emphasising the significance of „seeing is 
believing‟. Most commonly, they would seek this treatment the next day, although in a few isolated cases, 
would wait for 2 days. One interviewee said he‟d wait 5 days. Free treatment would be provided by the 
GCHV; the cost of clinic treatment depended on travel distance and whether the clinic had the prescribed 
drugs, but was typically 350-500 LD (US$5-7).  

Most interviewees would also use traditional treatments which were common across the Counties, 
including: guava leafs; the sap from the shoot of new banana plants (before the leaves have formed); and 
coconut water. Many interviewees stated that other traditions were lost in the war; when asked further, 
this often meant a combination of the elderly dying but also a change in practice due to being exposed to 
more „modern‟ practices in the camps. The use of oral rehydration solutions (ORS) was commonly 
reported in communities that had recent training, e.g. sugar, orange juice and salt), although in Dorley-la 
(Gbarpolu county) only salt was reportedly added to the water. 

No interviewee in the communities visited said they would visit the witchdoctor for diarrhoea or other 
diseases perceived as non-life threatening. This is in spite of extended time in the communities, including 
overnight.  

However, all programme Public Health Educators (PHEs) reported that a „belt and braces‟ approach was 
commonly practiced (in an estimated 40% of cases): both the GCHV and witchdoctor would be visited. As 
the cost of (potential) treatment rose, so the likelihood and frequency of visiting the witchdoctor would too. 
It must also be acknowledged that in more remote communities, the effort required to seek clinical 
treatment will certainly influence the likelihood of such treatment being sought, initially at least. 

Thus there are varying degrees of syncretism of worldviews and practices, with the uptake of improved 
curative practices being influenced in part by logistical and economic factors. This is in keeping with a 
more comprehensive KAP study by Samuels (2009) in south-east Liberia. 

Summary 

 With the exposure of the majority of rural Liberians to hygiene promotion through life in camps or 
NGO activity in their current communities, there is a high level of knowledge of the value of 
medical treatment of diarrhoea and other non-life-threatening diseases through GCHVs and 
clinics.  

 Syncretism of the above with more traditional practices is common, and related to logistical and 
economic factors (i.e. effort and money). 

5 Preventive Action 

 What practices (if any) are undertaken to prevent diarrhoea; why; and how do they vary in 
different settings?  

The following actions by the target groups that potentially 
prevent diarrhoea were either observed or reported in 
communities: 

 Catsan (digging a small defecation hole in the bush and 
backfilling). Although sharing the use of latrines between 
households was commonly reported (Table 1), two-thirds 
of communities visited still did not have access to 
latrines. Catsan was commonly spoken of by the majority 
of these individuals (as well as all individuals when 
farming). However, observations in Zigida, for example, 
revealed that open, uncovered defecation in the bush 
close to households was a common practice, at times in 
places where runoff would directly contaminate the creek 
source used by some. In Geelor, despite adequate latrine 
coverage, children under approximately 6 years are 
taken to the bush to practice catsan due to their fear of 
falling down the 250mm diameter latrines holes (Figure 5, 
also ACF (2001)). Although no such child catsan was 

Figure 5: Large diameter hole 
(250mm) in Geelor pit-latrine 



Consortium diarrhea study - final report for pdf  16 

witnessed, the village was ODF and no faeces were observed in the bush. To encourage use by 3-12 
year old children, the following features for adapted latrines were identified by Deniel (2004):  

 Small drop hole (<150mm diameter) 

 Brightness: no roof or door and small walls 

 Attractive walls with pictures 

 Cleanliness: ease of maintenance 

 Handle: vertical grip bar 

 Odourless: lids or vent pipes made from bamboo (100mm diameter minimum). 

Recommendation: further promote the use of catsan where necessary, especially whilst farming  

Recommendation: ensure the design of latrines are child-friendly  

 Boiling and filtering water. In Powo, upstream creek water is 
collected in the early morning before the water is disturbed by 
animals or others users. In dry season there is less sediment, but 
low water volumes result in stagnant red and black coloured 
water. Some users filter such water, believing that visible 
particles cause contamination. However, most claim not to have 
any mechanism for filtering so even boiled water is not used, as it 
is believed the sediment would still make them sick. Although 
rainwater is collected in Powo (Figure 6), if the collection 
container is on the ground the water will not be used for drinking 
due to splash of soil into the water.  

Recommendation: although boiling water is not a preferred 
option, training needs to be provided on its use and effectiveness 
where / when necessary. 

In Gala Palela (no improved water sources), individuals knew the 
benefit of boiling water but stated it takes too much time, cannot 
be drunk straight away (i.e. they are not prepared to store it) and 
that they would drink creek water when farming (being unable to 
take enough safe water for everybody) so asked „what‟s the 
point?‟ There is an urgent need to address the water (and 
sanitation) needs of individuals whist farming. 

Recommendation: promote the use of small water containers 
whilst farming (and consider providing them to „kick-start‟ their 
desirability). 

 

Figure 7: Water collection and storage in Powo (note closed jerry-can for drinking water 
storage, left had side of right picture). 

Figure 6: Collection of 
rainwater, Powo (Sinoe) 
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 Water collection and storage. In communities collecting from creeks, open containers were used for 
collection and occasionally for storage (Figure 7), thus being vulnerable to further contamination, 
including from scooping for drinking water. In other communities, jerry-cans with small necks were 
used for storage, thus pouring rather than scooping was practiced 

Recommendation: emphasise the need for safe water collection and storage 

 Maintenance. Latrine maintenance was mixed. In the two Sinoe County communities, although both 
had similar interventions three years prior to this study, in Geelor, there is regular monthly checking 
and repair of termite damage to latrines. Latrine wall sticks last five-six months only, yet all latrines 
observed were functional (as was the hand-pump). In contrast, in Powo, all ten latrines had collapsed 
from termite damage and were disused (Figure 8). Similarly, the hand-pump foot-valve had not been 
replaced for eight months, despite diarrhoea being on the increase from people using creek water. In 
Dorley-la (Gbarpolu) approximately one-third of latrines were similarly damaged and not repaired. 

 

Figure 8: Non-maintained termite damage in Powo, Sinoe (left) and Dorley-la, Gbarpolu (right). 

Often the dependency on NGOs that generates such behaviour is due to communities being 
relatively accessible i.e. there is a constant stream of potential donors through the community, and 
they „wait for someone to come and do the repairs‟. However, although this may have been a factor 
here, as nearby communities had undertaken such repairs and maintenance of other hardware, 
weak leadership is more likely to be the cause (compared to strong leadership in good performing 
communities).  

Recommendation: Encourage strong leadership and sustainability of hardware and software through 
exchange visits, and perhaps competitions within and between communities. 

 Siting of water sources. Although in Zigida it was (erroneously) stated by interviewees (19) that 
officially (local bye-law?) boreholes/hand-dug wells should be more than 150m from, and higher than 
graves & latrines (Figure 4), this wasn‟t followed. However, water sources were further than the 
international standard of 30m from such structures in all communities. 

 Handwashing. Table 1 indicates that at least 97% of the population of communities visited have 
received hygiene promotion (i.e. only some in Gala Palela haven‟t). Yet levels of handwashing after 
defecation are 62% with only 54% using an agent. These figures tie fairly closely to those reported by 
the PHEs of approximately 40%. Again, leadership seems critical. For example, in Geelor, the town 
chief makes an announcement via loudspeaker every evening to wash hands after going to toilet. In 
Gaynima, there are 10 producers of the local soap (Figure 9), with 5 gallons of palm oil plus approx 
0.5 gallons of caustic soda costing 1,400 LD (US$20), and producing 2,200 LD (US$31) worth of 
soap (110 large balls).  
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Figure 9: Local ‘monkey head’ soap (left and centre) made from palm oil and caustic soda 
(Gaynima and Geelor). The use of ash with NGO provided containers with taps (right).  

However, the NGO provided containers (Figure 9) perish after approximately 2 years when left in 
sunlight outside pit-latrines. Furthermore, very low levels of hand-washing are reported in homes 
prior to eating (approximately 5% in project areas), with no fixed facility or location. This is in part due  
to the „dirtiness‟ of washing: bathrooms are always separate from houses. Where handwashing was 
practiced at homes, cups or bowls were used to pour water onto hands held over the ground outside. 
The author has experienced high impact of tippy-taps (Figure 10) in many parts of the world. 
UNICEF reports similarly high effectiveness by FALL (Foundation for All Ages) with tippy-taps in 
Liberia, which are recognised internationally (Curtis et al, 2011). 

Recommendation: Promote the use of tippy-taps, both outside latrines for handwashing after 
defecation, and in homes for handwashing prior to eating (Figure 10).  

 

Figure 10: Tippy-tap in operation. As the jerry-can is tipped by pulling the string (middle), a 
column of water enters the former handle which has been sealed and punctured with a small 
hole. The small amount of water in this column pours out, critically allowing both hands to be 
washed at the same time.  
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6 Preventive Options 

 What are the non-health motivations for (potentially) reducing diarrhoea (and possibly wanting 
latrines)? For example, research elsewhere suggests motivations may be prestige-related i.e. 
aspirational, such as affiliating with the urban ‘elite’, or a desire to express new experiences and 
lifestyles, or a desire to avoid embarrassment with visitors. They may be well-being related, with 
convenience, comfort and - for latrines - safety and ‘completeness’ of home being critical. Or are 
disgust / smell etc. significant motivators for change? 

a. What have been the drivers of other change in the communities – for example, what 
changes have occurred and why – what was the medium of communication / advertising, 
and the motivations? 

Figure 11 compares the motivations that may or may not be successfully appealed to in order to promote 
handwashing (globally) or to reduce diarrhoea in Liberia.  

MOTIVATION  FOR 

HYGIENE PROMOTION  

GLOBALLY  
(11 countries, handwashing  

only: Curtis et al, 2009)  

LIBERIA 
(diarrhoea reduction:  

this study) 

Health (well-being)     

Cost, effort & time     

Shame (directly, occasionally)   (indirectly only)  

Disgust      

Fear (of illness / death)    (epidemics only)  

Comfort (cleanliness)  ?   (limited)  

Nurture (for children)  ?  

Affiliation (to fit in)     

Status (respect)    (latrines)  

Attraction     

Figure 11: A comparison of motivations that may (or may not) be successfully appealed to in 
order to promote handwashing (globally) or reduction of diarrhoea (Liberia) 

A direct link may be made between the two sets of results as it is widely recognised that among the most 
important infections avoidable through improvements in hygiene, sanitation and water are diarrhoeal 
diseases (Curtis et al, 2011). Furthermore, several rigorous studies have concluded that the promotion of 
hygiene may be the single most cost-effective way of reducing the global burden of infectious disease 
(Clasen et al, 2007); the evidence for giving a higher priority to hygiene is strong and “to a large extent, 
we already know what needs to be done”: 

 Handwashing after contact with faeces;  

 Keeping water, foods and surfaces free of faecal contamination and preventing carriage by flies;  

 Safe storage and use of water; 

 Safe food handling and preparation (Curtis et al, 2011). 

Therefore in order to reduce diarrhoea in Liberia, promotion of handwashing and keeping faeces out of 
the domestic environment (i.e. improved sanitation) is critical (in addition to safe water storage/ use, and 
safe food handling / preparation). Further evidence of the importance of handwashing with soap and 
improved sanitation in order to reduce diarrhoea is provided in Figure 12.  
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Impact of …  Impact  Reference 

… handwashing with soap on 

diarrhoea 
47%  Curtis and Cairncross (2003) 

… handwashing with soap on 

respiratory infection 
23%  

Rabie and Curtis (2005), updated 

with Luby and Sandora (2005) 

… sanitation on diarrhoea 33%  Clasen et al (2008) 

Figure 12: Evidence of the impact of interventions on select water-related diseases 

 

Recommendation: that the consortium advocate that Liberia join the PPP-HWWS Global Public–Private 
Partnership for Handwashing with Soap, a high impact programme that generates mass scale change. 

 Health, cost, effort and time 

From this study, the top three reasons (in priority order) for wanting to reduce / eradicate diarrhoea that 
were consistently cited by interviewees were because of: a feeling of lack of well-being (i.e. poor health); 
the cost and effort to get treatment; the amount of unproductive time. 

With regard to cost, enabling individuals and communities to calculate the cost of treatment versus latrine 
construction (whether subsidised or not) has proved effective in triggering a desire for improved 
hygiene/sanitation. Similarly, programme accountability, openness and transparency towards 
communities with regard to programme costs (inputs) generate greater community buy-in. 

Time and effort are also found to be key issues by Samuels (2009) in south east Liberia, where two-thirds 
of those who drank creek water had a hand-pump but did not use it primarily because of distance from 
their homes (time and effort); similarly of the 49% who did not use a latrine, 43% didn‟t because there 
were none close to their home (whilst sharing latrines was common both in that and this study). 

It is most significant that in other more comprehensive studies, health has rarely featured as an important 
motivator for any form of improved hygiene or sanitation. In Liberia though, because of the prevalence of 
diarrhoea, with most individuals acutely aware of its effects through their own or a neighbours recent 
experience, avoiding ill health is the top motivator.  

Individuals and groups expressed a willingness to experiment with new ideas – such as hand-pumps or 
the use of clinics for treatment - when their experience of poor health was fresh. If there was evidence of 
the benefits of the new idea, there was a surprising willingness both spoken of and perceived for people 
to adopt and adhere to these new ideas. In order to further appeal to this strong „cognitively concrete-
random‟ culture where „seeing is believing‟, not necessarily based on Western notions of cause and 
effect, the use of microscopes, which has proved highly effective elsewhere, is suggested both to show 
live pathogens (i.e. things wriggling around in the water) and after boiling water dead ones. However, as 
previously noted, changed practice was not sustained in all communities, due in part to weak leadership, 
and the degree of superficial syncretism of the new idea

17
. 

Two key points emerge from this. Firstly, there is a need for follow-up to reinforce change. Traditionally 
this is provided through CHVs, although there are experiments using leaders as „champions‟ (see below). 
Either way, there is a need to support „low level & permanent messaging‟ (as advocated in Western 
societies), especially to counter resistance to change or adhering to tradition reported amongst the 
elderly. Short-term project funding with an emphasis on exit strategy acts against this, in part due to PHE 
staff spending time getting to know communities, then being distracted by job insecurity. Short-term 
funding is partly donor driven: WASH hardware activities are quicker to yield tangible results, thus 
hygiene promotion is often an add-on throughout the world, in the knowledge that sustained hygiene 
behaviour change and subsequent health improvements may take years. This is again related to 

                                                      

 

17
 Despite some issues with sustainability, it is worth noting that, although this study wasn‟t intended as an evaluation 

of programme effectiveness, from Table 2, 64% of the cases of diarrhoea in the previous 2 weeks (16 of 25 total) 
have come from the one village not to have had any hygiene promotion (Gala Palela), this village representing just 
16% of the population represented (101 of 614).  
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community time and effort, as also identified by Samuels (2009): the logistics of practicing good hygiene, 
e.g., hand washing, takes more time and effort than previous ways, and there is therefore a reluctance to 
do the work needed for these new practices. 

Recommendation: provide a greater commitment to the target groups and sustained behavior change 
through extended time-frames of funding, in acknowledgement of the potentially high degree of 
syncretism of new ideas with traditional beliefs and practices.  

Secondly, if improved health is rightly appealed to in order to promote handwashing and improved 
sanitation to reduce diarrhoea, what happens when there is no recent experience of diarrhoea (say after 
2-3 years)? Motivations that are more aspirational in nature may need to be appealed to, such as the 
status and comfort associated with latrines, as discussed below. This also recognises that the camp 
experience of many has resulted in greater aspiration in the current generation as they have been 
exposed to previously unknown / unseen ideas and technologies. 

Recommendation: when the experience of diarrhoea is recent, appeal to improved health and reduced 
cost, effort and unproductive time as the motivators for handwashing, improved sanitation, safe water 
storage/ use, and safe food handling / preparation. Use microscopes as a tool to facilitate this, drawing on 
the strong disposition towards „seeing is believing‟. Move to more aspirational motivations such as status 
and comfort over time.  

Other motivators to reduce diarrhoea are now considered. 

 Shame, disgust, status and fear 

Whilst shame has been effective in promoting community led total sanitation (CLTS) elsewhere, 
interviewees consistently warned of the danger of the message being rejected with the messenger if the 
target group/person felt offended. They would feel insulted, that you are trying to prove something, and 
the potential loss of face or „name‟ would alienate the messenger.  

However, in Gbarpolu, AEL PHE personnel report that through the training of children, parents feel 
embarrassed at being taught by children. Thus some shame (rooted in their relative lack of education) is 
acceptable where it is known no malice is intended. Similarly, shame may be used indirectly e.g. “Would 
you feel embarrassed if visitor from Monrovia or stranger sees OD, or comes to tell you how to control 
faeces?” A grandmother in Zigida who cared for 20 children whilst their mothers worked in fields said that 
her motivation in preventing the children getting diarrhoea was to avoid her own embarrassment of being 
seen to neglect her duty of care, suggesting also a sense of responsibility and pride. 

Status overlaps with shame in some respects with regard to latrines: position and titles are of great 
importance (in interviews more than one person was introduced as the secretary to the secretary of xxx), 
and people are careful not to be perceived as poor.  

Such concern for public self image is well established as a key behavioural motivator and can be defined 
as “the degree to which an individual expresses interest in how others perceive him/herself, and the 
manner in which the individual seeks to influence that perception” (Webster, 2006). Usually either a 
negative public self-image is avoided or a positive one promoted, and these are sought either actively or 
passively (i.e. through action or inaction).  

Therefore the above examples appeal to an active avoidance of negative (i.e. shame or disgust) or active 
promotion of positive (health) to motivate behaviour change. It is generally accepted that a mix of 
negative and positive motivations is both realistic and effective hygiene promotion, with negative 
motivation (especially fear) being appropriate in (potential) epidemics. AEL reports that key benefits of 
latrines cited by users are the reduction/elimination of the risk of rape and snake bites (compared to 
defecation in the bush), thus fear may also be an appropriate motivator here. 

ACF suggest the personality of the CLTS promoter is key: that shame and disgust can be triggers if the 
promoter is wise and open-minded, and open with villagers (explored further below), realising at what 
time key decisions need to be made. 

Recommendation: exercise caution in using shame, disgust and fear as motivators for behaviour 
change, whilst recognising the strong concern for public self image amongst target groups and 
individuals. 
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 Collectivism and ownership 

Strongly related to the usefulness of concern for public self image as a motivator for change is the degree 
of collectivism present – the degree of emphasis on in-group harmony with close ties between individuals 
(Webster, 2006). Most donors are rooted to one degree or another in individualistic cultures, where 
priority is often given to personal goals, even when they conflict with the goals of important in-groups 
(ibid). Individualism-collectivism is called the “deep structure of culture” by Greenfield (2000), determining 
the fundamental issue of the relationship between person and group. Appealing to collectivism as a 
motivator for change is often overlooked by more individualistic groups such as donors. Collectivism may 
be both positively motivated (e.g. to promote harmony) or negatively (e.g. to keep up with the Jones‟ and 
not be seen as backward). 

In practice, a variety of approaches and messages can be promoted: 

 Conduct area campaigns to generate a critical mass of best practice and mitigate apathy i.e. if 
majority don‟t do improved hygiene, there is a breakdown in communal attitude and people 
become discouraged. Messages such as „Open defecation affects downstream users‟, and 
similarly that poor hygiene generally can affect the family and community may be used. 

 Conduct exchange visits between communities. In the urban context, one utility manager from a 
previous study said “I have often been amazed at how powerful it is to show a water utility guy 
the data from another utility: they start relating and discuss why they do better, and then you can 
get them interested” (Franceys, Webster & Parker, 2009). 

 Consider the use of competitions both between and within communities. The use of competitions 
with incentives to foster good hygiene is controversial (i.e. is the motivation sustainable, and does 
it destroy collectivism?) Nevertheless, they have proven very popular and effective elsewhere. 

Recommendation: conduct area campaigns and exchange visits to generate a sense of 
awareness and social responsibility beyond the individual and immediate community. Consider 
the introduction of competitions where, for example, latrine cleanliness is a problem, with soap as 
incentive.  

 Focus on collectivist, participatory „information sharing‟ methodologies such as house-to-house 
visits, drama and focus groups as opposed to more individualistic ones such as radio (ownership 
is very low anyway) and leaflets (where illiteracy may also be an issue). This is largely being 
practiced by programmes: house to house visiting was, with only one exception, the preferred 
communication methodology by promoters and target groups/individuals alike, as it 
contextualises the community based problem. 

Recommendation: continue to focus on participatory, collectivist methods of hygiene promotion 
methodologies. Promote children as (child) health club heads.  

 Generate a greater sense of ownership for health and hygiene. Facilitate the hygiene committees 
to set their own health targets, and the criteria and means of measuring progress towards those 
targets. This needs to be on the basis of observed practices and conditions through, for example, 
transect walks to see and „own‟ faeces: people don‟t want to look at their own faeces, and often 
just want to get rid of problem, not appreciating the links with individual and community health. 
This approach has again proved highly successful elsewhere in producing the changes in 
behaviour necessary for safe hygiene practices.  

Ownership of the messages is in theory important for sustainability. In Geelor, the children 
proudly sang: 

“AEL says diarrhoea/cholera kills, 
Clean your surroundings.  
Sanitation is dignity and long life 
Clean your surroundings”. 

Nevertheless, high levels of hardware and software sustainability were evident. 

Recommendation: facilitate communities to own, self-monitor, and self-determine their health 
and hygiene through setting their own health targets, indicators of achievement and means of 
verification.  

 



Consortium diarrhea study - final report for pdf  23 

 Community led total sanitation (CLTS) 

CLTS is heavily promoted in Liberia, though with limited success, possibly in part due to a focus on latrine 
structures rather than keeping faeces out of the domestic environment. UNICEF has trialled in 60 
communities with less than half being ODF after the 3-6 month interventions. A key factor is that providing 
no inputs only works where there has been no exposure „footpath‟ i.e. communities with no sanitation 
experience. Otherwise, where individuals and communities have had experience of „improved‟ latrines 
from camps, as is the case with nearly all interviewees in this study, CLTS is seen as regression. 
Aspirations towards these „higher specification‟ latrines are difficult to overcome, largely for status 
reasons, as experienced by AEL in Gbarpolu 

Furthermore, communities are not used to „non-dependency‟. Concern in Lofa is trying to wean 
communities towards full contributions by having 75% contributions at present. However, there is then the 
problem that others will want similar contributions.  

Of the communities where CLTS has been successful, powerful triggering factors have been: 

 Mapping the defecation route;  

 Identifying health expenses (i.e. cost-savings through improved sanitation and hygiene practices);  

 Openness of programme costs. 

These factors have already been discussed.  

Latrine durability is an issue, though as discussed, strong local leadership can ensure regular monthly 
replacement of termite affected parts (walls) as evidenced in Geelor, and reportedly trees that last 25-30 
years as latrine floors and pit supports are commonly available (durability largely being a function of 
diameter). Again, effort is one key issue. 

Recommendation: continue to promote CLTS, emphasising the need to keep faeces out of the domestic 
environment. Consider social marketing of (subsidised) latrine slabs such as the low cost, non-reinforced 
Mozambique dome slab. Consider providing income generating activities, especially for women, in slab 
construction. 

 Champions and leadership 

It was widely recognised that champions and leaders must be local, sharing a similar lifestyle to have 
credibility, rather than being, for example, national celebrities, although these cannot be discounted as 
having no influence. Champions also need to be natural leaders to be effective. Some key informants 
suggested providing incentives and/or rewards as motivators, „buying‟ as value for money local leaders as 
champions. Whilst this would shift the emphasis from CHVs / animators providing on-going support and 
stimulation to local leaders as champions and perhaps be more cost-effective, there are inherent dangers 
in paying politicians to perform. 

Recommendation: consider cautiously the provision of performance related incentives to leaders as 
champions. 

Currently there is only educated guesswork rather than evidence based decisions as to the chosen mode 
of support for sustaining software benefits, such as champions, CHVs or on-going support through 
programmes. It is therefore necessary to monitor and evaluate, preferably through the community as 
mentioned above, the longer term sustainability / fall-off in software practices according to these differing 
modes in order to determine the nature of the most effectiveness follow-up needed. 

Recommendation: monitor and evaluate long-term software practices to determine the nature and 
means of the most effectiveness follow-up. 

 

Other preventive options are: 

 Child-child training (TOT) and health clubs 

Although all programmes recognise the value of training children as key influencers within the home, 
increasing the training in two areas is recommended: 

 Training of children as trainers of other children (i.e. TOT) – this is a particularly effective 
method, as children contextualise health and hygiene messages.  
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 Child focussed health clubs, which again, prove highly effective, in part through generating a 
sense of belonging.  

Recommendation: increase the emphasis of training child-child trainers and running child-focussed 
health clubs. 

 Water supply technologies 

In smaller communities, biological sand filters (BSF)
18

 (Figure 13) are particularly appropriate and have 
proved highly successful in parts of Liberia (implemented primarily by Samaritan‟s Purse Canada), in that 
they: 

 Can be locally produced, providing opportunities for income generation; 

 Are simply maintained, with no recurrent costs or spare parts; 

 Have a cooling effect on water (water evaporation through the slightly porous cement); 

 Are low cost, requiring no reinforcement and using only a half bag of cement. 

As a household water treatment technology, it is thus preferable to chlorination which is relatively costly 
and unsustainable. 

Similarly, rainwater harvesting is an underexploited technology. Household rainwater jars such as the 
Kigezi jar share the same four benefits above. The 420l jar provides 2.5l/d of drinking water for a family of 
6 for a month of dry season. Larger institutional tanks are appropriate for some communities. Where tin 
roofs are not available, a ground catchment area can be fenced off with runoff feeding into a below-
ground tank. 

 

 

Figure 13: A biological sand filter (BSF) (left) household rainwater jar (centre) and institutional 
rainwater tank (right) 

 

Recommendation: consider the use of biological sand filters and rainwater harvesting technologies as 
alternatives to hand-pumps / boreholes. 

 Water safety planning 

A minor recommendation is that the consortium discusses developing Water Safety Plans (WSPs) for all 
locations, starting with the largest. Much of what is involved in a WSP is already being done in one form 
or another (water quality assurance at point of delivery and a sanitary survey), so little additional work is 

                                                      

 

18
 Bio-sand filters operate on the age-old principle of slow sand filtration, essentially a BSF is a 50cm column of sand 

through which water percolates. The top 5-10cm naturally forms an active biological layer after approximately 10 
days that kills off pathogens, with mechanical trapping, adsorption and natural death further removing pathogens. 
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required. WSPs emphasize safe water from catchment to consumer, adopting an holistic risk 
management approach, being proactive and preventative rather than reactive and curative. They are 
heavily promoted by the World Health Organization in high-income countries since publication of the 3

rd
 

edition of their Drinking Water Quality Guidelines in 2004. Water service providers / suppliers by law have 
to produce a WSP in most middle-high income countries – non-compliance is a criminal offence. They 
can be adapted for low-income camp and rural situations, embracing all related aspects of water safety 
(e.g. latrines and hygiene) to become more of a health safety plan, but related to water. Further details 
are given in Annex 3. 

Additional benefits for the consortium to be able to state that they have WSPs in place, are that proposals 
would stand out amongst potential donors and indeed the GOL, increasing the likelihood of both funding 
and further recognition at the national level, with the potential for replication elsewhere, forming a best 
practice example both of trans-sector practice and sector integration. 

Recommendation: consider the development of Water Safety Plans, for each community, starting with 
the largest. 

7 Recommendations 

 How can these findings inform and improve the consortium’s hygiene promotion and sanitation 
activities? 

These have been provided in the specific sections above and are summarised in section 1. 
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Annex 1: Terms of Reference 

January 2011  

A study looking at health seeking behaviour for diarrhoea in rural Liberia 

Closing date:           31 January 2011 

Approximate duration of assignment: 23 Days 

Tentative contract starting date: 1 April 2011 

Location country: Liberia 

Location city: Predominantly in rural communities in Liberia 

 

Applications to be emailed to:   

Chantal Richey, Consortium Coordinator, Oxfam Liberia at - CRichey@oxfam.org.uk 

Applications to include covering letter, cv and daily fee. 

 

Context 

Prolonged conflict in Liberia destroyed infrastructure, weakened government systems and its ability to 
sustainably ensure basic service delivery to the population. The government Poverty Reduction Strategy 
(2008-2011) estimates that only 25% of Liberia‟s 3.5 million people access safe water while 15% access 
sanitation facilities and only 5% are practicing safe hygiene behaviours. Waterborne diseases are 
common and the UN Humanitarian gaps study, 2008, estimates that diarrhoeal diseases accounts for 
almost 20 percent of deaths in children under-five. 

The five-member (ACF, Concern, Oxfam, Tearfund and Solidarites) INGO WaSH Consortium 
programme responds to the water, sanitation and hygiene needs of targeted Liberian populations and 
the institutional capacity building needs of the Government of Liberia in the WASH sector. Specifically, 
the Consortium‟s activities are broadly aimed at: 

1. Improving access to safe water, sanitation facilities and hygiene standards.  
2. Enhancing government institutional capacity for better coordination, monitoring and supervision 

of sector activities; and 
3. Advocating for adequate and appropriate financing for Liberia‟s Poverty Reduction Strategy 

WaSH targets. 

Purpose 

A study will be undertaken looking at health seeking behaviour for diarrhoea in rural Liberia.  This study, which will 
be anthropological in nature will include an in depth study of the magnitude of the problem of diarrhoea. Specific 
research questions may include: 

 Is diarrhoea perceived to be a problem by communities?  If yes, why?  If no, why not?   

 How do people define diarrhoea?  The technical definition is > 3 watery stools in 24 hours, but is this what 
communities consider to be diarrhoea?  If not, how is it defined?  We would also seek to ask specific 
questions about cholera given that there is more wide-scale knowledge of cholera (particularly in coastal 
areas or just keep it general in referring to diarrhoeal diseases?   

 What are traditional beliefs about the causes of diarrhoea? 

 What actions do people take when adults have diarrhoea?  When children have diarrhoea?  If traditional 
treatment is used, what are the specific practices? 

 When do people decide to go to the health centre for diarrhoeal disease? 

 What are the main diseases among children in the last 2 weeks?  In adults?    

 What are the seasonal patterns for diarrhoeal diseases?  

mailto:CRichey@oxfam.org.uk
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 Collection of WSRD morbidity and mortality data from health centres. 

 It will also be interesting to understand when people seek health care in general, given that malaria, ARI‟s 
may be more common.   

NOTE: THIS PURPOSE WAS EXPANDED ON ARRIVAL IN MONROVIA IN CONSULTATION WITH OLIVIER 
GERMAIN (Oxfam) AND EYASAU GEBETO (Concern/Oxfam) TO FORM THE SECTIONS AND DETAILED 
QUESTIONS OF THE STUDY, BELOW (ADDITIONS IN ITALICS) 

1. UNDERSTANDING: How do people define diarrhoea?  The technical definition is > 3 watery stools in 24 
hours, but is this what communities consider to be diarrhoea?  If not, how is it defined?  We would also 
seek to ask specific questions about cholera given that there is more wide-scale knowledge of cholera 
(particularly in coastal areas or just keep it general in referring to diarrhoeal diseases?  

2. PERCEPTIONS: Is diarrhoea perceived to be a problem by communities?  If yes, why?  If no, why not? 

a. How are different types of diarrhoea perceived? 

3. CAUSATIVE BELIEFS: What are traditional beliefs about the causes of diarrhoea? 

a. Do the target populations have a germ theory? How does this fit with / is it integrated into their 
beliefs on how diarrhoea and other illnesses are contracted / transmitted (especially the psycho-
social and spiritual influences)? How are these traditional belief systems changing, if at all, 
especially in a rapidly changing world? What has been the effect of ‘outside’ influences on attitudes 
towards diarrhoea, hygiene and cleanliness? What are their relevant notions of fatalism versus 
determinism (i.e. the degree and nature of their (potential) influence on diarrhoea and other 
diseases)? 

b. How do these and other diarrhoea/disease related theories, world views and drivers vary with 
gender, life stage, travel experience, education, wealth, and occupation (if relevant), and the 
perceptions of the physical and social geography of the community, linked to availability / 
acceptability of open defecation sites, social structure, road access, and urban proximity? 

c. What are the inter-relationship and hierarchies of the factors that influence / cause / inhibit 
diarrhoea (and other diseases)? If possible, can a framework of understanding be developed to 
represent this to aid understanding? 

4. PREVENTIVE ACTION: What practices (if any) are undertaken to prevent diarrhoea; why; and how do they 
vary in different settings?  

5. PREVENTIVE OPTIONS: What are the non-health motivations for (potentially) reducing diarrhoea (and 
possibly wanting latrines)? For example, research elsewhere suggests motivations may be prestige-related 
i.e. aspirational, such as affiliating with the urban ‘elite’, or a desire to express new experiences and 
lifestyles, or a desire to avoid embarrassment with visitors. They may be well-being related, with 
convenience, comfort and - for latrines - safety and ‘completeness’ of home being critical. Or are disgust / 
smell etc. significant motivators for change? 

a. What have been the drivers of other change in the communities – for example, what changes have 
occurred and why – what was the medium of communication / advertising, and the motivations? 

6. CURATIVE ACTION: What actions do people take when adults have diarrhoea?  When children have 
diarrhoea?  If traditional treatment is used, what are the specific practices? 

a. When do people decide to go to the health centre for diarrhoeal disease?  

b. It will also be interesting to understand when people seek health care in general, given that 
malaria, ARI‟s may be more common.   

7. PREVALENCE: What are the main diseases among children in the last 2 weeks?  In adults?    

a. What are the seasonal patterns for diarrhoeal diseases?  

b. Collection of WSRD morbidity and mortality data from health centres. 

8. RECOMMENDATIONS: How can these findings inform and improve the consortium’s hygiene promotion 
and sanitation activities? 

 

Scope 
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There are numerous stakeholders involved in the Liberia WASH Consortium which include 5 INGO‟s, 5 
LNGO‟s, Donors, Government Ministries of Health, Public Works, Lands Mines and Energy and the 
Liberia Water and Sewage Corporation (LWSC) and Local Civil Society.  A number of reviews and 
evaluations took place during the course of 2009 – the DFID annual review, an Oxfam mini review, peer 
reviews and an external evaluation.  The findings of these informed the 2009 annual strategy review and 
planning for the forthcoming years.  The crux of the model is the connection between the institutional 
capacity building and the direct service delivery which is best demonstrated in the field. 

The study will involve data collection through stakeholder interviews, focus group discussions, 
observation of community behaviour, collection of epidemiological data from health centers including a 
comparison to the previous year(s). 

The Consortium Programme Coordinator will oversee the conduct of the exercise and assure quality 
control, as well as arrange field guides for the consultant‟s site visits.  Her responsibilities will include:  1) 
provide guidance and institutional support to the external consultant, especially on issues of 
methodology; 2) facilitate Consultant access to key stakeholders and specific information or expertise 
needed to complete the review; 3) ensure all stakeholders are involved and informed; 4) recommend 
approval of the final report;  

Expected Output 

One concise report of approximately 7,000 words which will be anthropological in nature and will provide 
an in depth study regarding the magnitude of the diarrhoea problem in Liberia. 

Timeframe (revised dates):         29 May – 22 June 2011 

Date  Activity Expectation location Duration 
Days 

27 May Briefing and preparation JW to be briefed by 
EG 

UK 0.5 

29 May International travel JW to arrange UK to / from 
Liberia  

1 

30 May  In country briefing and planning  
Literature review 

Fine tuning TOR, 
planning interview 
schedule and field 
visits (EG to support) 

Oxfam office, 
Monrovia 

1 

31 May   Key stakeholder interviews … ECHO TA, 
Programme staff of  NGOs / MoH 

JW/EG to support  Monrovia   1 

 01 
June 

Travel to coastal town south east Liberia JW Greenville 1 

2,3,4 
June 

Coastal Town – community observations, 
meetings with CHT (this will probably require 
consultant to live in the community for at 
least 2 - 3 days) 

JW   3 

05 June Travel to Monrovia EG   1 

06 June Travel to rural community west liberia JW Gbarpolu 0.5 

06, 07, 
08 June 

Rural Town – community observations, 
meetings with CHT (this will probably require 
consultant to live in the community for at 
least 3 days) 

JW   2.5 

09 June Travel to rural community central Liberia JW Gbarnga/Zorzor 1 

10, 12 
June 

Rural Town – community observations, 
meetings with CHT (this will probably require 
consultant to live in the community for at 
least 3 days) 

JW   3 

13 June Travel to Monrovia JW   1 

14 June  Analysis workshop / report writing  JW   1 

15, 16 Report writing / travel to UK JW   2 
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June 

17, 20, 
21, 22 
June 

Report finalisation JW/EG/AF/KH   3.5 

      Total Days 23 

 

JW James Webster Consultant  

EG Eyasu Tesfaye Gebeto Consortium WASH Advisor (Client) 

AF Angelica Fleischer OGB Regional WASH Advisor 

KH Koen Henckaerts ECHO TA (Final Client) 

 Accommodation at Tearfund - Dan is prepared for James 
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Annex 2: Review & Interviewee Schedule 

Note – interviewees selected as key informants unless stated otherwise: Selection process: RT = Random 
Transect; FG = Focus Group. 

JW: James Webster 

Date Activity 

Friday 27
th
 & Sunday 

29
th

 May 
Briefing & preparation  
Travel: JW London to Monrovia 

Monday 30
th

 May  Meeting   
Introductory & planning meeting, and approval of refinements to TOR scope: James Webster (JW); 
Eyasu Gebeto (EG) & Olivier Germain (OG) 
Refining TOR scope & document review 
JW 

Tuesday 31
st
 May Interviews 

Monrovia 
1. Concern: Rajesh Singh (Assistant Country Director-Programmes) & Timothy Owhochukwu 

(PHE Manager) 
2. Oxfam: Patrick Okoth, Public Health Advisor 
3. MOH (Ministry of Health): Omarly Yeabeh, Director Environmental & Occupational Health 

Division 
4. UNDP: Chantal Richey (former WASH Consortium Coordinator, Oxfam) 
5. MPW (Ministry Public Works): George Yarngo, Assistant Minister for Public Works 
6. ACF: Lassana Dosso, WASH Programme Manager 
7. UNICEF: Hamidou Maiga, WASH Specialist 

Wednesday 1
st
 June  Travel 

JW to Greenville, Sinoe County 

Thursday 2
nd

 June Meeting 
AEL Sinoe staff 
Interviews  
8. AEL: Weedor Gilewala (Public Health Education Officer) 
9. County Health Team, Greenville Hospital: Dr. Wilmot Freule (County Health Officer); Youngor 

Waya (Director, Community Health Department); Stephen Tekeh (DEOH); Elijah Crusoe (M&E 
Officer); Jollah Kolubah (DHI); Kwyakyan Yealue (County Surveillance Officer) 

10. Geelor Town: Thomas Yobah (Town Chief); Joe Weedor (Town Commissioner); Qurah Sneh 
(Youth Leader); Edwin Far (Town Clerk); Martha Far (total 12 male, 8 female, 30 children – 
focus groups & individual semi-structured interviews) 

Friday 3
rd

 June Interviews  
11. Powo Town: Wesley Brown (Town Chairman); Brian Pennoh (Town Chief); Brian Orousue 

(Youth Chairman); Doe Brian; Brian 2; Mimi Brian; Joannah Brian; Helena Kragade; Ezekiel & 
Evelyn Sabah (total 6 male, 5 female, 12 children – focus groups & individual semi-structured 
interviews) 

12. AEL: Weedor Gilewala; Amelia Wrobeh; Leon Jududoe (PHE Officers) 

Saturday 4
th
 June Travel 

JW to Monrovia 

Sunday 5
th
 June Data analysis / reflection / interview modification 

Monday 6
th

 June Travel 

JW to Bopolu, Gbarpolu County 
Interviews  
13. County Health Team, Gbarpolu: Abraham Mansony (County Health Director of Development); 

Augustine Say (Environmental Health Coordinator); Laurana Goweh (Environmental Health 
Technician); Vincent Henry (Data Manager) 

14. AEL: Anita Kolubah (Programme Manager) 

Tuesday 7
th

 June Interviews  
15. AEL: Garmar Cerleregre (PHE Supervisor); Massiya Gent (PHE Officer); Anita Kolubah 

(Programme Manager);  
16. Dorley-la Town: Momo Blamah (Town Chief); Momo Dorlah; David Koboh; Maligeh Dorlah; 

Lasanna Dorlah; Kanfee Selif (total 5 male, 2 female – focus groups, individual semi-structured 
interviews) 

17. Gaynima Town: William Johnson (Chief); Mamie Massaku (Chairlady); Jerry Karmon (Chair 
Education); Maurice Varsay (Town Elder) (total 5 male, 3 female – focus groups, individual 
semi-structured interviews) 

Wednesday 8
th
 June Interviews  

18. Gaynima Town: Mamie Massaku (semi-structured interview) 
Travel 
JW to Monrovia 
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Thursday 9
th

 June Travel 
JW to Zorzor, Lofa County 

Friday 10
th
 June Interviews  

19. Zigida Town: Tanue Taylor (Acting General Town Chief); Amos Makoygblee (Town Secretary); 
Abrahim Kamara (Quarter Chief); Gayflour Vzayzay (District Environmental Health Inspector); 
Varnay Flomo (GCHV) (focus group) 

20. Zigida Town: Korubu Forkpa; David Beyam; Krobuo Forkpa (2) (& Daydago Berbi, Korlu Zoebor 
& Lopo Kolu); Kroubo Kpowo; Tawuo Kabah; Ropol Flumo  (individual semi-structured 
interviews)  

21. Concern: Sam Holder (Health & Hygiene Coordinator); Bendu Dunoh (Health & Hygiene 
Promoter) 

Saturday 11
th

 June Interviews  
22. Gala Palela Town: Mamie Kumba Bana; Ford Koklo; James Malbah; Mamia Kubbor; Jibby Joe; 

Kormasa Zayzay (& Mamia Zubah & Maria Vonzarah); Korto Jambah (& John Debeh); Yassah 
Korlu (& Korlu Flomo); Tarnu Flomoh; Kebeh Kortamar (& Helena Mulbah, Debah Kolubah & 
Wallace Johnson); Rebecca Howard; Pastor Abel Blessing Lactay (individual semi-structured 
interviews)  

23. Concern: Lawrence Ellis (Health & Hygiene Promoter) 

Sunday 12
th
 June Travel 

JW to Monrovia 

Monday 13
th

 June Report writing 

Tuesday 14
th
 June Report writing / analysis workshop 

Wednesday 15
th

 June Interviews  

24. Oxfam: Angelica Fleishcer Regional WASH Advisor, West Africa  
25. Oxfam: Sledge, Country Director, Liberia  
Report writing 

Thursday 16
th
 June  Report writing  

Travel 
JW to UK 

Friday 17
th
 June Travel 

JW to UK 

Thursday 23
rd

 June Interviews  
26. ECHO: Koen Henckaerts, Technical Assistant. 
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Annex 3: Water Safety Plans 

Water safety plans (WSPs) are promoted by the World Health Organisation (WHO) in industrialised countries as the 
most effective method for ensuring safe drinking water.  As a minimum, WSPs require of the drinking-water „supplier‟ (1) 
a system assessment, (2) effective operational monitoring, and (3) management. When correctly implemented, a WSP 
ensures water safety „from catchment to consumer‟. 

However, whilst WSPs are currently being developed and implemented throughout the high-and middle-income world 
they are only just being introduced in low-income countries.  Developing WSPs in the context of disasters in rural and 
peri-urban areas of low-income countries presents particular challenges.   

To summarise these challenges: 

 “water” is about water AND sanitation AND hygiene, and it is about multiple uses 

 “safety” is focused on health, but taking account of both water quality AND quantity (and the way water is used 
and managed in the home); furthermore water safety may have to be integrated with food and environmental 
safety 

 “plans” and planning are far more challenging than in the industrialised world 

 the developing country political, economic, social, institutional, natural and cultural context must be taken into 
account very explicitly.  

So perhaps it is more appropriate to talk of „WASH safety plans‟! Nevertheless, steps 1-5 of Figure 14 can be used in a 
simple manner to begin to develop a WSP appropriate for the specific context. Figure 15 shows what the end product 
may look like for part of a WSP, the part covering faecal or leaching contamination of a hand-dug well. Although these 
are not common in camps, the principle for any water source is the same. Note that not all hazardous events that may 
cause contamination of the HDW have been identified in Figure 15 e.g. the concrete apron cracking. The idea is to 
introduce the concept, not provide a definitive WSP! 

 

 

Figure 14: The main steps for developing a Water Safety Plan 
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Figure 15: Example of part of a WSP, for contamination of a hand-dug well through faecal contamination / 
leaching of waste 

 

Likihood Severity
Risk 

Rating
Comment

CHV Trained that a) 

garbage pits must be 'far' 

away from water sources, 

b) rubbish must be 

collected and burnt. 

NGO 'CleanUp Campaign' 

- NGO provides tools and 

support for so that 

communities are 

encouraged to maintain 

cleanliness of communal 

areas in the community.  

Pit Latrine within 30m 

of well

NGO interventions include 

latrine provision as well as 

installing water points, to 

encourage good sanitation 

practices and reduce the 

likelihood of open defection 

in the well catchment. 

CHVs Trained how to a) 

build latrines, b) correctly 

site latrine (downhill of 

water-point, 50m away 

from water-point, dig 

more than 10 feet). 

5 4 20

two pit latrines 

noted within 30m. 

One inspected and 

noted high water 

table in the pit. But 

latrines are 

marginally downhill 

of well, so not 

assigned severity of 

5. 

NGO adheres to SPHERE 

standard for ratio of house 

holds per latrine to ensure 

there are, in theory, enough 

latrines.

NGO adhere to Govt. WASH 

guidelines, which state: "A 

well must be sited at least 

30m (consolidated 

formation) or 50m (loose 

formation) away from, and 

upstream of, latrines". 

NGO's own WASH 

standards reflect this. 

Pit latrine is dug near 

or below the water 

table increasing the 

liklihood of 

contaminating the 

groundwater. 

NGO adhere to Govt. WASH 

guidelines for latrine 

construction. Specifically 

that "the pit of a latrine must 

have a maximum depth of 

3m such that the ground 

water level does not reach 

the bottom of the pit in the 

peak of the rainy season".

5 4 20

One pit latrine 

inspected had high 

water level. Pit 

dewatered during 

construction. 

Faecal 

contamination 

through sub-surface 

leaching from 

animal waste

Farming' or keeping of 

animals such as 

chicken, in the 

catchment

None

NGO 'CleanUp Campaign' 

- NGO provides tools and 

support for so that 

communities are 

encouraged to maintain 

cleanliness of communal 

areas in the community.  

5 1 5

A small number of 

chickens noted in 

catchment. 

Leaching of 

decomposing 

bodies in grave yard

Graves in catchment. 

NGO adhere to Govt. WASH 

guidelines, which state: "A 

well must be sited at least 

50m away from, and 

upstream of, the outer edge 

of the cemetery. NGO's own 

WATSAN standards reflect 

this."

1 5 5

None observed, but 

if this occurs, the 

impact is severe. 

RiskCurrent 

NGO/Community 

Control Measures 

Nearest home is 

downstream. Two 

houses within 20m 

though. No signs of 

organic waste / 

garbage pits. 

Example of WSP for a hand-dug well

Current NGO 

Supporting 

Programmes

Community adhere to Govt. 

WATSAN guidelines, which 

state: "A well must be sited 

at least 30m (consolidated 

formation) or 50m (loose 

formation) away from, and 

upstream of, garbage sites".

Hazardous 

Event
Cause

Open defectation in 

well catchment

Leaching from 

organic waste 

dumps

Organic waste dump 

e.g. food wastes in 

catchment

Faecal 

contamination 

through sub-surface 

leaching from 

human waste

8

Although latrines 

present, children in 

catchment still 

likely to defecate in 

the open. Also 

community state 

they do not have 

enough latrines. CHVs also trained to 

ensure people do not „use 

the bush‟ instead of the 

latrine. 

2 1

4 2

2



 

Consortium diarrhea study - final report for pdf  34 

The steps to produce a simple WSP to the format of Figure 15 are as follows: 

1. Assemble team 

This should involve at least three members of the community who know the water catchment well, including at least one 
female water collector.  

2. Document and describe the system 

This should cover „from catchment to consumer‟ i.e. from where the water originates in the catchment (e.g. rainfall, 
surface runoff and streams percolating into groundwater for a hand-dug well) to its point of consumption (e.g. from a cup 
in the home). There may be more than one pathway of the water for a single system (e.g. as mentioned above, there are 
many paths for water to become the groundwater of a HDW). Similarly there may be multiple systems e.g. HDWs, 
springs and rainwater harvesting at different times of the year. All these need capturing, and the sequence of steps to the 
point of consumption.  

This data can be collected through discussion, mapping or a combination of the two. 

3. Identify hazardous events and evaluate the risks 

Hazardous event identification. For each step identified above, ask the question “What might (or does) happen to 
contaminate the water?” (Although please note that broadening WSP to a WASH safety plan would also broaden this 
question to “What might/does happen to adversely affect health?” But then nutrition and other influences would need to 
be considered. So we will restrict ourselves to a WSP for the time-being). For example, open defecation in fields whilst 
farming may / will contaminate runoff and potentially infiltrate groundwater during the rainy season. Similarly with latrines 
if the water table reaches the pit. Does this affect drinking water in a HDW though? The distance of the HDW from these 
points of contamination is critical here. As suggested in Figure 15, as a guideline, a HDW must be sited at least 30m 
(consolidated formation) or 50m (loose formation) away from, and upstream of, latrines and garbage sites. However, let 
us assume the following hazard has been identified: there is open defecation close to the (proposed) HDW. A hazard is 
only a problem when it becomes a hazardous event e.g. if the open defecation causes contamination of the 
groundwater in the HDW.  

Risk evaluation. The likelihood of the hazardous event occurring and the severity of this event on the water quality 

now needs evaluating. Both are scored 1-5 (1=low, 5=high). We know the hazard occurs i.e. open defecation close to the 
HDW, but does it cause a hazardous event i.e. does the groundwater become contaminated? This depends on the depth 
of the water table, whether the HDW is lined, and the type of ground formation. However, HDWs are rarely dug more 
than 30m deep (i.e. the aquifer is less than this), and the wells cannot be guaranteed waterproof. Thus the likelihood of 
the hazardous event occurring is high (say 4 or 5). The severity of the event (i.e. how seriously will it affect water quality) 
is high (5). These two figures are multiplied to give the risk rating i.e. 20 or 25. A risk rating greater than 9 needs 

control measures.  

4a. Identify control measures 

What can be done to reduce the risk rating to 9 or under? Reducing or eliminating either the likelihood of a hazardous 
event or its severity, or both is the obvious answer. In the case of open defecation, ensuring open defecation is more 
than 50m from the HDW may still cause a hazardous event if surface runoff ran down the outside of the HWD into the 
aquifer. So open defecation needs to be stopped (through hygiene promotion, latrine construction, bye-laws etc.). 

4b. Re-assess and prioritise the risks 

The example above still has a severity of 5 (i.e. if open defecation occurred it would still cause a severe threat to water 
quality) but the likelihood is now say 1 (e.g. a child with diarrhea).  
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