
  

A 2013 study on current 

community access to and practices 

on Water, Sanitation and Hygiene 

in select rural and urban 

settlements in Liberia 



1 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

 

Acknowledgements 

 

Oxfam wishes to thank UNICEF for this opportunity to contribute to the creation of new 
knowledge in the WASH sector in Liberia.  This very critical thematic area. This study comes at 
a crucial time in Liberia. A time when Liberia has declared her strategic intention to embark on 
long term development. We believe that findings of this study contribute to other studies to 
provide the basis for measuring progress in the WASH sector. Oxfam in Liberia sees this as a 
great landmark to celebrate. Oxfam thanks all those whose efforts contributed to the production 
of this survey.  
 
We thank UNICEF for the opportunity and the financial support to carry this out.  
 
We the Government of Liberia through its various units who made contributions to the survey 
notably the LISGIS, the County and district teams and contact who provided the support we 
wanted to carry this out. 
 
We thank all interviewees and communities who facilitated our work.  
 
Finally, we thank the baseline survey team for their commitment and dedication in getting this 
done in good time. Oxfam in Liberia will like to single out Abdullah Ampilan, Oxfam 
Humanitarian Support Personnel on Public Health Promotion for taking up this challenge, for 
preparing the whole survey and for leading in the data collection, analysis, report writing and 
editing.   
 
Through your collective efforts we have a baseline and we thank you for this. 

 

 
Oxfam in Liberia 
31st October 2013 

 

 

 

 

 

 

 

 

 

 

 



2 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

THE REPORT 

The information in this report provides a summary of the key required data prior to the start of 

the UNICEF managed DGIS and DfID grants. This data set provides a baseline for the said 

projects. Using the findings of the KAP survey, additional data will be collected, analysed and 

suggested recommendations fed back to UNICEF for decision making on the projects. 

The survey report is presented in 3 broad sections. 

Section A focuses on the quantitative data collection in response to the survey objectives. In 

this section, the report deals with formal data collection of survey data using semi-formal 

interviews and questionnaires. The section gives a rapid run through of respondents, 

percentages, and measurable quantities of indictors as they related to WASH. 

This section is further broken into parts. 

Part 1 is the summary 

Parr 2 is about the Methodology 

Part 3 is on the Challenges and Constraints 

Part 4 concerns the Survey Findings 

Part 5 focuses on the Conclusions 

Part 6 is on the Recommendations 

Section B is a summary of the FGD sessions and results, which were conducted as part of the 

survey. This is mainly a qualitative assessment of the indicators of WASH related services and 

products in the selected locations. 

Section C is the pack of annexes. 
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Abbreviations, Acronyms and Operational Definitions 

BH Borehole 
CHV Community Health Volunteers 
DGIS Directorate-General for International Cooperation of The Netherlands  
DfID Department for International Development 
FGD Focus Group Discussion 
Fig. Figure 
Govt Government 
HP Hand Pump 
Hr/hr Hour 
IEC Information, Education and Communication 
KAP Knowledge, Attitude and Practices 
KM/km Kilometre 
L Litre 
LD Liberian Dollar 
M/m Metre 
M&E Monitoring & Evaluation 
Min Minutes 
NGO Non-Governmental Organizations 
OGB OXFAM Great Britain 
ORS Oral Rehydration Salts Solution 
PCA Programme of Cooperation Agreement 
SMS Short messaging system or text (mobile phones) 
SSS Salt Sugar Solution 
TW Tube well 
Unicef United Nations Children’s Fund 
USD United States Dollar 
WASH Water, Sanitation and Hygiene 
yo Years old 
Community Health 
Volunteers 

These are community members formed and trained as health 
volunteers either by government health workers or by NGO staff. 

Diarrhea Abnormally passing of stool at least more than 3 times in a day either 
mucoid, bloody, watery or water-wash like. 

Government Health 
Workers 

These are government employed health workers. 

Improved Sanitation 
Facilities 

Facilities that ensure hygienic separation of human waste from 
human contact. These include flush or pour flush toilets to piped 
sewer system, septic tank or pit latrine; ventilated improved pit 
latrine; pit latrine with slab; and composting latrines.  

Improved Water 
Facilities 

These facilities include piped water supply, public taps/standpipes, 
tube wells and boreholes, protected dug wells, protected spring and 
protected rain catchment. 

Instruments The questionnaires used in the study. 
Morbidity Case of a particular disease 
Mortality Fatality from a particular disease 
Private groups These are groups in the communities formed by private individuals 

not as an NGO but voluntary in nature doing different activities from 
awareness raising to small community-based activities like trainings.  

Research team The team that composed this baseline study such as the overall team 
leader, coordinator, supervisors, data collectors, data encoders and 
the assistant. 
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I. Introduction 
 
A baseline study is a pivotal activity in implementing any developmental programme. It is usually 
the basis of many projects from planning to implementation and evaluation. The results and 
findings of a baseline study are a rich resource for specific issues targeted in the projects. 
 
This study was conducted as an essential part of the Unicef Programme of Cooperation with 
the Government of Liberia (UNICEF Liberia Programme 2013-2017).  
 
The main aim of the study was to get baseline information on water, sanitation and hygiene 
and practices in the target areas (25 administrative districts and 5 cities). 
 
Specifically, the objectives of the study were to: 
 

a. Identify current levels of community access to and practices related to water, sanitation 
and hygiene facilities. 

b. Provide information on people’s knowledge, attitude and practices that will allow the 
development of programme’s Behavioural Change and Communication/Communication 
for Development activities. 

c. Provide disaggregated data and information on programme indicators in both rural and 
urban contexts. 

 
The study was also designed to provide basis for measuring WASH indicators for the DGIS and 
DfID projects. While most of these indicators were addressed, however some indicators like 
number of water and sanitation facilities, number of people accessing a particular facility, 
number of people observed washing hands with soap, and so on could not be determined by 
this baseline study. These can be assessed through an M&E form which may be developed and 
administered during the implementation phase (see Recommendations for further details).  
 
The data and information presented key points of reference for different WASH activities 
intended for the DGIS and DfID projects, from planning for WASH facilities to developing 
strategies for hygiene promotion. 
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II. Summary of the Findings 
 
The baseline study was conducted from July to October 2013 in 25 administrative districts and 
five cities in Liberia. It provides data on community access to and practices related to water, 
sanitation and hygiene. 
 
A total of 954 households (482 rural, 472 urban) were interviewed. They were selected 
randomly from 111 communities (62 rural villages and 49 urban communities). A total of 403 
community members 38 communities (24 rural and 14 urban) participated in the focus group 
discussions. 
 
The summary of the findings of the surveys in both rural and urban communities are presented 
in tables below. The rural-urban results are presented side by side for easy comparison.  
 
A. Programme Indicators 
 
These programme indicators are common to both DGIS and DfID projects. Indicators 5-8 were 
clustered in the project proposal, but are now segregated in the table below to make it easier 
to determine each key practice. Indicators 9-10 are added in the table to aid in analysis, 
especially of disease transmission modes and the increase or reduction of diarrheal diseases.  
 
The programme indicators by county, district and city are found in Annex A. Note that there is 
a slight change of figures (percentage) in breaking down the data into smaller geographical 
categories. This is due to rounding off of figures to the nearest ten. The data is specific only to 
the programme areas and does not necessarily represent any national figures or trends. 
 

No. Indicator Rural Urban Remarks 

 
1 

Percentage of population 
with access to improved 
water source. 

 
35% 

 
65% 

These facilities include piped water 
supply, public taps/standpipes, tube 
wells and boreholes, protected dug 
wells, protected spring and protected 
rain catchment. 

 
2 

Percentage of population 
with access to improved 
sanitation facilities 

 
12% 

 
40% 

These are facilities that ensure 
hygienic separation of human waste 
from human contact. These include 
flush or pour flush toilets to piped 
sewer system, septic tank or pit 
latrine; ventilated improved pit latrine; 
pit latrine with slab; and composting 
latrines. 

 
3 

Proportion of people 
practicing open defecation 

 
69% 

 
22% 

Open defecation refers to defecation 
practices that pose public health risk 
such us defecating openly on the 
ground, bodies of water, plastic bag 
and in toilets where flies and other 
vectors have direct contact with the 
faeces. 

4 Percentage of population 
observed to wash hands 
with soap after latrine use  

 
4% 

 
8% 

Using a proxy indicators such as the 
presence of water and soap near or 
within latrine and presence of soap 
and water at the designated washing 
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area. See Figs. 57 and 109 for more 
details. 

 
5 

Percentage of population 
reporting always or 
frequently washing hands 
with soap before feeding 
children 

 
4% 

 
5% 

 

 
6 

Percentage of population 
reporting always or 
frequently washing hands 
with soap after cleaning up 
following children’s 
defecation. 

 
6% 

 
6% 

Same with response such as “after 
handling baby’s faeces/diaper or after 
cleaning baby’s bottom”. 

 
7 

Percentage of population 
reporting always or 
frequently washing hands 
with soap before preparing 
food. 

 
11% 

 
9% 

 

 
8 

Percentage of population 
reporting always or 
frequently washing hands 
with soap after latrine use 

 
32% 

 
50% 

 

 
9 

Percentage of population 
reporting always or 
frequently washing hands 
with soap before eating. 

 
55% 

 
56% 

This is not mentioned as programme 
indicator but interesting to note as a 
route for faecal-oral route of disease 
transmission. The data and 
information can help the 
implementing team to plan for their 
hygiene promotion activities and also 
a good indicator to measure changes 
after the intervention. 

 
10 

Percentage of population 
reporting always or 
frequently washing hands 
with soap after defecation. 

 
28% 

 
27% 

 
12 

Percentage of the 
population with diarrheal 
cases. 

 
39% 

 
23% 

 

 
 
B. Access to Water  
 

Rural Areas Urban Areas 

Only 35% have access to improved water 
facilities. Most of the communities (65%) 
fetch their drinking water from surface water 
(25%), unprotected spring (17%), 
unprotected had pump (16%) and open dug 
wells (7%). The lowest access is in Maryland 
(8%), Grand Kru (14%) and River Gee 
(20%). 
 
Women (52%) and children (45%) are 
responsible to fetch water for domestic use. 
Most of the water sources are within 500-
meter radius (82%) a 15-minute walk 
distance (78%). At least 75% of the 

Urban areas have 65% of households 
fetching from improved water sources. 
Monrovia leads with 90% followed by Harper 
(83%) and Ganta (74%). Zwedru and Pleebo 
have lower access with 49% and 31% 
respectively among the 5 urban centers. 
 
Girls (45%) and boys (36%) are responsible 
for water collection. Most of the families fetch 
water within 500-meter radius (73%), 
spending from 15 minutes (53%) to up to 30 
minutes (33%). 
 
Buckets and jerry cans are the common 
containers for water collection and storage.  
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population use buckets for water collection 
and storage. 
 
A majority representing 88% does not treat 
their drinking water. For the remaining 12%, 
chlorination is the most common method of 
treatment (88%).  
 
At least half of the surveyed population 
(50%) consumes more than 75 litres of water 
per family per day. Water is free for 84% of 
the households. On the other hand, the 16% 
has to pay for their water, with 72% of them 
paying less than 40LD per day.  
 
Community members (58%) are mainly 
responsible for the maintenance of the water 
points. Other water points are not maintained 
by anyone (18%) while the rest are 
maintained by water committees (13%) and 
village leaders (8%).  
 
Covering and cleaning of water containers 
are not consistently practiced. Based on 
observation, only 40% had clean containers 
and 56% had covered containers. More than 
half (55%) drew drinking water from the 
storage by dipping their hand with any 
available cup. 

 
Only 36% of the households surveyed 
practices water treatment. The most common 
water treatment method is chlorination 
(96%).  
 
A little above half (55%) of the population 
consumes more than 75L of water. At least 
33% pays for their water with 33% of them 
paying less than 40LD a day while the rest 
spends up to more than 150LD a day.  
 
Water point owners (51%) and community 
members (37%) are generally responsible for 
maintaining water points. Water committees 
were not frequently mentioned during the 
survey (4%).  
 
Based on observation, only 46% of 
households had clean water containers and 
50% had covered water containers. Tilting 
and pouring water into a cup (66%) is the 
main practice of drawing drinking water.   
 

 
C. Sanitation Practices 
 

Rural Areas Urban Areas 

Only 12% of households has access to 
improved types of sanitation facility. This 
means that the seven counties have low 
access to improved sanitation facility. 
Gbarpolu has lowest with no single household 
having access to sanitation. They are 
followed by Grand Kru (2%), River Gee (5%), 
Nimba (11%), Maryland (14%), Grand Cape 
Mount (19%) and Grand Gedeh (32%). 
  
The available facilities were said to be 
constructed by either families concerned 
(52%), NGOs (44%) or government (4%). 
 
A majority of the population defecates in the 
bush/backyard/field (58%) while others use 
water bodies (7%), public latrines (11%) and 
share with neighbours (3%). The main 
reason for not constructing latrines is its cost 
(69%).  

Only 40% of the households in urban slums 
have access to improved sanitation facility. 
  
Harper and Zwedru have the lowest access 
with 19% and 32%, respectively. Pleebo has 
38, while Monrovia is 45% and Ganta 66%. 
  
Majority of these facilities (95%) was 
constructed by individual households.  
 
For those who have no latrines, the most 
common methods for defecation include 
sharing with neighbours (42%) and using the 
bush/backyard/field (20%), water bodies 
(15%) and public latrines (15%).  
 
Most households (72%) say that it is 
expensive to have family latrines, while 
others say there is not enough land space for 
construction (24%).  
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Baby faeces are disposed off in the bush 
(47%, into the toilet (17%), buried (13%), 
thrown into the water bodies (11%) or just 
on the ground or in the open field (10%).  
 
Household wastes are thrown anywhere 
(47%) or sent to the public disposal area 
(23%) and garbage pit (21%).  
 

 
Baby faeces are mainly thrown into the toilet 
(43%), the bush (17%) and water bodies 
(12%).  
 
Household wastes are generally disposed into 
garbage pit (31%), public disposal areas 
(23%) or thrown anywhere (18%). 

 
D. Diarrhoea Morbidity and Mortality 
 

Rural Areas Urban Areas 

Diarrheal cases were reported by 39% of the 
surveyed households, with mostly young 
children affected, especially 0-5s (46%). 
Grand Kru (53%), Nimba (52%) and 
Gbarpolu (41%) have the highest number of 
diarrheal cases.  
 
A total of 20 households reported that a 
member of their family died of diarrhoea 
representing 11% of the population.  
 
The management of diarrheal cases includes 
going to health facilities (60%), buying 
medicines (28%), giving herbal preparations 
(22%) and giving of ORS/SSS (16%).  
 
Respondents believe that the causes of 
diarrhoea include drinking dirty water (64%), 
eating dirty food (33%), flies (23%), open 
defecation (21%) and dirty hands (17%), 
among others.  
 
They believe that diarrhoea can be prevented 
through drinking clean water (51%), covering 
food (31%), stopping open defecation 
(19%), hand washing with soap (17%) 
among other measures.  
 
There are more diarrheal cases noted in 
families accessing water from non-improved 
sources (40%) compared to those fetching 
water from improved water facilities (13%). 

There were diarrheal cases in 23% of the 
household surveyed, affecting mostly 
children between 0-5 (44%) and 6-17 years 
old (29%).  
 
Zwedru has the highest cases (40%), 
followed by Harper (30%) and Ganta (23%). 
Monrovia has 18% and Pleebo has 14% 
cases.  
 
There is a low case of diarrhoea in families 
with latrines (33%) compared to those 
without latrines (67%).  
 
The most common methods of managing 
diarrhoea includes going to the health 
facilities (70%), giving ORS/SSS (37%) and 
buying medicine (36%).  
 
The perceived causes of diarrhoea include 
dirty water (73%), dirty food (43%), poor 
hygiene (27%), dirty hands (25) and flies 
(22%).  
 
People believe that diarrhoea can be 
prevented by drinking clean water (53%), 
covering food (35%), storing water safely 
(28%), hand washing with soap (26%), 
water treatment (24%) and latrine use 
(21%).  
 
The study revealed that protected water 
sources have less cases (20%) compared to  
unprotected water facilities (52%). 
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E. Malaria Morbidity and Mortality 
 

Rural Areas Urban Areas 

There is a high incidence of malaria among 
households, as 69% of all households 
surveyed reports cases of malaria. However, 
the cases reported were community-
perceived and not clinically diagnosed. The 
highest cases were reported in Nimba (85%) 
and Grand Kru (82%).  
 
Young children (0-5yo) make up the largest 
proportion affected by malaria with 61%. 
There were 31 fatalities from malaria with 
young children (0-5yo) suffering the highest 
impacts (61%).  
 
Respondents believe that the main cause of 
malaria is mosquito bite (79%), though there 
are some who believe that malaria is caused 
by bushes and grasses (13%) and others who 
do not know (12%).  
 
84% states that malaria is prevented through 
the use of mosquito nets (84%). 

More than half of the surveyed population 
(56%) reveals malarial cases. Harper (72%) 
and Zwedru (71%) registering the highest 
followed by Pleebo (62%), Monrovia (46%) 
and Ganta (44%).  
 
Malaria affects people across all ages, with 
38% of children 0-5 years, 35% of adults 18-
59 years, and 26% of children 6-17 years 
being affected.  
 
There were 14 reported cases of malaria 
mortality with young children 0-5yo 
accounting for the highest mortality (9 out of 
14 children) representing 64%.  
 
86% of respondent say malaria is caused by 
mosquito bite though there are some 
misconceptions. Respondents believe that 
malaria can be prevented through the use of 
mosquito net (90%) and by eliminating 
mosquito breeding sites (55%). 

 
F. Handwashing Practice 
 

Rural Areas Urban Areas 

The key times when people practice hand 
washing with soap include before eating 
(55%), after latrine use (32%) and after 
defecation (28%).  
 
Other important key times on hand washing 
with soap registered very low such as after 
handling rubbish (19%), before food 
preparation (11%), after handling baby 
faeces or diapers (6%) and before feeding 
children (4%).  
 
Hand washing with soap and water is widely 
practiced as claimed by 68% of the 
respondents, though hand washing with 
water only is practiced by 23%.  
 
The main reasons why people do not wash 
hands with soap is the cost of soap (42%) 
and the belief that water alone cleanses the 
hands (25%).  
 
Others claim that hand washing with soap is 
not a practice today nor was it from 

The key times of washing hands with soap as 
informed by the respondents include before 
eating (56%) and after latrine use (50%) 
being the highest.  
 
Other key times include after defecation 
(27%), after eating (23%) and after handling 
rubbish (16%). Other important critical times 
with very low ratings include before food 
preparation (9%), after handling baby faeces 
or diapers (6%) and before feeding children 
(5%).  
 
Water and soap as agents for hand washing 
were mentioned by 73% of the household, 
while 21% mentioned using water only.  
 
The two main reasons why people do not 
wash hands with soap include the belief that 
water alone cleanses the hands (38%) and 
the relative high cost of soap (30%).  
 
Others attributed the reason why people do 
not wash their hands with soap to negligence 
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generations past (18%) while the rest say 
that it is due to negligence or laziness (12%).  
 
Based on observation, 93% of the 
households have no hand washing facilities 
and only 4% was observed to have water and 
soap within or near latrine and presence of 
water and soap at a designated areas in the 
house. 

and laziness (15%), washing hands with soap 
is not a practice today nor was it from 
generations (9%) and washing with soap 
takes time (8%).  
 
Based on observation, there was no hand 
washing facility available to 90% of the 
surveyed households. Only 8% of the 
households was observed to have water and 
soap near latrines and water and soap at 
designated areas in the house. 

 
G. Health and Hygiene Messages 
 

Rural Areas Urban Areas 

More than half (or 55%) of the surveyed 
communities has access to health and 
hygiene messages.  
 
Messages vary and the most common ones 
include hand washing with soap (37%), use 
of mosquito nets (30%), latrine use (28%), 
cleaning and covering water containers 
(27%), covering food (26%) and cleanliness 
around water points (24%).  
 
These messages are heard through radio 
(36%), government health workers (28%) 
and NGO staff (26%). Other sources of health 
and hygiene messages include CHVs (17%), 
clinic and hospitals/health facilities (17%). 
 
The most preferred channels for receiving 
hygiene messages are home visits (43%), 
radio (33%) and training/sessions/FGD 
(22%). Others include drama presentations 
(10%), through the public address system 
(5%) and posters/pictures (3%).  

At least half (or 54%) of the household 
surveyed have access to health and hygiene 
messages.  
 
The common messages include covering food 
(34%), cleaning and covering water 
containers (31%), use of mosquito nets 
(28%), washing hands with soap (26%), 
washing of hands after latrine use (25%) and 
reporting of cholera cases (24%). 
  
The most common sources of these 
messages include radio (62%), NGO staff 
(35%), CHVs (26%) and health facilities 
(24%). Other sources include government 
health workers (16%) and posters/pictures 
(3%).  
 
The most preferred channels for receiving 
hygiene messages are through the radio 
(63%) and home visits (50%). Other 
preferred channels include 
training/session/FGD (17%), drama 
presentations (14%), through the public 
address system (10%) and bulletin boards 
(5%). 
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H. Menstrual Hygiene 
 
The information here was generated through focus groups discussions with women and girls 
facilitated by female research team members. 
 

Rural Areas Urban Areas 

People view menstruation as a normal natural 
process. There is no known taboo about this 
but women and girls are hesitant to publicly 
discuss the subject.  
 
The most common practices for managing 
menstrual menses include the use of a piece 
of cloth and bathing and cleaning. Sanitary 
pads are not common in many of the rural 
locations.  
 
Apart from the pains of menstruation, the 
most common effects of the menstrual period 
is the feeling of embarrassment when in 
public. For girls, they feel unable to mix with 
their playmates and friends.  
 
This may be an isolated experience but two 
groups indicated that menstruation 
contributes to early pregnancy for young 
girls. 

The urban women and girls view 
menstruation similarly as do their compatriots 
in the rural locations.  
 
However, in the management of 
menstruation, urban women and girls mostly 
use sanitary pads, though other alternatives 
are being used such as the use of pieces of 
clothes, tissues and towels.  
 
Teenage pregnancy was also mentioned in 
the urban FGDs as resulting from 
menstruation. Infection and fever were also 
cited.  
 
Only one group mentioned girl absenteeism 
from school during menstruation 
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III. Methodology 
 

A. The Research Team 
 

The baseline research team was composed of 59 members, holding different roles and 
responsibilities (see Annex H), which included an overall team leader, a coordinator, survey 
supervisors (8), data collectors (39), data encoders (9) and a research assistant. The baseline 
research team was made up of 59 members (see Annex H).  
 
There was an overall team leader, a coordinator, 
survey supervisors (8), data collectors (39), data 
encoders (9) and a research assistant.  
 
Each team particularly the data collection and data 
processing teams, was given training on the 
processes involved in the survey. A two-day 
training and field testing was conducted for the 
survey supervisors, who team-led the field-based 
staff. The survey supervisors facilitated the 
training of the data collectors in each of the 
counties and cities. The over-all team leader 
(consultant) and the coordinator supported the 
supervisors.  
 
The data processing team had received training on actual data encoding exercises. These 

activities were closely supervised by a designated data encoding team leader with monitoring 

and support from the baseline study team leader. 

 
B. The Instruments 
 
A survey questionnaire was developed covering 
specific concerns on access to water, sanitation 
and hygiene facilities, including health and 
hygiene practices. A template for FGD was also 
developed covering the qualitative side of the 
survey.  The questionnaire and the template were 
submitted to both Unicef and Oxfam for review 
and approval.  
 
These instruments were pre-tested with the field 
staff in three slum areas (Clara Town, Doe 
Community and West Point) in Monrovia. 
Modification of the instruments was done based 
on the feedback. Issues on data gathering faced 
by the pre-testing team were discussed and 
addressed accordingly. See Annexes C and D for 
the formats of the questionnaire and the template. 
 
 
 
 
 

The survey supervisors discussing the 
common errors in administering surveys 
during their training in Monrovia. 

Pre-testing of the FGD guide for men’s group 
in Doe Community, Monrovia attended by 
community members. 
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C. Sampling Size  
 
The sampling size was generated using the Slovin’s Formula of n = N/(1 + N x e²), 
where:  

n  = sample size 
N  = Universal population [total population of the coverage area] 
e² = Margin of error [square root of 2] 
1   = is given as part of the standard formula 

 
This formula was used considering the universal population of 265,665 for rural target areas 
and 161,012 for urban target areas. The sampling size for the rural survey was 482 while for 
urban was 472. The number of samples in the actual study was slightly increased to ensure the 
attainment of a minimum size. 
 
Both rural and urban surveys had separate sampling sizes to reflect their contexts.  
 
In calculating the sample size, a 95% Confidence Level and 5% Margin of Error were 
considered. By putting the 5% margin of error in the formula, the confidence level was 
automatically calculated at 95%. 

 
 
 
 
 
 
 
 

GRAND KRU (9) 

Upper Jloh, Kpi, Felo-Jekwi, Garraway, Bollo, 
Dorbor, Fenetoe, Forpoh & Lower Jloh 

GRAND GEDEH (2) 

Konobo & Gbao 

NIMBA  (3) 
Twan River, 

Boe&Quilla, Gbor 

GBARPOLU (2) 
Belleh & Gounwolaila 

Monrovia 
(10 communities) 

MARYLAND (4) 
Whojah, Gwelekpoken, Nyorken & Karluway 2 

GRAND CAPE 

MOUNT (1) 
Porkpa 

Harper  
(10 communities)   

 

Zwedru 
(9 communities) 

Ganta 
(10 communities) 

RIVER GEE (4) 
Nanee, Glaro, Karforh, Nyenebo 

Pleebo 
(10 communities) 

RURAL AREAS URBAN AREAS 

BASELINE STUDY COVERAGE AREA 
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D. Sampling Method 
 
The study used the Multi-Stage Sampling method, utilising both probability and non-probability 
sampling methods at different stages. The latter was however the main method used when 
sampling communities and selection of respondents. This is evidenced below.  
 
The target 25 administrative districts in the 7 counties 
and the 4 cities were pre-determined based on the 
proposal as stipulated in the PCA. This method falls 
under purposive sampling.  
 
A simple random sampling method was used to 
determine the communities per administrative district 
for the rural areas. The communities in the urban 
centres had been pre-determined because they are 
known cholera hot spots (purposive sampling).  
 
Each district or target area was allotted with specific 
number of respondents based on the percentage of 
population.  
 
The selection of respondents was done using systematic or simple random sampling. Each 
community was clustered based on blocks or access road. The number of respondents was then 
divided among the clusters. In each cluster, the respondent was selected by spinning a bottle 
or a pen. 
 
Another strategy used was to determine the total number of households divided by the number 
of samples, the result is the interval of each respondent. Then, an integer is chosen (a number 
from 1 to 10), which determined the starting point as the first respondent. These approaches 
were used in urban areas.  
 
In rural locations, where houses are scattered, both the systematic random sampling and 
snowball techniques were employed. In closely clustered houses, spinning a battle/pen was 
used but in areas where one household was distant from the next household, the snowball 
technique was used. Instead of asking a referral name of the household, the access road was 
used and the next house along that road was chosen as the next respondent until a sufficient 
sample size was reached.  
 
E. Data Processing, Analysis and Interpretation 
 
The members of the data processing team 
received sessions on the practical experience on 
the use of the codes and database. To prevent 
errors and to control quality, each data encoder 
was required to complete a pre-determined 
number of questionnaires per day. The daily 
output was monitored and necessary corrections 
made where errors were found.  
 
Two databases were developed for both the KAP 

Survey and the FGD. The first utilised Excel, used 

for encoding data sets. The data generated was 

then transferred to the SPSS software for analysis. 

Members of the data processing team during 
the encoding activities at Public Health 
Room, Oxfam Liberia Office.  

Detailed work plan of the Grand Gedeh 
team for their data collection activities in 
the rural villages.  
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From SPSS, the data was exported to Excel 2013 for graphing, tabulation and to facilitate 

interpretation. From Excel, the data and information were exported to Word format. 

  
F. Scope and Limitations 
 
The study was conducted in 62 rural villages in Gbarpolu, Grand Cape Mount, Nimba, Grand 
Gedeh, River Gee, Maryland and Grand Kru and 49 urban communities in Monrovia, Ganta, 
Zwedru, Pleebo and Harper.  
 
The data gathering was carried out in a number of 
households whose members were interviewed 
using a structured questionnaire. Another approach 
used for data collection was through focus group 
discussions, where men, women, and children 
community members were interviewed using an 
FGD guide. 
  
The study did not interview all the households in a 
community. It selected particular age groups and 
genders for the FGD.  
 
The study was limited only to community access, 

knowledge, attitude and practices as they relate to 

water, sanitation and hygiene.  

This study did not touch on issues relating to school-based WASH. It did not tackle technical 

assessment of water and sanitation facilities such as number and location including 

functionality. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Survey supervisor Otis (left) discusses with 
Abdullah and Nyan the plans and concerns of 
the Grand Kru Team prior to the data 
collection.  
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IV. Challenges, Constraints, Concerns & Lessons 
 
There were many challenges in this endeavour 
especially during the data collection process. 
Below are some of the major obstacles that 
confronted the team.  
 
A. Reluctance and Expectations of People 

 
Some community members were reluctant to 
participate in the survey. They informed the field 
teams that there have been many surveys 
conducted in the past and no interventions 
(project) have resulted from these surveys. The 
teams from Grand Gedeh, Maryland, Gbarpolu and 
Monrovia are in this category.  
 
The teams had to explain to the community members and leaders the objectives of the survey 
and the importance of peoples’ participation. Many communities especially in the south-eastern 
have known Oxfam and this raised their expectations as they expected to receive water 
facilities. It was made clear to the communities that the activity was just to determine citizen 
situation on their access and practices related to water, sanitation and hygiene.  
 
Other communities even exaggerated their condition/situation in order to elicit sympathy. To 
triangulate what they were told, field teams had to verify some concerns like going to the water 
points where people fetch water to confirm the information they received. The use of local 
persons helped in increasing community acceptance of the study teams.  
 
B. Local practices, beliefs & traditions 

 
Some local traditions hampered the data collection 
activities. In Grand Gedeh, one target community 
had the observance of a spirit visiting the village to 
resolve local dispute. They called this spirit “Ground 
devil”. When the spirit visits the community, those 
who are not members of the clan are not permitted 
to loiter around. The data collectors had to re-
schedule the activity to some other time when the 
spirit would have returned to their abode.  
 
In Gbarpolu’s district of Belleh, one community was 
resolving a case of witchcraft when the data 
collection team arrived. They arrested a man 
suspected to be a wizard and even punished him 
by execution. If the chief had not provided an 
escort the data collection would have been 
suspended.  
 
The hiring of local data collectors who understand the local context not only facilitated the work 

but also helped in creating community acceptance. 

 
 

Baseline Study Team Leader Abdullah fills up 
a log book during the courtesy call with the 
community leaders and health team in 
Porkpa, Grand Cape Mount.  

A mechanic helps in fixing the vehicle after a 
failed attempt to reach Belleh District in 
Gbarpolu due to heavy rain and very poor 
road condition. The supervisor had to use 
motorbike to bring the materials and 
facilitate data collection. 
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C. Remoteness and farness of target communities 
 

Many districts and communities in the target rural 
areas are very far. Most of these communities have 
no communication facilities (phone), which posed 
huge communication challenges among survey team 
members.  
 
Some communities are unmotorable. The field team 
members had to walk long distances for hours to 
reach the target communities. In Gbarpolu, it took 7 
hours for the survey supervisor to reach Gou district 
and its target communities. In Maryland, Grand Kru, 
Nimba and River Gee, the data collectors had to 
sleep in the villages to facilitate interviews. 
  
Survey teams crossed wetlands, rivers and jungles 

to do their work. Data collectors took more days in 

the villages than the agreed days of meeting at the 

district level due to the remoteness of the target 

communities. 

 
D. Monsoon season and the poor access road 
 
The rain season was one the greatest challenges. In most parts of survey communities there 
was rain.  
 
The data collection fell during the wettest season of the year which affected accessibility to the 
remote communities. The monitoring and support team (team leader and coordinator) for the 
study experienced vehicle break down (3 times) in Gbarpolu, River Gee and Nimba.  
 
Many motorbikes could not reach to the target villages while others increased their fare. One 
data collector from Maryland had a motorbike accident when the vehicle slipped off the road 
into the roadside swamp.  
 
The data collectors’ movement from one household to another was hampered by heavy rains 

though they brought with them rain coats and boots and plastic bags to protect themselves 

and the documents from the rain. Even in the urban areas, the field teams had to wade through 

floods and poodles of water. 

 
E. Local community activities 

 
Both in urban and rural contexts, the field teams found target households for interviews and 

focus group discussions were deeply involved with their livelihood activities. In slum 

communities getting people for interviews and discussions was equally difficult. With the help 

of community leadership these interviews and discussions were held. In some cases field teams 

had to wait for community members to return home before they began interviews 

 
 
 

Driver Wilson and PH Coordinator Nyan are 
busy fixing the punctured tyre in Nimba 
after a long journey. The team had to spend 
two hours waiting for the local mechanic to 
repair the punctured tyre to have another 
reserve in case of another incident. 
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F. Learning Lessons, Concerns & Reflections 
 
This is about the lessons of the exercise and 
thoughts by the study team.  
 
a) Some communities have high knowledge on 

hygiene but this does not translate into 
practice.  

 

b) There are many instances that respondents 
prefer radio as the channel of communicating 
health/hygiene messages but in fact, they do 
not have radios.  

 

c) In many communities from the south eastern 
part of the country, people know Oxfam very 
well because of its interventions during the Ivorian Crisis. This encouraged people to 
participate. Expectations that Oxfam would do something for the community were high.  

 

d) The FGDs took longer than planned because participants had many things to say. 
Conducting FGDs separately among women, women and children participants provided 
more space for participation from each group. Patience and interpersonal skills were 
required in eliciting information in the villages.  

 

e) The teams received feedback on the often quoted bringing services to the “hard to reach” 
communities. The farther the communities are from the main roads or the bigger town, the 
lesser their chances of receiving any services. 

  

f) There is a wide diversity of practices, traits and traditions from one village to another.  

 

g) Tapping of local human resources (supervisors and data collectors) helped facilitate the 
smooth implementation of the data collection process as they have good knowledge of the 
local context and issues.  

 

h) Conducting community-based studies during rainy season come with its challenges including 
that of access to and from remote communities.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The actual focus group discussions in 
Zwedru, Grand Gedeh County. 
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V. Presentation of Findings 
 
The findings of the studies are presented according to area, category and the data gathering 
methods used. This part is divided into four sections – a.) KAP Survey in Rural Communities, 
b.) KAP Survey in Urban Communities, c.) FGD in Rural Communities, and d.) FGD in Urban 
Communities. 
 

A. KAP Survey in Rural Communities 
 
The Knowledge, Attitude and Practices (KAP) Survey covered 482 households from 62 
communities from 25 districts in 7 counties. The findings cover water, sanitation and hygiene 
including morbidity and mortality of diarrhoea and malaria and the demographic profile of the 
population. 
 
A.1. Demographic Profile of the Respondents 
 
The section discusses the basic profile of respondents: the number and its distribution by 
counties, gender, marital status, age, household head, educational attainment, residential 
status and family size.  
 
There were 482 household respondents interviewed from 62 communities representing 25 
districts in 7 counties. The respondents were selected from the 7 counties targeted for the 
survey.  
 
Figure 1 shows the distribution of respondents by 
county. Nimba and Maryland hold the largest 
numbers of respondents respectively because of the 
high number of target populations in these two 
counties. Grand Cape, Grand Gedeh and Grand Kru 
have similar number of respondents while Gbarpolu 
and River Gee have lower number of respondents. 
  
Figure 2 shows that majority of the respondents is 
male 62% compared to the female 38%. The 
selection of the respondents per household was 
dependent on who was present during the 
interview.  
 
A majority of the 

respondents at 

83% is married 

(Figure 3).  

If both husband 

and wife were 

present, more 

often the former 

volunteered for 

interview. Only a small fraction of the respondent is single, widow/widower and separated or 

divorced. 

 

Female, 
182, 
38%

Male, 
300, 
62%

Figure 2: Percentage of 
Respondents by Gender

Separated/Divorced
2%

Widow/Widower
4%

Single
11%

Married
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Figure 3: Marital Status
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22%
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23%

Figure 1: Respondents by County
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The Figure 4 shows the distribution of the respondents by age, the youngest is 13 and the 
oldest is 84. The average age is 42. A majority of the respondents 75% falls under the age of 
50.  
The age of the respondents was limited for household members to 12 years and above due to 
the nature of the questions. Younger community members may not fully understand the 
questions.  
 

Most of the families 
is patriarchal by 
leadership as 
indicated in Figure 
5 with 86% male-
headed household. 

Female-headed 
households 

account for the 
14% of the 
population.  

 
Figure 6 shows that half of the respondent can neither read nor write at 50%. The trend shows 
that fewer people hold higher education.  

 
There is a substantial number of people who has 
elementary education, 22% followed by junior and 
senior high schools at 13% and 12% respectively. 
There is a small portion of the population who attained 
a college education. They stand at 3%.  
 
Figure 7 reflects that most of the families own their 
homes at 85% while others are living with their 
relatives or families (13%) and there is a small portion 
of the population renting (1%). 

0

5

10

15

20

25

30

35

13 16 18 20 22 24 26 28 30 32 34 36 38 40 42 44 46 48 50 52 54 56 58 60 62 64 66 69 72 78 81

Figure 4: Distribution of the Respondents by Age
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Figures 8 and 9 above give the picture of how the families compare in the rural areas. Family 
size is an average 10 members because most members of the extended family live under one 
household. Figure 8 shows the concentration of family members. This is generally between 5 
and 16 though some families have more than 30 members. Figure 9 summarizes the 
composition of family by age and gender.  
 
A.2. Household Water Supply & Practices 
 
A.2.1. Water Sources 
 
The section covers water sources, safe 
water chain, household water treatment 
and water point maintenance.  Refer to 
Page 3 for the operational definition of 
improved facilities. 
 
In the rural areas, at least 33% collects 
drinking water from protected hand pumps 
but a larger section of the population takes 
from unprotected sources such as surface 
water (rivers, streams) and open spring at 
25% and 17% respectively as shown in 
Figure 10.  
 
Figure 11 indicates the over-all percentage of the 7 
counties on access to improved water facilities which 
reads at a meagre 35%. A majority of the residents still 
fetches their drinking water from traditional and 
unprotected sources.  
 
Figure 12 shows the comparative analysis of access to 
improved water facilities in the 7 counties. Grand Cape 
Mount particularly Porkpa district registers the highest 
access at 78%. Nimba‘s three districts come second at 
54%. Only Grand Cape Mount and Nimba surpass the 
50% mark. Gbarpolu and Grand Gedeh have 36% and 
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Figure 8: Family Size Figure 9: Family Facts & Figure 
     1 = smallest family size 
   39 = largest family size 
   10 = average family size 
29% = children, 0-5yo 
27% = children, 6-17yo 
56% = children, 0-17yo 
44% = adult, 18yo & above 
44% = adult, 18-59yo 
  5% = elderly 60yo and above 
49% = male children, 0-5yo 
51% = female children, 0-5yo 
52% = male children, 6-17yo 
48% = female children, 6-17yo 
49% = adult male, 18yo and above 
51% = adult female, 18yo and above 
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32% access to improved water facilities respectively. Maryland has the lowest access at only 
8% followed by Grand Kru and River Gee with 14% and 20% respectively.  
 
Water for domestic use such as cooking, laundry and hygiene (cleaning, dishwashing, 
bathing) is taken similarly from same sources as indicated in the Figure 13.  
Most people fetch water for domestic use from surface water and unprotected springs. Only a 
small percentage of people as compared to the overall population fetches water from protected 
sources. At least 70% of the population takes their water from unprotected sources.  
 

 
 
A.2.2. Water Collection, Containers and Water Treatment 
 
Collecting water is a major household task in the 
rural locations irrespective of what distances are 
covered and the water point types.  
 
The burden of collecting water is mostly with 

women, who form more than half of the household 

members (52%) followed by girls at 29%. Women 

and girls are traditionally responsible for collecting 

water. Boys and men who do help in collecting 

water stand at only 16% and 3% respectively 

(Figure 14). 
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As shown in Figure 15, the water points are closer to the dwelling places. They are within 500-
meter radius of their homes (82%) of the surveyed households. Other households have to walk 
farther away to fetch water. (12%) of the respondents says that they fetch water from a 
distance of 500m to 1 kilometre. A small portion of the population (6%) fetches water from 
more than a kilometre away. 
  
The distance is a major indicator of time that 
respondents allot to collecting water from 
the water sources. Given that water is quite 
near to a majority of the respondents, 
(78%), they spend 15 minutes in collecting 
water. However, 13% spends 30 minutes to 
1 hour to hunt water. Less than 1 percent 
spends more than 1 hour hunting water.  
 
The time spent for fetching water is 
calculated on the basis of both going to the 
water source and returning to the dwelling 
place.  
 
For most users they 
use the same 
containers to both 
collect and store water. 
Almost the same 
number 75% of the 
population uses bucket 
as both a collection and 
storage container for 
drinking water. The 
jerry can (gallon-type) 
comes second only 13%. Because of the wide 
opening, when not properly taken care of, water 
collected through the use of the bucket is at a high 
risk of contamination.  
 
Water treatment is not very common in the rural 
locations with only 12% of the population practicing 
this as shown in Figure 18.  
 
For those treating their water (Fig.19), chlorination 
is the most common method, scoring 88%. There are 
small portions of the population using traditional 
treatment methods such as solar disinfection (7%), 
boiling (3%) and cloth filtration (2%). Note that the 
percentage for the water treatment methods does not 
represent the whole population but the practice of the 
12% that say they threat their water.  
 
For the 88% that disclosed that they do not treat water they give the cost of treatment as the 

major reason for not treating. (46%). 37% states their lack of knowledge of how to treat as a 

reason for not treating water before use. 7% of families is not treating water because they 
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believe that the water is safe , while 9% says they are used to the water and therefore do not 

find the need to treat. See fig 20. 

 
A.2.3. Water Consumption, Maintenance of the Water Point and Containers 

 
Figure 21 shows that half of the household population has access to more than 75 litres of 
water per day that is 7.5 litres per family member based on the family size of 10. It means that 
the other half only accesses up to 75 litres per day. More than a quarter of the surveyed 
households (27%) consumes 38-75 litres of water per day. Almost another quarter of the 
households consumes less than 37 litres including the 7% which consumes less than 20 litres 
per day.  
 
A majority of the population accesses water for free, (84% ) while the rest pays. Of the 16% 
paying, a majority standing at 72% (Figure 22) spends less than 40LD, which is half a USD 
during the time of the survey. The rest pays 40-75 LD (11%), 75-150 LD (8%) and more than 
150 LD (9%).  
 
Water point maintenance rests right 
on community members or users as 
depicted in Figure 23 (58%) 
followed by those who say that no 
one is responsible (18%). Other 
responsible groups include Water 
Management Committees (13%), 
village leaders (8%), owners (2%) 
and public works which is 1 per cent.  
 
At the household level, members do not always clean and cover water containers. Only 40% of 
the households surveyed has clean water containers while 56% covers their water containers 
as shown in Figures 24 & 25 respectively. The survey observed that some households do not 
clean their water containers (31%), other households (29) have a mixture of clean and unclean 
containers (29). Because of the inconsistency in the practice of cleaning water containers with, 
the risk of water contamination is high.  
 
The survey notes that the risk of contamination is high given that 44% neither covers nor partly 

covers their water. Respondents who do both cleaning and covering of water containers, do 

not do this consistently. 
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The kind of water containers used for storing water informs the kind of practice in drawing 
water. As displayed in Figure 26, more than half (55%) dips any available cup when drawing 
water for use. The next major practice is tilting and pouring water into a cup (42%) while there 
is only a small portion of the population which uses an exclusive water scooper.  
 
 
A.3. Sanitation Practices 
 
The section discusses sanitation practices which include latrine use, type of latrine, distances 
to latrines, and reasons for not having latrines, baby faeces disposal and solid waste 
management.  
 
In rural locations access to 
sanitation facilities is still very 
low. Figure 27 indicates that 
only 19% of the households 
owns family latrines while the 
81% uses different defecation 
practices. However, only 12% 
has access to improved 
sanitation facility as shown in Fig.27a. For the households having latrines, more than half 
(52%) of those facilities was constructed by the families themselves (Figure 28). This is closely 
followed by the latrines constructed by NGOs (44%). Only 4% of these latrines was constructed 
by local authorities or government.  
 

As shown in Fig.29, most 

of the families who own 

latrines state that they 

access the facilities within 

the 50-meter radius (98%). 

Only a minimal portion of 

the population walks 

farther than 50 meters to 

access latrines. 
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All the seven counties have high numbers of 
households with no access to improved sanitation 
facilities. Respondents in Gbarpolu say not a 
single household has improved sanitation facility. 
Grand Kru also registers low at 2% followed by 
River Gee with 5%. Other counties with low 
access include Nimba (11%), Maryland (14%), 
and Grand Cape Mount (19%). The county with 
the highest rate among the seven is Grand Gedeh 
(32%) but this is still considered low in proportion 
to its population.  

 
For the 19% who has latrines, the most common types are the pit latrines with slab (66%) 
while pit latrines without slab account for the 31%. Other types include flush/ pour flush (2%) 
and composting (1%).  
 
A majority of these latrines 
(53 out of 89) is shared with 
other families. Fig. 31 
reveals that 68% shares 
with 2-4 families while 23% 
shares with more than 7 
families and the rest (9%) is 
shared by 5-7 families.  
For the 81% that does not 
have latrines, 58% 
defecates in the 
bush/backyard/field, which 
is the most common defecation method (Figure 32). Around 11% uses available public 
latrines. Water bodies (creek, rivers, canals) account for (7%) of places for defecation. A small 
fraction of the population (2%) runs to the neighbour’s latrine. The rest digs a hole (2%) or 
uses plastic bags (0.2%).  
 

The most common and dominant reason 

why people do not have latrines is its cost 

(69%) as shown in Figures 33 and 34. 

Others reveal that having a latrine is not a 

priority (5%), some say there is a lot of land 

on which to defecate (2%), and defecation 

is not an issue (2%) and no space for 

constructing latrine (2%). 

Baby faeces are usually thrown in the 
bushes 47% (Figure 35). Other practices 
of disposing infants’ faeces include 
throwing into the toilet (17%), burying 
(13%), throwing into water bodies (11%), 
throwing on the ground/field (10%) and 
into the garbage pit (2%). The unsafe 
practices, which comprise of 68% pose 
public health risks to the rest of the 
population. Only 32% of these practices is 
considered safe.  
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Figure 36 shows the community practices on disposing solid waste. Almost half (47%) throws 

their garbage anywhere while throwing into the public disposal areas comes next at 23%. 

Others prefer to throw their waste into a pit or bury it (21%). There is a small portion of the 

population that uses their garbage for landfills (5%), or throws this into rivers (2%) or simply 

just burns the waste (2%). 

 
A.4. Disease Morbidity and Mortality 
 
The section is about the prevalence of diarrheal and malarial diseases including peoples’ belief 
of the causes, management and prevention of these diseases.  
 
A.4.1. Diarrhea Morbidity, Mortality, Management & Prevention 
 
Figure 37 indicates that there 
were 187 cases of diarrhoea in 
the last 2 weeks before the 
survey affecting 39% of the 
population. The population 
most highly impacted was 
children 0-5 years of age 
accounting for almost half of 
the cases (46%) (Fig.38).  
 

At county level, Grand Kru has the highest 
number of affected households (Fig.39) at 53% 
followed by Nimba at 52% more than half of the 
population had suffered from diarrhoea within 
the two weeks when the study was conducted. 
The prevalence of diarrhoea is high in Gbarpolu 
(41%) and Maryland (38%). Grand Cape Mount 
has 25% while River Gee has the lowest among 
the surveyed counties with 15% of the 
households being victims of diarrhoea  
 

Out of the 187 cases of diarrhoea, there were 20 fatalities (Fig.40). Children of ages 0 to 5 

were the most highly affected (Fig. 41) and accounts for the 43% of the mortality. Figure 41 

indicates that all the age groups are affected. The age group 18-59yo has higher mortality rate 

because of the wider age range. 
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Figure 42 specifies how families 
manage diarrhoea. A majority of 
the population brings their family 
members with diarrhoea to health 
facilities (60%) while substantial 
members of the population buy 
medicines (28%), give herbs 
(22%) ORS/SSS (16%) to family 
member having diarrhoea.  
 
 

The most popular belief of the cause of 
diarrhoea (Fig. 43) is the consumption of dirty 
or contaminated water (64%). Others believe 
that dirty food (33%), flies (23%) and open 
defecation (21%) can cause diarrhoea. There 
are also those who believe that dirty hands 
(17%) and poor hygiene (16%) result in 
diarrhoea. At least 15% has no idea what 
causes diarrhoea. There is a 2% belief that 
diarrhoea is caused by witchcraft and another 
2% thinks it is caused by the rain.  

 
For diarrhoea prevention, Figure 44 discloses that a bit more than half of the population 
believes that diarrhoea can be prevented through drinking clean water (51%). The covering of 
food can also prevent diarrhoea (31%) while others (19%) believe that not defecating in the 
open prevents such disease. Though not very popular, respondents also added that hand 
washing with soap (17%), treating water (16%), proper food preparation (14%), latrine use 
(14%) and storing water safely (12%) can also prevent diarrhoea. However, 16% of the 
respondents say they do not know how to prevent diarrhoea (16%), which is not surprising as 
15% does not know the cause (Fig. 43). Though not popular opinions, there are beliefs that 
prayers (6%) and consulting traditional healers (4%) can prevent diarrhoea too.  
 
A.4.2. Diarrheal Cases in Relation to Water, Sanitation & Handwashing 
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The cases of diarrhoea also co- relate with the kind 
of water points people use for drinking. Figure 45 
shows the differences in diarrhoea prevalence 
between improved water facilities and non-improved 
water facilities. The diarrheal cases are more than 
half lower in improved water facilities (13%) 
compared to the non-improved water facilities 
(40%). These figures were generated by cross-
tabulating the number of diarrheal cases and the 
water points.  
 
The number of diarrheal cases between families who 

possess latrines and those do not is marginal when 

we compare access to sanitation facilities. It was 

found out that 37% of families having latrines had 

diarrheal cases while 39% of families having no 

latrines reported cases of diarrhoea. In this 

particular instance, the cause of diarrhoea cannot be 

attributed to latrine facilities alone. Rather there is a 

need to consider other factors such as water 

sources, peoples’ practice on safe water chain and 

other hygiene practices.  

In Figure 46 the survey presents the 
percentage of diarrheal cases that could 
have resulted from agents used in hand 
washing. Washing hands with water and 
soap registers the lowest percentage of 
families having diarrheal cases (36%) as 
compared to other agents for hand 
washing such as water with sand/leaves 
(75%), water and ash (46%) and water 
only (43%).  
 
In Figure 47 the survey shows that there 
is no correlation between educational 
levels and the cases of diarrhoea. Both 
the persons with the highest educational 
backgrounds (college level) and those 
who can neither read nor write register 
the same percentage of diarrheal cases 
(33%). However, diarrheal cases are 
higher in all levels with junior high leavers 
being mostly affected at 51% followed by 
senior high (44%) and elementary level 
(42%). 
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A.4.3. Malaria Morbidity, Mortality, Management and Prevention 
 
Malaria was included in the study though it is not necessarily directly related to water, sanitation 
and hygiene program but because of its high prevalence in the country, which affects every 
section of the population. It has a co-relationship between the presence of water and seasonal 
changes. During health and hygiene promotion sessions, messages are sent on malaria 
prevention. Young children who have malaria are prone to nutritional deficiencies. Diarrheal 
diseases can also complicate malaria, thus putting all sufferers of malaria at a much higher risk 
than perceived.  
 
There are many households 
affected by malaria as shown 
in Figure 48, (69%) 
Respondents confirm that at 
least a member of the 
household had malaria in 2 
weeks of the period leading 
to the survey  
 
Children in the age bracket 0-

5 are the most prone to 

malaria as indicated in Figure 49 with almost half (44%) of the cases occurring in that age 

group. The 18-59 years old group registers the second highest at 32% followed by 6-17year-

olds with 19% and the elderly 60 years and above with 5% 

 
Figure 50 presents the percentage of 
households with malarial cases by county. 
Nimba and Grand Kru register the highest 
with 85% and 82% respectively. Three other 
counties of Grand Cape Mount (69%), 
Gbarpolu (68%) and Maryland (67%) also 
have high incidences of malaria. Grand 
Gedeh has 58% while River Gee has the 
lowest (33%).  
 
 

Only 6% of the total households confirms that there was malaria mortality during the survey 
with 31 fatalities. These were mostly children between 0-5 years of age who stood at 61% 
(Fig.51) with 19 mortalities. In the age group (18-59), 6 mortalities and the 60 year olds and 
above with 4 mortalities. 2 mortalities for age group 6-17 years old were recorded.  
 

Yes, 334, 
69% No, 148, 

31%

Figure 48: Cases of 
Malaria

0-5yo
44%

6-17yo
19%

18-59yo
32%

60 above
5%

Figure 49: Age Group 
Affected by Malaria

0-5yo, 19, 
61%

6-17yo, 2, 
7%

18-59yo, 6, 
19%

60 above, 4, 
13%

Figure 51: Age Group of Malaria 
Mortality 

33
58

67
68
69

82
85

0 10 20 30 40 50 60 70 80 90

River Gee
Grand Gedeh

Maryland
Gbarpolu

Grand Cape Mount
Grand Kru

Nimba

Figure 50: Households With Malarial Cases by 
County 

4

6

9

9

12

13

79

0 20 40 60 80

Rain/water

Witchcraft

Dirty food/water

Sunshine

Do not know

Bush/grasses

Mosquito bites

Figure 52: Causes of Malaria



32 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

Figure 52 reveals that a majority of the 
population perceives that mosquito bite (79%) 
is the main cause of malaria though there are 
also some misconceptions. Others believe that 
this is due to the presence of bushes and 
grasses (13%) while 12% do not have any 
idea. Other causes of malaria cited by the 
respondents include sunshine (9%) dirty food 
and water (9%), witchcraft (6%), and 
rain/water (4%).  
 
 
Knowledge about malaria prevention co-relates with respondents’ knowledge on the causes of 

malaria as shown in Figure 53. Many a household (84 %) believes that using bed net is the 

main preventive measure against malaria. Eliminating mosquito breeding sites is believed by 

20% and poor hygiene by 16% to be the way to prevent malaria. Stopping witchcraft (6%) can 

prevent malaria while 5% has no idea on how to prevent malaria. 

 
A.5. Handwashing Practice 
 
The section presents and discusses practices on hand washing, hand washing agents used, 
reasons for not washing hands with soap and hand washing facilities available at home.  

 
Both Figures 54 and 54a show key times people wash their hands. However, Fig. 54 shows 
washing hands regardless of what people use while 54a deals with washing hand with soap. 
  
Figure 54 shows the key times people usually wash their hands. The most common time 
mentioned by 80% of the respondents is washing hand before eating. This is followed by hand 
washing after latrine use (41%) and after defecation (41%) hand washing after eating (26%) 
and after handling rubbish (19%), before food preparation (13%). The survey notes that after 
handling baby faeces (7%) and before feeding child (5%) though critical times register low.  
 
As shown in Fig. 54a, a bit more than half (55%) of the interviewed households washes hands 

with soap. Key times when soap is used in hand washing include after latrine use (32%), after 

defecation (28%), after eating (19%) and after handling rubbish (16%). Though very critical 
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in disease transmission, key times such as before food preparation (11%), after handling baby’s 

faeces/diaper (6%) and before feeding children (4%) are being practiced but at very low levels. 

 

 
There are four main groups of agents used by respondents in washing their hands. This is 
illustrated in Figure 55 where water and soap dominates with a score of 68%. There is a 
substantial number of people who use water only for hand washing (23%) while others use 
water and ash (8%) and water and sand/leaves (1%).  
 
For the 32% of the respondents that does not wash their hands with soap, the main reasons 
as presented in Figure 56 include the cost of soap (42%), belief that water alone cleanses the 
hand (25%). There are those who do not wash hands with soap because it has never been 
their habit and practice (18%) while others say negligence or laziness prevent them from 
washing their hands with soap (12%) while a small portion says that washing hands with soap 
takes time (3%).  
 
The team looked out for the availability of hand washing facilities. Most of the households as 
observed have no washing facilities (93%). Only very few were observed to have washing 
facilities. Only 2% of the respondents was found to have water and soap near/within their 
latrines while the same percentage had water and soap in designated washing areas (no latrine) 
and another 2% in households had water only at designated area.  
 

The study uses proxy indicators such as 
the presence of water and soap near or 
within latrines and the presence of water 
and soap at the designated households 
hand washing areas to determine if 
people wash their hands after latrine. By 
proxy we know that 4% of the 
households does wash hands with soap 
after latrine use. During the interviews, 
no one was observed washing their 
hands with soap after latrine use. One 
factor is the time the home visit was 
conducted. This was not at the time 

when people usually use latrines especially in the community setting. Unlike in the camp setting 
where one can easily observe people using latrines, the situation is different at the community 
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setting. There is also an issue of privacy if data collectors were to spend a lot of time trying to 

observe people using latrines. 
 
A.6. Health & Hygiene Messages 
 
The section contains community’s access to health and hygiene messages, sources of the 
messages and most preferred channels to receive hygiene messages. Regarding health and 
hygiene messages, the respondents were asked if they heard messages in the last three months 
before the survey was conducted.  
 
A little more than (55%) of the population has access 

to health and hygiene messages as shown in Figure 

58. 

The messages are spread widely and are on different 
themes but are also not consistent. See Figure 59. 
Those who have access to health and hygiene 
messages were asked to identify the messages. 
Figure 59 below shows the messages with the 
percentages mentioned by the respondents.  
 

Hand washing with soap messages leads 
the trail with 37% followed by the use of 
mosquito nets with 30%. Other frequently 
mentioned messages include messages 
about latrine use (28%), messages on 
cleaning and covering water containers 
(27%), covering food (26%) and providing 
cleanliness around water points (24%). 
Other messages though important in 
preventing WASH-related diseases were 
only mentioned by few respondents.  
 
Figures 60 and 61 present both the 
sources of the health and hygiene messages 
the communities heard and the preferred 
channel to receive specific hygiene 
messages. Radio is the leading source of 
health and hygiene information in the rural 
locations (36%) government health workers 
(28%) and NGO staff (26%). Messages 
from community health volunteers (CHVs) 
and health facilities constitute 17%. Other 
sources of receiving health and hygiene 
messages include traditional leaders, 
community events, private groups and 
school children.  
 
Figure 61 shows the most preferred 

channel through which communities receive 

hygiene messages. Home visit is preferred 

by almost half (43%) of the population 

while others prefer to receive hygiene 
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messages through radio (33%). Trainings and 

FGDs (22%) and drama presentation (10%) 

were also mentioned. Though these channels 

scored lowly they were also cited. The use of 

public address systems (loud speakers), 

posters and pictures, passing messages 

through the church and mosques, using 

mobile phones, distributing flyers and 

brochures, using video for messages, pasting 

on bulletin boards and through the TV. We 

advise that new and emerging channels of 

information can be considered along with 

other innovative approaches to add more 

variety to the conventional way of raising 

awareness. Some channels were not 

mentioned by many respondents maybe 

because these are not commonly practiced in 

the locality.  
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B. KAP Survey in Urban Communities 
 
The baseline study for urban settings was done with 472 household respondents interviewed 
in 49 urban communities in the cities of Monrovia, Zwedru, Ganta, Harper and Pleebo. The 
findings are presented by sections covering water, sanitation and hygiene including morbidity 
and mortality from diarrhoea and malaria and the demographic profile of the population.  
 
B.1. Demographic Profile of the Respondents 
 
This section presents basic profile of the 
respondents: their gender, marital 
status, age analysis, and head of the 
household, family composition, 
educational levels and residential 
status.  
 
Each city has a minimum number of 
respondents based on the size of 
population. The smaller the population, 
the smaller its samples. Samples are 
proportional to the percentage of the 
total population.  
 
Figure 62 shows the distribution of 
respondents by city while Figure 63 has 
the percentage of respondents in each 
of the cities. Monrovia, owing to its large 
population gets the largest slice at 30% 
followed by Ganta at 24% then Pleebo 
(18%), Harper (15%) and Zwedru 
(13%).  
 
A majority of the respondents is female 
(62%) as shown in Figure 64. Male 
respondents comprise 38%. 
 

Figure 65 shows the 
distribution of respondents 
by their civil or marital 
status. Married persons 
stand at 64% followed by 
singles (28%). Only small 
fractions of the respondents 
are widow/widower (5%) 
and separated/divorced 
(3%).  
 
As shown in Fig. 66, a huge 
proportion of the 

respondents is mother/wife (41%) which is almost half of the total respondents followed by 
father/husband (26%). The rest of the respondents are the daughter (13%), son (9%), sister 
or brother of the wide/husband (7%), grandparent (3%) and other unclassified family members 
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(1%). During the conduct of the study, whoever was available for interview was considered 
respondent.  
 
A majority of the households is male-headed as indicated in Figure 67 comprising 85% while 
the rest are female-headed households (15%).  
 

 
More than half of the respondents belongs to the 
age bracket of 18-40 (61%) as shown in Figure 
68 followed by age group 41-59 (32%). Only a few 
of the respondents is elderly (6%) and children 
between 12 and 17 (1%).  
 
The respondents were not chosen by age but by 
chance. However, the minimum age considered 
was 12 due to the length of the interview and also 
the nature of some of the questions.  

 
Figure 69 shows the distribution of 
respondents by age. 13 is the youngest 
and 74 is the oldest. The average age of 
the respondents is 37. A majority of the 
respondents falls within the age of 50 
representing 84% of the total 
respondents.  
 

There is a spread of respondents by educational background as shown in Figure 70. A majority 
of the respondents (38%) has senior high school education. They are followed by junior high 
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school leavers at 20%, elementary level (14%) and college level (10%). However, 18% of the 
respondents can neither read nor write.  
 

 
Figures 71 and 72 present the family composition in the urban areas. The former shows that 

the smallest family has 1 member while the largest has 42 with an average of 9.  

The largest concentration of family members 
falls between 3 and 13 comprising 84% of the 
population. Figure 72 outlines the percentile 
composition of family aggregated by age and 
gender, which can be generally used in urban 
areas. To compute the number of children 0-
17 in a given population, get the 57% of the 
total population and the remaining half of the 
equation 43% are adult 18 years old and 
above.  
 
Figure 73 shows the housing situation of respondents. 57% owns their own homes. 30% is 
renting while 14% is living with their families and relatives. 
 
 
B.2. Household Water Supply & Practices 
 
The section looks at water sources both 
for drinking and other domestic use, water 
collection, distance of water points, water 
containers, water treatment, water 
consumption and expenditures, and water 
point maintenance.  
 
B.2.1. Water Sources 
 
The urban dwellers (43%) have more 

access to protected drinking water sources 

such as hand pumps, bore holes or tube 

wells. The second leading sources of drinking water are unprotected hand pumps, bore holes 
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or tube wells (21%). There are also those who fetch their water from public taps or stand pipes 

(12%) and those drawing from both protected dug wells (8%) and unprotected ones (7%). 

There is a small portion of the population with access to piped line (6%). While some buy their 

drinking water from pushcart water vendors (2%) others prefer bottled or sachet water (1%) 

 
By quality of drinking water sources, 
65% constituting a majority of the 
surveyed population has the access to 
improved water sources while the 
remaining 35% takes their drinking 
water from non-improved sources 
mostly unprotected water points. See 
Figure 75.  
 
At the city level (Fig.76), Monrovia, the 
country’s capital has the highest access 
with 90% followed closely by Harper 
with 83 Ganta has a 74% access with 
Zwedru taking 49 while Pleebo has the 
lowest being 31%. 
  
Water for domestic purposes (cooking, 
laundry and hygiene activities) is mainly 
from hand dug wells. Usage of 
unprotected dug wells takes an average 
of 28% while a meagre 27% draws from 
protected hand dug wells  
 
Hand pumps, boreholes and tube wells are the second most common sources of water for 
domestic use after dug wells. 21% of respondents collects water from unprotected hand pumps 
while 10% does from the protected ones. 
  
The study notes that 7% of respondent collects water for domestic use from other sources such 
as public taps (7%), while 4% from water vendors and protected springs.  
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B.2.2. Water Collection, Distance, Containers and Treatment 
 
In the study, it is noted that children have the 
biggest responsibility for collecting water. 
The study found that girls (45%) and boys 
(36%) making a total of 81 collect water for 
home use. Girls (45%) are tasked ordinarily 
to collect water as against boys (36%). Next 
in line is women (16%) with adult males 
taking on 2%.  
 
Only 1 per cent of the households disclosed 
that water is delivered to them. The data above confirms the gender debate that seeks to create 
a balance in the responsibility for water collection for both females and males. The data is also 
a proxy to gender work load at community level.  
 

The study found that most water sources are 
closer to the dwelling places within 500-meter 
radius as illustrated in Figure 79. 73% of 
respondents is within 500m of the nearest 
water source. Almost a quarter of respondents 
(24%) walks between 500m and 1 kilometre to 
collect water. Only 45 of respondents collects 
water from more than a kilometre away from 
their homes  
 
The survey found in (Fig.80) collecting water 
depends not only on distance but the queue and 
flow rate at water points. More than half (53%) 
of respondents spends no more than 15 
minutes in collecting water. A huge (33%) 
spends between 15 – 30 minutes to collect 
water while 13% spends an hour with 1% 
spending more than an hour.  
 
The long hours spent in collecting water have 
an impact on children and particularly the girls 
whose education suffers as a result. This affects 
them in various ways. They get to school tired 
and are not able to concentrate fully in class, 
they have limited time to have a recreation and 
little time to enjoy a free time.  
 
In Figure 81 the study shows the kinds of 
containers used for collecting and storing 
drinking water. The report suggests that bucket 
is the main container for water collection and 
storage while the jerry can is the second most 
used container for collection and storage of 
water for domestic use. Though there are other 
containers for water collection and storage 
(clay pots, bottles, drum and barrels). The % 
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of respondents using these types is negligible.  Because of the big opening of the bucket, 
it has a high risk of water contamination. 
 

 
Figure 82 shows respondent household percentages that treat their water before use. It shows 
that only 36% does treat their water compared to 64 that does not. It is interesting to note 
that only 23% of respondents state (see Fig.84) that the water for drinking is safe. 
  
Of the 172 households that practice water 
treatment, (96%) uses chlorination as the 
most common method (Fig.83). Though there 
are four other options mentioned but very few 
respondents practice these. These methods 
include water filter (either ceramic or bio 
sand), boiling, solar disinfection and 
sedimentation.  
 
Figure 84 provides reasons why the majority 
of respondent households does not practice 
water treatment. The four main reasons are, 
water treatment is expensive (36%), they do 
not know how to treat water (31%), the water 
is believed to be safe (23%) and they are 
already used to the water (10%).  
 
 
B.2.3. Water Consumption, Maintenance of the Container and the Water Points 
 

 
Figures 85 and 86 present daily household water consumption by volume and water 

expenditures in Liberian Dollars. The calculation of consumption and expenditure did not 

distinguish between drinking water and water for other domestic. More than half (55%) of the 
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respondent population consumes more than 75 litres of water daily, that is at least 8 litres of 

water per person (family size of 9). More than a quarter (27%) of the respondent households 

consumes 38-75L of water daily. 14% consumes only 20-37L, while only 4% consumes less 

than 20L (4%).  

At least 155 respondent households 
representing 33% state that they spend 
some money on water consumption. Of 
these households, 33% spends less than 
40LD a day, 15% spends 40-74LD daily. 
11% spends 75-150LD while 7 % spends 
more than 150LD on water. The exchange 
at the time of the survey was 75LD to 
1USD.  
 
Figure 87 provides a picture of who has responsibility for maintaining water sources. At least 
half of the water points is maintained by the owners (51%). Others managing are community 
members and users representing 37% (37%). In some instances water management 
committees (4%), village leaders (2%), and public works (2%) are listed as having 
responsibility for water point management.  
 

 
Figures 88 and 89 focus on cleaning and covering of water containers. The information was 
obtained through observation of the water containers. Both figures reveal similar results. Only 
46% of the respondent households was observed to have clean water containers, with 50% 
covering their containers. 17% of households had containers that were both unclean and 
uncovered  
 
There are high proportions of respondent households whose containers were a mix of clean 
and not clean (37%), covered and not covered (33%). This inconsistency of cleaning and 
covering water containers is critical to the safe water chain. The high risk of water 
contamination is evident in the state of the containers.  
 
In drawing water for use from the storage, the most common practice is to tilt and pour into a 

cup/mug (66%). 28% of the respondents say they dip any available container to scoop while 

5% says they use an exclusive water scooper/dipper. 
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B.3. Sanitation Practices 
 
The section discusses sanitation practices: family latrine use, type of latrine, distance of latrine, 
reasons for not having latrines, baby’s faeces disposal and solid waste management. 
  

  
Figures 91 and 92 present respondents’ access to basic sanitation facility. Only 40% has 
access to improved sanitation facilities. Among the five surveyed urban centres, Harper has the 
lowest access (19%) followed by Zwedru (32%) and Pleebo (38%). Ganta has the highest 
among the five cities at 66% while capital city Monrovia has only 45%.  

 
Of the 237 respondent households having latrines, 95% disclosed in Fig. 93 that they 
constructed the facilities by themselves. The remaining facilities were constructed either by 
NGOs (3%) or Government (2%). Close to half of the facilities is classified as pit latrine with 
slab (47%) while other types include flush/pour flash (39%) and pit latrines without slab (10%) 
as shown in Fig.94.  
 
Though health risk is minimal in this case, the 
waste management part poses high risks to 
inhabitants. The resultant waste is drained off 
into water bodies such as canals and rivers. 3% 
of respondent said so. And only 1% said the 
waste is used for composting.  
 
Of the 237 family latrines, 149 are shared with 

other families by the owner as shown in 

Fig.95. Among the shared latrines, 68% is 
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used by 2-4 families. It means that there 

is a minimum of 18 persons sharing a 

latrine. 23% of the latrines is shared with 

5-7 families making this a minimum of 45 

persons per latrine. The case is worst in 

the remaining 9%. In this case more 

than 7 families share a latrine. A typical 

family size in the urban settlements is 9.  

 
Figure 98 presents the methods for 
disposing off baby faeces. 34% throws 
baby faeces in their toilets. 17% throws 
baby faeces into the nearby bushes 12 
into water bodies and (8%) just leaves 
the baby faeces on the ground. Others 
prefer to bury (11%), throw into the 
garbage pit (8%) and 2% does not know 
how they usually dispose off the baby 
faeces. Some of these practices are 
detrimental to public health. 
  

 
Household waste disposal is done in many ways as shown in Fig.99. Many throw it into the 
garbage pit or bury (31%) or drop it off at the public disposal area (23%). As some throw their 
waste anywhere (18%), or use as landfill (16%), or even throw into water bodies (9%) others 
just burn the waste (4%).  
  
B.4. Disease Morbidity and Mortality 
 
The section captures the prevalence of diarrheal and malarial diseases including peoples’ belief 

on the causes, management and prevention of diseases. 

B.4.1. Diarrheal Cases 
 
Figure 100 shows diarrheal cases reported within the two weeks of the survey. Almost a 
quarter of the population (23%) confirms that there were diarrheal cases.  
 
Of the 23% affected by diarrhoea, children of 0-5 were the highest sufferers at 44% followed 
by children of 6-17 (29%) as shown in Fig.101. Adult individuals between 18 and 59 were also 
affected (24%) and the elderly (60 and above) stands at 3%. Considering the figures, children 
0-17 are more prone to diarrheal diseases with a total of 73%. Of all the reported cases of 
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diarrhoea, 5 individuals died. Of this number 4 were under 18 years old most of them reportedly 
between 0 and 5  
 
 Figure 102 gives the 
percentage of respondent 
population having diarrheal 
cases. Zwedru has the 
highest diarrheal incidence 
of 40% confirmed cases 
among family members. 
Harper also has high cases 
of diarrhoea with 30% 
followed by Ganta with 
23%. Pleebo (14%) and 
Monrovia (18%) register the 
lowest among the five urban centres.  
 
Figure 103 explores the incidence of 
diarrhoea according to source of drinking 
water. This does not mean that people 
automatically contracted diarrhoea through 
these sources. There are other factors that 
cause diarrhoea as the disease is transmitted 
through other routes not necessarily through 
water.  
 

The analysis should be done along with 
other parameters such as access to 
sanitation facilities, hand washing facilities, 
collecting and storing drinking water and 
hygiene practices, which all have direct 
relationship to diarrheal diseases.  
 
Figure 103 shows that all relevant water 
sources except the bottled or sachet water 
have a causal relationship with diarrheal 
cases as reported by the respondents.  
 
Surface water and water which was bought 
(the survey does not say which water was 
bought by the respondents) have the 
highest potential for causing diarrhoea 

though these sources are used minimally as shown 
previously under Figure 74.  
 
Except for the hand pumps, protected water 
sources seem to have caused less diarrheal cases 
compared to the unprotected sources. For 
instance, protected dug wells (13%) has much 
lower diarrheal cases linked with them than that of 
unprotected dug wells (32%).  
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Figure 104 presents the percentage of 
households reported to have diarrheal 
cases determined by the access to 
sanitation facilities. It shows that families 
with access to latrines have 33% diarrheal 
cases compared to 67% in families without 
latrines. With this analogy, diarrhoea can 
be reduced by half by using latrine for 
human waste disposal.  
 
Figure 105 explores the rate of diarrheal 
cases based on the agents used for hand 
washing. It shows that both ash and soap 
have lesser cases (22%) as compared to 
other agents such as sand/ leaves (33%) 
and water only (27%). It is worth noting 
that critical times for hand washing are 
important to curbing diarrheal transmission.  
 
Figure 106 presents cases of diarrhoea 
according to educational background of the 
respondent population. The study 
concludes that basically, everyone is prone 
to suffering from diarrhoea.  
 

However, the figure shows that there are fewer cases of diarrhoea as the educational levels go 
higher It is not necessarily conclusive that the higher the education levels of person the lower 
their chances of catching diarrhoea.  
 
B.4.2. Diarrhea Causes, Management and Prevention 
 
This section discusses how the respondent population manages diarrhoea, what people perceive 
as the causes of diarrhoea and what they do to prevent diarrhoea occurrence.  
 

Figure 107 shows what people do when a 
member of the family has diarrhoea. The 
most common practice is to go to the nearest 
health facilities as disclosed by most 
respondents (70%). Alternately, people also 
prepare ORS/SSS for the family member 
having diarrhoea (37%) and buy medicines 
(36%). Only a small section of the 
respondent population gives herbs (6%) with 
only (2%) taking no action.  
 

Figure 108 paints what people think are the causes of diarrheal diseases. The top cause is the 
consumption of dirty or contaminated water 70% of the respondents says. 43% puts this on 
eating dirty or contaminated food. 27%, cites poor hygiene practices 25% says dirty hands, 
with 22% saying diarrhoea is caused by flies The study also notes that 18% blames diarrhoea 
on defecation However, it is worth noting that 13% still does not know what really causes 
diarrhoea.  
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Figure 109 explores how people believe diarrhoea can be prevented. Respondents’ responses 
centre on the issues of water, sanitation and hygiene practices. On top of the list is avoidance 
of drinking dirty or contaminated water which is believed by a little more than half of the 
respondent population (53%) to be the cause of diarrhoea. This commensurates with what 
people believe as the cause of diarrhoea.  
 
Other popular beliefs include covering of food (35%), storing water safely (28%), hand washing 
with soap (26%), treating water (24%), latrine use (21%) and stopping open defecation (8%). 
A good 17% does not know how to prevent diarrheal disease. 

  
B.4.3. Malaria Morbidity, Mortality, Management and Prevention 
 
This section provides interpretation on prevalence of malaria, age groups affected by the 
disease and people’s beliefs on the cause and prevention of this mosquito-transmitted disease. 
  
Figure 110 below carries evidence of the cases of malaria that a majority of the respondent 
population experienced in their households within the 2 weeks when the study was conducted. 
A high 56% confirmed malaria cases. It is important to note that these cases are based 
community symptomatic diagnosis. At city level, Harper and Zwedru lead with the highest cases 
of malaria, recording 72% and 71% respectively of the respondent households that confirmed 
the incidences of malaria. They are followed by Pleebo (62%). Though with low figures among 
the 5 cities Monrovia (46%) and Ganta (44%) follow in the trail with relatively high percentages.  
 

 
At city level, Harper and Zwedru lead the highest cases of malaria with 72% and 71% 
respectively of the households confirmed the incidences of malaria followed by Pleebo (62%). 
Though low in figures among the 5 cities but still considered high cases for Monrovia (46%) 
and Ganta (44%). 
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Except for the elderly (Fig.103), there is a closer 
distribution of the cases among the age groups with 
young children aged between 0 to 5 leading with 
38% followed closely by age group 18-59 with 35% 
and 6 to17 with 26%. Children are more prone to 
contract malaria with a combined 64% for ages 0-17 
years old. The least affected is the elderly aged 60 
and above.  
 
There were 14 reported cases of malaria mortality 
with 0 to 5 year old leading the mortality cases 

having lost 9 of the 14 cases. Children aged between 6 and 17 report of 3 cases being 21%. 
And the last 2 cases were under 18-59 age bracket. Mortalities were in Pleebo (6), Ganta (6) 
and Monrovia (2).  
 
A majority (86%) of the respondents is aware 
that mosquito bites cause malaria (Fig.104). 
11% of respondent says malaria can be 
caused by dirty food or water 10% attributes 
malaria to bushes and grasses 4% to the rain 
or water. The study reports that some 
respondents also think that sunshine and 
hard work could cause malaria (4%). Other 
respondents blame malaria on flies (2%), 
while 8% does not know what causes 
malaria.  

 
There is a high level knowledge on the 
methods of prevention of malaria as indicated 
in Figure 105. 90% of the respondents 
mentions the use of mosquito nets while more 
than half (55%) of the population says that 
eliminating mosquito breeding sites can 
prevent malaria.  
 
However, there are those who believe that 

improving hygiene practices (13%) and not taking dirty or contaminated food and water (6%) 
can prevent malaria while 2% does not know how to prevent the disease.  
 
B.5. Hand Washing Practices 
 
The section presents and discusses practices on hand washing, agents used, reasons for not 

washing hands with soap and availability of hand washing facilities at homes. 

Both Figures 106 and 106a below show key times people wash their hands. However, Fig. 
106 concerns washing hands regardless of what people use while Fig. 106a deals specifically 
with washing hand with soap.  
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Figure 106 informs us about key times people wash their hands. The respondents were asked 
about the key times they usually wash their hands. Hand washing before eating is mentioned 
by 76% of the respondents. After latrine use is also a popular response with 61% followed by 
after defecation (39%) and after eating (34%). Other key times, when hand washing is done 
are after handling rubbish (19%), before preparing food (13%), after handling baby faeces 
(8%) and before feeding children (8%).  
 
More than half of the respondent population washes their hands with soap before eating (55%) 
and after latrine use (50%). Considerable percentages of respondent populations do use soap 
when washing hands after defecation (27%) and after eating (23%). Other key times for hand 
washing with soap include after handling rubbish (16%), before food preparation (9%), after 
handling baby faeces/diaper (6%) and before feeding children (5%).  
 

 
Agents used for hand washing are shown in Figure 107. Hand washing with water and soap 

is the most common standing at 73% though there is a considerable number of people who 

wash hands only with water (21%). There seems to be alternatives to soap like ash, sand and 

leaves which are used but by few individuals. 

When asked why people do not practice hand washing using soap (Figure 108), people reason 
that water alone cleanses the hands (38%). Soap is expensive (30%). Others disclose that this 
is due to negligence (15%), people do not have the habit of washing hands with soap for 
several generations (9%) and washing with soap is time wasting (8%).  
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Based on the observation the study can reveal that 90% of the households does not have visible 

washing facility. There is a small percentage of respondents who keeps water and soap 

near/within latrines (6%), 2% keeps only water near/within latrines and another 2 % keeps 

water and soap at designated hand washing areas. 

 

The study did not conduct full time observation of the practice of hand washing. The survey 
therefore uses proxy indicators such as the presence of water and soap near or within the 
latrine vicinity and presence of water and soap at the designated household hand washing area 
for people washing hands after latrine to test the practice. At least 8% of the households does 
wash hands with soap after latrine use.  
 
During the interviews however, no one was observed to have washed their hands with soap 
after latrine use. One factor is the timing the home visit. Unlike in camp settings, where one 
can easily observe people using latrines, it is rather difficult in community setting to do so. For 
protection and privacy issues, observation of respondents using latrines and washing their 
hands after use was not carried out.  
 

B.7. Health and Hygiene Messages 

 

The section contains information about community 

access to health and hygiene messages, sources of 

the messages and most preferred channels for 

receiving hygiene messages. Regarding health and 

hygiene messages, the respondents were asked if 

they heard messages in the last three months before 

the survey was conducted 

More than half of the population has access to health 
and hygiene messages as indicated in Figure 110 
with 54% of the households confirming this. Ganta 
and Monrovia have the highest access 
with 70% and 66% respectively 
followed by the 2 major cities of 
Maryland – Pleebo (49%) and Harper 
(41%). Zwedru has the lowest access 
with only 21%.  
 
Figure 112 displays a wide array of 
health and hygiene messages that 
respondents recalled from the last 
three months before the survey. No 
single message dominates the graph.  
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Covering food posted the highest at 
34% closely tailed by cleaning and 
covering water containers (31%). At 
least a quarter of the surveyed 
population mentions the use of 
mosquito net (28%), washing hands 
with soap (26%) and the use of latrines 
for defecation (25%).  
 
Other messages that made it into the 
picture though these were not often 
mentioned include cleanliness around 
water point (20%), bathing regularly 
(20%), disposing garbage properly 
(16%), preparing food hygienically 
(15%), using of ORS/SSS (11%), 
stopping open defecation and burying 
faeces both with 9%, water treatment 
(7%) and disposing baby faeces to the 
toilet.  

  

 Figure 113 gives the sources of health and 
hygiene messages cited in Figure 112. Radio 
turns out to be the number one source for 
message passage to respondents (62%). This is 
followed distantly by NGO staff (35%), 
Community Health Volunteers (26%), clinics and 
hospitals (24%) and government health workers 
(16%).  
Only few mention posters, private groups, school 
children and TV. These may not common 
channels to convey health and hygiene messages.  
Respondents were also asked about their most 

preferred channels to receive hygiene messages.  

Figure 114 features the popular 

responses to top the bill as radio (63%) 

and home visits (50%). Though mentioned 

with lower percentage, some channels that 

could be explored in the future are 

trainings, sessions & FGDs (17%), drama 

presentations (14%), use of public address 

system (10%), use of bulletin boards 

(5%), flyers, use of brochures and printed 

materials (4%), use of video (4%), 

through church & mosque, posters and 

pictures, TV and mobile phones. 
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C. FGD in Rural Communities 
 
The focus group discussions were conducted in 23 
communities with 24 groups – 8 men groups, 8 women 
groups and 8 childrens’ groups. 253 individuals 
participated in the FGD. These are disaggregated as 
follows 79 men, 89 women, 35 boys and 40 girls. The 
children groups were made up of only boys and girls 
aged 10 to 17. The FGDs took place in locations where 
the KAP was conducted in Nimba, Grand Gedeh, River 
Gee, Maryland, Grand Kru, Grand Cape Mount and 
Gbarpolu.  
 

C.1. Access to Water 

This section gives information on access to water, 
sanitation, hand washing, diarrhoea management, 
malaria, community mobilisation/hygiene promotion 
activities and menstrual hygiene.  
 
Figures 114 and 115 present the distribution of 
respondents by gender and number by county respectively.  
 

The most often mentioned sources of drinking 
water are surface water and hand pump (Fig. 
116). The surface water includes rivers, streams, 
creek and lakes. Dug wells are also used for 
drawing drinking water though only three FGD 
groups emphasized this, while springs were 
mentioned only once. It means that more than half 
of the respondent population fetches water both 
from surface water (67%) and hand pumps (58%). 
One community has more than one main source of 
drinking water. The percentage is calculated on the 
frequency against the total groups.  
 

The main source of drinking water is 

surface water, this source is natural. For 

the constructed water facilities, 

respondent said that NGOs account for 

78% while government, families and 

community members were responsible 

for the rest. 

 

Respondents’ opinion of satisfaction level with the constructed water points varied. In Fig. 
118, only 25% of respondents was fully satisfied. Respondent raised concerns ranging from 
the quality of water point itself, through the quality of water to the distances covered for 
collection of water. According to the respondent communities, most of the water points dry up 
in the short dry season. The second major concern was that the water turns murky or muddy. 
(Fig.119). Other concerns raised by respondents centred around the bad and foul smell and 
taste of some of water, the lack of protection for water points the culture of poor maintenance 
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of water points, the long distances respondent 
travel to hunt water insufficient recharge and not 
enough water for the whole community. Though 
mentioned only but once, it is worth recording that 
respondents think that water from some of the 
water points is itchy on the skin and yellowish in 
colour. Additional concerns were in the nature of 
no fence, long queues and damaged water points.  
 

 
In figure 120 the survey presents only 
the responses relating to water itself and 
not about its surrounding, location or 
construction. Respondent appreciation of 
the quality of water is split. While some 
says the water was of good quality, others 
complain about the bad taste and the 
muddy colour, its smell and presence of 
suspended particles in water collected. 
Overall many respondents judge the 
quality high, but others say there is still a 
long way to go to get good quality for 
everyone.  
 

Figure 121 gives us a snapshot of respondent 

answers on who is responsible for collecting water 

for domestic use. None of the discussion groups 

mentioned men as collectors of water. Instead, 

women are listed as the one most responsible for 

collecting water (41%) girls (39%) is next. Boys 

who form (20%) is the last on the line. From the 

information collected we can conclude that the 

heaviest burden for collecting water lies with the 

females and children. 

During the FGDs, the participants report 

that the most common issues faced by 

those collecting water is security as 

children often fight at the water points especially when queues are long . They also mentioned 

long queues (Fig.122). FDG participants also disclosed that they spend lots of time to collect 

water due to the distance some of them travel to the water source. Some participants 
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mentioned that they were allowed to collect water at particular times of the days, while others 

said that they were faced by the issue of insufficient water.  

 

Figure 123 provides how water sources are maintained by communities. Participants said that 

the most common practice of maintaining water points is cleaning around the water points. 

Providing fencing to protect the water source is another method used to maintain the water 

sources. Participants said in some communities, fees were introduced, broken down water 

sources were repaired and locks were provided. Though this was mentioned only twice. On 

water safety, participants said that providing cover for water containers is the most common 

practice is to provide water safety. Other water safety methods include cleaning the containers 

and having separate water containers for drinking water.  

 

C.2. Sanitation Practices 

 

The section presents participant practices as 
they relate to human waste disposal, reasons 
for not constructing latrines, impacts of 
having latrines and household waste disposal.  
 

Figure 125 shows where people defecate. 

Defecating in the bush is the most common 

way of freeing oneself as mentioned in 20/24 

groups. FDG participants also mentioned 

latrine use. It is important to note that when 

participants mention latrines, they refer to 

those community members who have access 

to latrines. FDG participants also stated that 

some people defecate in plastic bags or 

directly into the water bodies. Those who have 

constructed latrines were also asked about 

their motivation for constructing latrines. The 

top three most common motivations include 

preventing diseases resulting from poor 

sanitation practices, safety and security 

(prevents inhabitants from running into the 

bush) and stopping open defecation. There is 

also a mention of having a clean environment 

and the need for personal privacy.  
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There are 3 main reasons why families say they 
do not have latrines Fig. 127. Participants at 
the FGD said family latrines are expensive to 
construct. Others felt that there are options to 
family latrines (lots of land to defecate in the 
rural areas). It was raised in one group that the 
ownership of land is a hindering factor.  
 
During the FGD participants mentioned 3 key 
impacts on their lives as a result of having 
latrines. These are reduction in diarrheal cases, 
clean surrounding and increased self-esteem.  

 

When asked about strategies to motivate 
families to construct their own latrines, the 
participants recommended the provision of 
latrine materials. Awareness raising on the 
importance of having latrines and the risks 
involved in open defecation. Others suggested 
law enforcement to stop open defecation and 
also organising the communities to act.  
 

 
Figure 130 shows the methods at 
community level for disposing of household 
waste. The most commonly used method is 
throwing the garbage into the bush. Some 
just simply throw the waste openly in any 
empty space, while others use garbage pits. 
Participants also stated that waste is left in 
back yards, used as landfill, thrown into the 
water bodies or simply just dumped in a 
public disposal area.  

 

C.3. Hand Washing Practice 

 

The section features key times hand washing is practiced, agents used in washing hands, 

reasons for not washing with soap, benefits of hand washing and ways to motivate people to 

wash hands with soap.  

Figure 131 shows the key times people 

usually wash their hands. The most common 

among the FGD groups is washing hands 

before eating followed by after latrine use 

and after defecation. Others also mention 

other critical times like after touching 

rubbish and before feeding children. 
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A majority of the FGD participants as shown in 
Figure 132, says that the most common agents 
for hand washing is the combination of water 
and soap. They also said other community 
members use some alternatives to soap. These 
alternatives being ash, sand and leaves. 
Participants also stated that in some instances 
community members washed their hands with 
water only.  

 

The two main reasons very often mentioned by the FGD participants why people do not wash 
hands with soap (Fig.133) include the cost of the soap, negligence or laziness. At least three 
groups mentioned the lack of awareness on the benefits of washing hands with soap and the 
issue of the availability of soap.  
 
When asked on how to motivate people to wash hands with soap, the response is to provide 

training at the community level coupled with house visits and soap distribution. 

 

C.4. Diarrhoea Morbidity and Mortality 

 

The section provides information on the incidence 
of diarrhoea including fatalities and its causes, 
affected age groups, diarrhoea management, 
benefits of ORS/SSS and diarrhoea prevention.  
 
Among the 24 FGD groups, 17 mentioned that 
there were diarrheal cases in their neighbourhood 
in the 2 weeks before the survey. 
  
The participants stated that there were 46 cases of 
diarrhoea 46. More than half of the cases (55%) 
affected young children 0-5 years of age. 41% of 
the cases affected by diarrhoea was adult 
population. The rest of the cases affected older 
children between ages 6 and17. Of the reported 
cases, only 1 case of mortality under the 6-17 age 
group was reported.  
 
Most of the FGD groups (20/24) believe that 

contaminated water causes diarrhoea diseases as 

indicated in Fig.136. Many groups (13/24) also 
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pointed to contaminated food, the lack of hand washing, flies and open defecation as causes 

of diarrhoea. 

Figure 137 below displays participants’ opinions on how diarrheal diseases can be prevented. 
Leading methods for prevention include food hygiene mentioned by 11 FGD groups, followed 
by cleaning and covering water containers, proper waste disposal, latrine use, hand washing 
and water treatment. When asked on the benefits of ORS/SSS, the three main ideas include 
the ability of ORS/SSS to give strength, tstop diarrhea and to prevet water loss or dehydration. 
 

 

C.5. Malaria Morbidity and Mortality 

Specifically, this section discusses the incidence of malaria including its morbidity cases, causes 
and prevention at household and community level.  
 
Close to 100% of the FGD (21/24) affirmed the 
presence of malarial cases in the 2 weeks that the 
discussions were held. The affected age groups and 
number of cases are illustrated in Fig.139. More 
than half of the cases (30/49) affected young 
children 0-5 years while there are 14 cases for 18 
years old and above and 5 cases for older children 
6-17 years of age. 2 persons died, one child under 
6-17 group and one adult.  
 

A majority (23/24) of the participant 
groups affirmed that mosquito bite is the 
cause of malaria. However, there are 
misconceptions and home-grown ideas 
that malaria can be caused by sunshine 
and hard work. Others believe dirty food, 
dirty clothes and bushes cause malaria.  
 

Figures 141 and 142 present 

information on malaria prevention at 

household and community level 

respectively when they were asked how malaria can be prevented at those two levels. The 

responses do not reflect what participants believe community members are doing to prevent 

malaria. These should be seen as suggestive instead. 
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At household level, a majority of the 

FGD groups concluded that there are 

two main ways of preventing malaria. 

First, cleaning surrounding and second 

the use of mosquito nets. At the 

community level, participants 

recommended two main actions to 

prevent malaria: mosquito net 

distribution and community cleaning.  

 

C.6. Health & Hygiene Messages and Health Workers and Volunteers 

 

The section deals with health and hygiene 
messages and their sources, and the most preferred 
channels of communication for receiving hygiene 
messages.  
 
The participants at FGDs were asked about 
receiving or hearing health and hygiene messages 
in the last 3 months before the FGD sessions. There 
were 6 groups who said that they never heard any 
such messages. The rest affirmed having heard 
messages with cleaning the surrounding leading 
followed by hand washing and latrine use. Also 
covered but to a less extent were messages on 
covering food and cleaning and covering water 
containers.  
 
As to the sources of these messages, the three main 
channels given were government health workers, 
radio stations and NGO staff. Two groups 
mentioned community health volunteers.  
 

 
9 FGD groups out of 24 confirmed that there are government health workers in the community. 
According to them, the activities these workers include diagnosis and treatment of diseases, 
awareness raising on health-related issues and vaccination or immunization activities.  
 
Ten out of 24 discussion groups disclosed that there are community health volunteers in their 
villages. These volunteers were formed and trained by the government health offices. The 
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topics that respondents could recall from the CHVs include cleaning of the surrounding, malaria 
prevention, latrine use, hand washing and food hygiene.  
 

C.7. Menstrual Hygiene 

 

This section deals with menstrual hygiene and how women and girls deal with their menses. 
The discussions were done exclusively with women respondents facilitated by female data 
collectors. There were 11 FGD groups. It is worth noting that women were shy to discuss 
menstrual issues.  
 
Participants regard menses as a sign of maturity 
for girls and a natural process. There is no 
known taboo regarding this process though 
they said that it is not commonly discussed in 
public.  
 
There are three common practices by women 
and girls for menstrual management. For all 11 
groups, the use of a piece of cloth to manage 
their menses rank high. This is a piece of cloth used just the way the sanitary pads are used. 
Bathing and cleaning oneself is also a common practice. Less than half of the groups have 
access to sanitary pads.  
 
The most common effect experienced by women and girls is pain. Three groups said that they 

feel embarrassed when they experience their menses. There is also a local tradition that women 

in their menses cannot cook palm butter. For girls, they feel that menstruation affects their 

relationships with their playmates. There was one group that thought that “family planning” 

causes women to menstruate every 2 weeks. Two groups thought that early pregnancy results 

from menstruation. 
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D. FGD in Urban Communities 
 
The urban focus group discussions were conducted in 
14 communities with 14 FGD groups – 5 men groups, 
5 women groups and 4 children’s groups. 150 
individuals composed of 47 men, 57 women, 23 boys 
and 23 girls participated in these FGDs. The children 
groups were composed of boys and girls aged 10 to 17 
years of age. The FDGs took place in the same cities as 
those that were subject of the survey. Monrovia, 
Ganta, Zwedru, Pleebo and Harper.  
 
The section is divided into access to water, sanitation, 
hand washing, diarrhoea management, malaria, 
community mobilisation/hygiene promotion activities 
and menstrual hygiene.  
 
D.1. Access to Water 

This section deals with common drinking water 
sources, household members responsible for fetching 
water, responsible for water point construction, 
people’s satisfaction and their concerns over water 
point and quality, water point maintenance and water 
treatment.  
 
The main source for drinking water is the hand pump 
as claimed by 12 of the 14 groups. Alternately, people 
also fetch water from dug wells especially the in the 
cities of Harper, Pleebo, Ganta and Zwedru.  
 
Only Monrovia participants confirmed that they also 
access drinking water from piped line source, use 
bottled water and sachet water sold in the city.  
 
Pleebo has streams and participants in this location 
stated that surface water is also a source of drinking 
water. It is only in this city that surface water was used 
for drinking.  
 
Eleven of the fourteen groups stated that NGOs were 
responsible for the construction of their drinking water 
sources. Families constructed the water facilities in 
Zwedru and Ganta and the rest were constructed by 
community and government in Pleebo and Monrovia 
respectively.  
 
Not every group is satisfied with the construction of the 
water facilities. Only 3 groups said they were satisfied, 
four groups had divided reactions. Half of the groups 
was not satisfied citing various reasons such as poor 
maintenance of the facility, animals roaming around 
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and it dries up during summer. They also had concerns over the quality of the water.  
 

Figure 152 provides information on the concerns 
of the communities over water points. Note that 
these concerns are overlapping between water 
points and water quality. The top 3 concerns are 
to do with water points with long queues, water 
points that are far from residential areas and poor 
maintenance. The problem of water points getting 
dry or having limited recharge during dry season 
was raised.  
 
Figure 153 gives more emphasis on the water 
quality. The most common issues being: muddy 
water especially during rainy days, salty water, 
water having bad taste and foul smell. Other 
concerns centre on suspended particles in the 
water and the yellowish colour of some water. At 
least five groups were satisfied that the quality of 
water was as either good or very good.  
 
Among the household members responsible for 
collecting water, as shown in Fig 154, children 
are responsible to collect water with the boys 
leading (41%) followed by the girls (34%) though 

women and men are also collecting water to some extent. Almost all the FGD groups (13/14) 
confirmed that the main issue faced by the water collectors is the long queues (Fig.155). 
  

 
There are also concerns about the long distances travelled for water and the payments for 
water. They complained that the fees for water point maintenance are high during summer 
time especially when they use fuel and generators to pump water. The main security issues 
raised are children fighting at the water points and the risks of motorbike accidents as these 
children often cross roads. A water point in Harper (Stadium Road) was located at a prison 
compound, which has fixed times for the public to collect water.  
 
Only half of the 14 FGD groups confirm that people treat water. The most common water 

treatment method used is chlorination (chlorine tablet). Only one group mentioned boiling the 

water. 

The Figures 156 and 157 below refer to the safe water practices both at the water point and 
at the household levels.  
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Cleaning of the water source, locking up and fencing. Fee collection is to part of the fund raising 
by communities for repair when the water point breaks down.  
 
At the household level, covering containers is the most common method of ensuring cleanliness. 
Close to this is cleaning containers. However, cleaning is not as common as covering. It was 
mentioned once during the FGD that families keep a separate container for drinking water.  
 

 

D.2. Sanitation Practices 

This section deals with sanitation practices of the population, reasons for not constructing 
latrines, motivation for community to construct sanitation facility, benefits of construction latrine 
and issues of household waste disposal. 
  
A bit more than half of the FGD groups (8/14) 
uses or has access to latrines though not every 
family in the community has a latrine as 
indicated in Fig.158. Participants believe that 
there are options for people to defecate. These 
options include the bush which is common in 
Zwedru, Harper, and Ganta. Using plastic bag is 
common mostly in Monrovia though it is also 
practiced by some communities in Ganta, 
Harper and Zwedru. Other practices include 
defecating in any available spaces such as 
abandoned building, burying, water bodies and 
vacant lots.  
 
Families that constructed latrines did so because they want to prevent diseases, to have clean 
environment, safety and security, prevent contamination of water and to stop open defecation.  
For those who with their latrines, they mentioned four benefits namely increased self-

esteem/respect, reduced diarrheal cases, clean surrounding and reduced flies. 
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There are three main factors that are hampering people from constructing their own latrines. 
The foremost factor is the cost of construction, limited space in the urban areas and land 
ownership.  
 

 The FGD participants were asked their opinions on 
how to motivate families to construct their own 
latrines (Fig.161). They recommended conducting 
awareness raising sessions emphasizing on the 
importance of having latrines. They also mentioned 
the need to assist families with latrine materials 
while others suggested enforcing the regulation of 
not defecating openly. They were supportive of 
organising communities to act.  
 
There are many options for families to dispose off 
their household wastes (Fig.162). While others 
manage their wastes properly such as having the 
garbage pits, others continue risky practices such as 
openly throwing the waste anywhere, throwing the 
waste in bushes, dumping the garbage into water 
bodies. Only a few groups mention throwing into the 
backyard, using the waste as a landfill or simply just 
burning it.  
 

D.3. Hand Washing Practice 

The section presents key times hand washing is 
practiced; agents used in hand washing, benefits of 
hand washing and strategy to motivate people to 
wash their hands with soap.  
The two most prominent times when hand washing 
is being observed as stated by 10 groups are after 
latrine use and before eating.  
 
Other key times mentioned by at least 5 groups 
include after cleaning baby back side, after handling 
rubbish while few mentioned after defecation and 
before food preparation.  
 
Figure 164 shows the three main agents used in 
hand washing. The use of soap leads with 12 out 14 
groups mentions. Alternative to soap is ash which 
was brought out by 7 groups while 5 groups reveal 
that people also wash hands with water only.  
 
The participants were asked why people do not 

wash hands with soap (Fig.165). A majority of the 

participating groups pointed to negligence or 

laziness and at least half believes that the lack of 

awareness also is a contributing factor.  
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At least two groups said that the absence of soap is a hindering factor for hand washing with 
soap. They shared their ideas on the benefits of hand washing with soap during key times 
(Fig.166). They believed that the practice can prevent diseases, remove germs and promote 
health.  
 
Figure 167 shows the 
opinions of the participants 
on how to motivate people 
to wash hands with soap. 
All of the FGD groups 
agreed that through 
training with hand washing 
demonstration, people can 
be motivated. They also 
suggested home visits and 
soap distribution to help 
motivate people to use 
soap in hand washing.  
 

D.4. Diarrhoea Morbidity and Mortality 

The section presents prevalence of diarrhoea and its mortality; peoples take on the causes of 
diarrhoea, actions taken when a member of the family gets diarrhoea, diarrhoea prevention 
and the importance of ORS/SSS.  
 

More than half of the groups 
confirms the presence of 
diarrheal cases within the 2 
weeks when the FGD was 
conducted (Fig.168).  
 
All the age groups were affected 
by diarrhoea. Participants could 
not really count how many 
individuals suffered from 

diarrhoea but the number according to them should be high. There was no known mortality 
from diarrhoea during the time the discussions were conducted.  

 
Figure 170 presents community perceptions on the 
causes of diarrhoea. The leading causes of diarrhoea 
are contaminated water and contaminated food. Lack 
of hand washing contributes to diarrheal cases. There 
are also beliefs that flies and open defecation can 
cause diarrhoea. There were some participants who 
do not know what causes diarrhoea.  
 
Figure 171 presents community management for 

diarrheal cases. A majority of participants (13/14) 

access health facilities to treat diarrhoea because they 

are close to health facilities. Others said give 

ORS/SSS, buy medicines and give herbal 

preparations.  
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On the benefits of taking ORS/SSS (Fig.172), 
participants have split ideas. The major belief is that 
ORS give strength while the same number of 
responses disclosed that they do not know of its 
benefits. Other opinions include, ORS stops diarrhoea, 
prevents dehydration and stops pains.  
 
The participants were also asked about their ideas on 
how diarrhoea can be prevented. Methods mentioned 
include food hygiene (covering and keeping it safe), 
raising awareness on diarrhoea, proper disposal of 
household waste, cleaning and covering water 
containers. Only very few mentioned hand washing 
and treating water. 
 
 
  
 

D.5. Malaria Morbidity and Mortality 

The section focuses on the prevalence of malarial cases and its morbidity, perceived causes and 
prevention both at the household and community levels.  
 

10 out of 14 being a big majority 
of the FGD groups confirmed the 
presence of malarial cases in the 
area as in Fig.174. All the age 
groups are prone to the disease. 
There were 25 recorded cases 
during the day the discussions 
were conducted (Fig.175).  
 

The number might have been higher if actual counting was done because according to the 
participants, many people were having malaria in the previous 2 weeks. These malarial cases 
were based on symptoms that community members are acquainted with and not necessarily 
based on clinical diagnosis. Only one fatality which involved a child (6-17yo) was noted.  
 

As indicated in Figure 176, all the FGD groups believed 
that mosquito bites cause malaria. However, there are 
thriving beliefs that malaria could be caused by dirty 
environments, working hard under the sunshine, and 
witchcraft. At least one FGD group believed that malaria 
can be caused by dirty clothes, flies and bushes.  
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measures at community level. Other activities include awareness raising on malaria and burning 

garbage to produce smoke. There are similar activities at the household level to prevent the 

disease. One is the use of mosquito net and the other is cleaning the environment. Others 

suggested that by avoiding sunlight and working hard, one can avoid malaria. At least two 

groups indicated that nothing can be done to prevent malaria. 

 

D.6. Health & Hygiene Messages and Health Workers and Volunteers.  

This section deals with health and hygiene messages, the sources of these messages, preferred 
channels of communicating hygiene messages, the health workers and volunteers and their 
activities in the communities.  
 

 
Figure 179 above shows health and hygiene messages that FGD participants heard within the 
last three months. Cleaning the surroundings, use of mosquito nets and hand washing are the 
three common messages. Other messages include food covering, personal hygiene and latrine 
use. However, four groups from Harper and Ganta had not heard any related messages.  
 
The most common source is the radio (Fig.180). Only few groups confirm sources such as 
community groups, NGOs, government health workers, schools and television stations.  

 
When asked which channels of 
communication (Fig.181) 
community prefer, the 
participants said home visits 
and radio. Focus group 
discussions are also preferred 
by at least 5 groups while one 
group mentioned campaigns 
and TV.  
 

To build on their knowledge and access base to information passage, innovative approaches 
such as mobile phone messages, TV, video showing and massive campaigns could be used.  
Figures 182 and 183 present similar information on the presence of both the government 

health workers and the community health volunteers. This information came from 4 groups 

(Monrovia, Ganta, Harper & Zwedru) and these have Community health workers and volunteers 

The activities conducted by the government health workers include awareness raising on health 

and diagnosing and treating diseases. The health volunteers’ activities were mainly on raising 

awareness parallel with that of the health workers. 
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D.7. Menstrual Hygiene 

This section puts the spotlight on menstrual hygiene and how women and girls deal with their 
menses. The discussions were done exclusively with women respondents facilitated by female 
data collectors.  
 

7 FGD groups made up of women and girl participated 
in the discussions. It is worthy of note that 
participants were shy during the discussion about 
menstrual issues.  
 
Respondents viewed menses as a sign of maturity for 
girls and a natural process. There is no known taboo 
regarding this process though they said that it is not 
commonly discussed in public.  
The most common methods for the management 
(Fig.184) for menses are the use of sanitary pads, 
the use pieces of clothes, bathing and cleaning 
oneself. Other women and girls use towels and paper 
tissues while some do nothing about it.  
 
Figure 185 displays the different effects of menses as 

voiced out by the participants. The most common is 

the pain (stomach and back). There are reported 

cases of fever and infections by 3 and 2 groups 

respectively. Two groups raised the concern that 

menstrual period cause teenage pregnancy. 
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VI. Recommendations 
 

A. Points to Ponder on WASH Interventions 
 
The proposals (DGIS and DfID) have already determined the expected activities for water, 
sanitation and hygiene promotion interventions. The points raised here can be considered for 
reflective purposes and in planning for the programme activities.  
 

A.1. Water 
 
A.1.1. New construction, repair and technical assessment 
 
The survey findings suggest that there is an increased demand for safe water sources as raised 
by rural and urban communities. The study shows that access to improved and safe drinking 
water in the rural villages is still a big everyday challenge while the maintenance of the safe 
water chain in the urban centres is a huge challenge.  
 
Though there are communities that do not have 
enough safe drinking water sources, there are others 
with non-functional water points. For example, people 
in one village in Grand Gedeh either walk long 
distances to fetch water from a protected hand pump 
or fetch water from a nearby open source like creek. 
But, deep in the heart of the village, there are 4 hand 
pumps –  
 

 one is newly constructed,  

 one is not pumping water,  

 one has a problem  

 and another one was condemned because it 
was believed that it was not safe for drinking 
and believed by the community to be cause of 
the delivery a physically deformed baby.  

 
They condemned hand pump in Grand Gedeh’s community because the water was found to be not 
safe for drinking.  
 

The continuous break down of the constructed water facilities may be linked to the larger 
question of sustainability. Also linked to this is the technical feasibilities involved with 
constructing a water point. The issue of poor recharge rates could result from the lack of 
feasibility studies ahead of water point construction. , wrong selection of site or not enough 
investment on making a technical assessment or hand pumps are over used due to a high pump 
to person population.  
 
A.1.2. Sustainability beyond project timeframe 
 
For both contexts, the issue of poor maintenance and sustainability is common and a failing 
point for most of the constructed water facilities. In relation to broken, damaged and non-
functional water facilities, there are discussions at different levels about how sustainable are 
the plans of the concerned communities. There is no single and uniform solution to the issues 
of sustainability but it is recommended that implementing partners should invest more time in 
designing more sustainable approaches to water point provision. Unicef could consider a 

The condemned hand pump in Grand 
Gedeh’s community because the water 
was found to be not safe for drinking. 
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nationwide feasibility study on suitability of water source provision before the hard ware 
component of the project begins. This feasibility study report should be in the public domain to 
guide all other actors 
 
A.1.3. Issue over Number of Facilities and Population 
 
Provision of a high access to improved water facilities especially in urban settlements can be 
complicated. There might be enough number of facilities by geographical locations but this will 
not necessarily translate into less time in collection of water because of increasing populations. 
  
The urban areas have 65% access to improved water facilities with Monrovia being the highest 
among the 5 cities in this study at 90%. Two things to note are density of the population, and 
the number of people flocking in to collect water from one water point or another. With its 
population of almost a million people, close to 100,000 people do not have access to improved 
water facilities. Most of these people are living in slum areas where WASH provision is a big 
challenge. An outbreak of any WASH-related disease will significantly affect large numbers of 
people considering the density of the population.  
 
Long queues are observed in many urban areas as well as in some rural communities. There 
have been reports especially in the FGD results about children fighting at the water points 
because everyone wants to get water first, this is also fuelled by the burden of long waiting.  
 
In urban FGDs, the issue of long queue was reported by 13 out of 14 groups while 7 out 24 
groups in rural areas. Fighting among children was reported by 9 rural groups and 4 urban 
groups. The long queues and children fighting at the water points are indicators that more 
people are fetching from the same water points.  
 

A.2. Sanitation 
 
A.2.1. Needs beyond the figures 
 
The rural communities have low access to improved sanitation facilities with 12% as compared 
to the urban with 40%, but the number of people having no access needs to be taken into 
consideration in both contexts.  
 
There is indeed a need for sanitation intervention in the rural areas but the need is still high 
within the urban. The number of people who are at risk of sanitation-related disease outbreak 
is still far high in the urban. The burden of one is a burden of all especially in slum areas where 
there is congestion of population. The disease can easily spread out from one family to another. 
  
The population density in the slum areas is a major issue, usually a contributory factor to the 
sanitation problem.  
 

A.2.2. Solid Waste Management 

 
Another issue which confronts the sanitation ecology in the urban settlements is the solid waste 
management worsened by the clogged drainage and waterways systems. For instance, in 
Monrovia, the case is even worst in flood-prone slum areas where flood water swarms the 
garbage dumping site along with the defecation areas.  
 
During the rainy season, flood water transports garbage, resulting in clogged drainage facilities. 
There are slums that do not have good drainage system.  
 



70 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

A flooded section in one of the slum areas 
in Monrovia with piling up solid wastes 
being dumped openly which worsens the 
situation in the area.  
 
 
A.2.3. Congestion and Siting of 
Facility 
 
It is good to consider the technical site of 
the facilities, when planning the 
construction of public latrines. One 
challenge in the congested urban 
settlements is the siting of facilities that 
require regular dislodging especially those 
that require the use of machines and 
equipment.  
  
 
Another thing to consider is the minimum standards on the distance of sanitation facility to the 
nearest sources of drinking water. 
 
A.2.4. Maintenance and Sustainability 
 
The issue of maintenance and sustainability is similar with that of the water facilities discussed 
above. Poor maintenance of the latrines leads to people abandoning the facility and resorting 
to risky defecation practices. One public latrine in Monrovia was closed after people failed to 
manage the facility. The local community members and leaders re-opened the said facility 
coming up with policies and contingency plans on how to sustain the facility. The maintenance 
and sustainability issue is both relevant to family and public latrines whether in rural or urban 
context.  
 
 

A.3. Hygiene Promotion and Community Mobilisation  
 
 
Putting water and sanitation facilities will not save people from diseases. These facilities can 
even put people at further risks or add to their vulnerabilities if people are not aware or 
responsible for the proper use and maintenance of these facilities.  
 
Hygiene promoters have a daunting task of mobilising communities to adopt health and hygiene 
promoting behaviours. For instance, despite the presence of water and sanitation facilities and 
the high knowledge on disease transmission, there still persists high cases of diarrhoea. The 
study shows that even people who are washing hands and have access to water and sanitation 
facilities including health and hygiene messages, are still contracting diarrheal diseases. There 
might be other intervening factors beyond those facilities and practices.  
 
It is worth noting that Hygiene Promotion Guideline being developed can be a good source of 
information to aid in the implementation of hygiene promotion activities.  
 
The disconnect is between knowledge and practice. Work in reducing this disconnect is crucial 
for improving WASH among ordinary citizens.  
 

A flooded section in one of the slum areas in 
Monrovia with piling up solid wastes being 
dumped openly which worsens the situation in the 
area.  
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A.3.1. Community Participation 
 
Active community involvement in all phases of the work is vital to the sustainability of activities.  
Developing a sense of ownership and responsibility among community members and leadership 
for the activities can be achieved through participatory approaches.  
 
There are many instances that activities are brought to the community without prior discussions 
and consultation with them. There is a need to consult with vulnerable groups, men, women 
and children including the local leaders and community groups that have influences.  
 
The need to develop a sustained approach to deep seated community participation is required. 
A systematic, scientific and evidenced proven participation is required if the syndrome of 
dependency is to be minimised at community level and if sustainability is to be built into 
projects.  
 
People have said that participation cannot be quantified nor can it be put in economic terms. 
The challenge is to develop participation that challenges this thinking.  
 
A.3.2. Age Matters 
 
Age is a critical factor when it comes to adapting or developing behaviours especially among 
children.  
 
School children are in their formative ages when values, practices and behaviours are being 
developed. A positive behaviour developed at earlier age has a great tendency to be carried 
over onto the next developmental stage of the child.  
 
Engaging with the children either in school or at the community level needs be meaningful as 
these children can be the agents of change and ambassadors of good hygiene practices. Child-
to-Child Approach when properly carried out can make big changes in promoting good hygiene 
and sanitation practices.  
 
One must be careful in engaging children in any programme activities. Their rights must be in 
the fore of all such engagements even if these conflict with traditions. 
 
A.3.3. Knowledge versus Practice 
 
Knowledge and practice are two different things. From the study results, people have high 
knowledge on certain things such as the causes of diarrhoea and malaria, the importance of 
hand washing with soap and latrine use. But, this high knowledge is not automatically translated 
into practice.  
 
Building on what people already know can be a good foundation and a gateway to promote 
good hygiene practices. There is a need to use different strategies and approaches to translate 
peoples' knowledge into practices and positive behaviours.  
 
A.3.4. Communication Channels 
 
The use of mass media is emerging as a positive trend for reaching people far and wide on 
certain issues. This can be considered in parallel with other conventional and proven channels 
and strategies.  
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Other emerging trends such as the use of TV, radio, mobile phones, video showing and live 
drama presentation along with games and plays can increase not only awareness but also 
practices.  
 
House visits, training, focus group discussions and sessions also highly recommended by the 
respondents.  
 
A.3.5. Campaigns and Mobilisation  
 
In promoting certain hygiene behaviours and practices, a conglomeration of strategies and 
approaches is needed. A campaign on hand washing with soap can be done not just during the 
Global Hand washing Day but can be integrated into the regular activities.  
 
In addition to channels in communicating with intended audience, proper and conscientious 
targeting is required. Hand washing is everybody’s business but more emphasis can be given 
to the most vulnerable groups or those at high risks of both contracting and transmitting 
diseases.  
 
Aside from mobilising community members, it is good to target other important elements of the 
society such as the community leaders and local government units and line agencies to make 
the campaign stronger. There is need to advocate for sustainability of water and sanitation 
facilities. This may require lobbying for support from duty bearers within and outside the 
community.  

 
A.3.6. Information, Education and Communication Materials 
 
Much has been said and much has been developed about IEC materials. These materials come 
in different forms, sizes, colours and shapes aiming to effectively communicate key messages, 
practice and behaviours. 
 
Many agencies and organisations use 
different IEC materials. 
  
It is good to understand the objectives of 
IEC intervention as well as considering 
people’s perspectives especially the 
beneficiaries. Some findings of this 
baseline study are a good starting point 
of developing IEC materials though 
further consultations with relevant 
stakeholders such as the communities, 
government line agencies and other 
organisations to make the activity more 
relevant and responsive to the needs is 
required. 
 
One simple yet very good visual aid is the F-Diagram, which shows the routes of disease 
transmission and how to block those routes. This is just one of the many examples of materials 
that can be utilised.  
 
Consider the educational level of the intended audience when developing materials and 
methods. It shows in the study that at least half of the rural population cannot read or write. 
 

This is the diagram representation of the F-Diagram 
which can be develop into a pictogram with real 
pictures depending on the context. 
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See points A.3.4 and A.3.5 for related discussions. 
 
 
A.3.7. The Safe Water Chain 
 
There is a challenge of maintaining the “safe water chain”, a series of safe water practices from 
water point to withdrawing water from storage. Families must understand the connectivity of 
the various knots n the wheel. Once the chain is broken, the domino effect is there towards the 
end of the chain. Example, people collect water from safe sources but when it comes to water 
collection and storage containers, only half of these containers are covered and cleaned. This 
offers a high risk of contamination.  

 
 
A.3.8. The Malady of Malaria 
 
On the issue of malaria, everyone knows how rampant the disease is not only in Liberia but in 
the whole Africa and even in other parts of the globe. There is a high knowledge of the causes 
and the prevention but still, more than half of the population has malarial cases in the last two 
weeks when the study was conducted. People say that they are use mosquito nets. How come 
that the disease is still very common?  
 
There might be some loopholes somewhere at the household or at the community level that 
mobilisation can capitalise on. It would be interesting to learn from the stories of the past. The 
experiences of the previous interventions can become a source of guidance and inspirations on 
how to reinforce, upgrade and intensify public health promotion.  
 
 

B. Midline and Endline Surveys 
 
For the next surveys, the midline and the endline particularly, the same questionnaire and FGD 
template should be used for consistency though modifications might be possible to identify 
some impacts of the implementation. 
  
In order to be consistent and avoid conflicting results or regressive results, if midline survey 
will be done, consider using communities where there have been implementation already. Take 
into consideration that this is a 5-year project with many communities to cover. Midline survey 
will only be relevant in communities already covered with WASH activities during the first 2 
years of the programme. The surveyed communities in this study can be the best option for the 
midline, the second choices communities will be any other communities as long as the current 
project activities have been implemented in those areas. 
  
What will happen if the midline survey focuses on areas not yet covered by the current project? 
The data and information generated from that survey cannot be compared with the baseline. 
The midline becomes another baseline.  
 
There is a challenge also for the endline survey which will be conducted towards the end of the 
5-year project. If the communities selected for the endline survey had been served in the first 
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phase of the project, then people might not be able to recall things after 3 years of 
implementation especially that there will be new families in the area.  
 
Timing of the next survey will be important. The seasonal patterns of diseases can greatly affect 
the results on the morbidity and mortality of diseases.  
 
When possible, previous research team members can be considered. Their contact details are 

in the Annex. 

 

C. Capturing Other Indicators 
 
Not every indicator enumerated in the proposal can be served in KAP surveys and in FGDs 

during the baseline study. These indicators need different tools to capture the changes. 

The programme implementing teams can develop monitoring and evaluation tools to address 
specific indicators. Examples of these indicators include but are not limited to number of people 
attending hygiene campaigns, number of people served with water facilities, number of people 
served with sanitation facilities, number of functional and non-functional facilities, etc.  
 
Indicator on people observed washing hands with soap after latrine use.  
 
There was a problem of getting the number of people observed washing hands with soap after 
latrine use due to different constraints.  
 
One is the timing when the data collection was conducted, which may not coincide with the 
time people use latrines for defecation. Another issue is the perceived “invasion of privacy” 
considering that data collectors are new to the communities and may touch people’s sensibility 
to observe who are getting in and coming out of a particular latrine. Unlike in a camp or 
evacuation centre that people are confined usually used common sanitation facility.  
 
Instead, the research team used proxy indicators such as presence of soap and water within or 
near latrines and presence of soap and water in a designated household hand washing area.  
 
To capture such indicators on real time observation, right after the latrine construction and 
when people start to use the facilities, a CHV can be assigned on certain time and days to make 
observations on randomly selected latrines.  
 
By using a community member, this will help mitigate the issue of privacy. If observation is 
done in newly constructed public latrines, an attendant needs to be trained on how to observe 
and utilise the monitoring tool provided that soap and water are present.  
 
One of the common issues of capturing data and information is doing it towards the tail end of 
the projects. Proper documentation and timely administration of monitoring and evaluation tools 
can help reduce the congestion of collecting data and information during the last days of the 
project. This will also improve the quality of information collected. The mobilisation teams can 
bring along with them forms when going to the community to start capturing data, information 
and mini stories that will be very beneficial in writing regular updates.  
 

 

 



75 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

D. Points Noteworthy To Understand 
 
a. This and That Studies 

 This document is all about the study of people’s knowledge, attitude and practices 
including their access to water, sanitation and hygiene in very specific geographical 
location and time.  

 Any other sources of data and information may or may not have similar results with 
this baseline study depending on time, location and spread of areas and the manner 
data are collected. Some studies are concerned with nationwide trends and patterns 
but others are localised. One needs to be caution but also critical when equating or 
making a comparative analysis.  

 It should be noted that this baseline study was conducted in 111 communities (62 
rural and 49 urban) in certain districts of 7 counties. For instance, out of many 
districts, only Porkpa in Grand Cape Mount was considered as indicated in the 
project. Porkpa may not represent the entire county in terms of people’s access and 
practices as other districts may have better or worse situations.  

 
b. Programme Indicators at Different Levels 

 The programme indicators were presented at different levels in this report. The 
indicators presented at the Part II of this documents represent the average for both 
rural and urban contexts.  

 The figures are further broken down into county, district and city found in the Annex 
A.  

 It is important to note that there might be slight differences in some figures because 
of the effect of breaking down example of figures into 25 districts. In doing so, figure 
might increase or decrease (in totality) by one or two points due to the mathematical 
process that converts the decimal points into nearest ten. The change affects rural 
as there are more divisions (25 districts) than in urban (5 cities). 

 
c. Study Areas and Current Intervention Areas 

 The 49 communities in the 5 cities (where urban respondents were randomly 
selected) were pre-selected by Unicef. 

 The 62 rural villages for the KAP Survey for rural context were randomly selected 
from hundreds of villages. A total of 482 household respondents were selected from 
these villages. 

 During the presentation of the study findings on October 22, 2013, a 
recommendation of identifying villages where Unicef has on going activities to 
compare with the study sample villages. It was found out that 10 villages where 
Unicef is having on going interventions specifically from Grand Cape Mount, Grand 
Gedeh and River Gee. 

 
d. Timing of the Baseline Study 

 This study was conducted from July to October 2013 but the actual data collection 
was done in August. July was devoted to recruitment and training of staff, 
development of study tools and agreeing on the technical side of the study. 

 There was a plan to conduct the baseline study during the first quarter of 2013 but 
it did not happen due to many intervening constraints. 

 
e. FGD Sessions  

 The FGDs conducted for both rural and urban communities can help in doing deeper 
analysis. The results can help back up some data and information in the KAP results. 
There are interesting findings in the FGDs that will help the implementing partners 
in strategizing their activities to improve good practices and behaviours. 
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 The FGDs at the baseline stage will help inform the implementing partners on 
people’s ideas, concerns and even their suggestions on how to for example motivate 
people to construct family latrines, to wash hands with soap, etc. 

 During the midline and endline studies, FGDs will help generate qualitative 
information especially on the issues and concerns about programme implementation 
as well as the impacts of activities to people’s lives. 
 

f. Menstrual Hygiene 
 Menstrual hygiene is only found at the FGD sessions both in the rural and urban 

groups.  
 This concern is included to provide information should there be any intervention on 

menstrual hygiene especially for girls. 
 
g. Computing gender and age disaggregated data 

 One of the challenges in many programmes is having data disaggregated by age 
and gender.  

 In instance that it is not possible to have a head count for the individual 
community member including their age and gender, Figure 9 (rural) and Figure 72 
(urban) can be considered to determine family size, percentage of each age group 
including gender. 

 
h. Malaria Cases 

 The malaria cases being referred to in the survey are not clinically verified or 
diagnosed. The cases are based on the information of the respondents. This could 
be based on their own diagnosis as indicated by the signs and symptoms that 
communities have become accustomed with. Though, some of these cases may have 
been diagnosed at the local health facilities. 
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VII. Annexes  
 

Annex A: Programme Indicators by District 

No County District Access 
to 
improve
d water 
sources 

Access to 
improved 
sanitation 
facilities 

Practic
ing 

open 
defeca

tion 

Observe
d hand 

washing 
with 
soap 

Population reporting always or frequently washing 
hands with soap 

Diarr
hea 

Case
s 

Before 
feedin
g child 

After 
cleaning 

child 
defecation 

Before 
prepari

ng 
food 

After 
latrine 

use 

Before 
eating 

After 
defec
ation 

1 Gbarpolu  Belleh  68 0 95 0 0 0 3 45 13 0 36 

2 Gbarpolu  Gounwol
aila  

5 0 91 0 5 5 0 23 23 5 45 

3 Grand 
Cape 
Mount  

Porkpa  78 19 41 0 0 16 6 50 58 48 25 

4 Grand 
Gedeh 

Konobo  43 40 40 0 0 7 23 57 83 33 30 

5 Grand 
Gedeh 

Gbao  20 23 57 10 7 17 17 67 73 20 30 

6 Grand Kru Upper 
Jloh  

0 0 100 0 17 33 17 33 67 50 50 

7 Grand Kru Kpi  0 0 100 0 0 0 0 0 75 50 75 

8 Grand Kru Felo-
Jekwi  

50 0 67 0 0 0 0 33 33 17 67 

9 Grand Kru Garraway 20 20 50 0 0 0 30 70 80 30 30 

10 Grand Kru Bolloh  0 0 100 0 0 0 0 0 0 0 100 

11 Grand Kru Dorbor  0 0 83 0 0 0 0 17 50 33 17 

12 Grand Kru Fenetoe  0 0 91 0 0 9 0 18 9 9 64 

13 Grand Kru Forpoh  33 0 100 22 0 0 0 0 50 70 33 

14 Grand Kru Lower 
Jloh  

0 0 100 0 0 0 0 0 0 20 100 

15 Maryland Whojah  4 30 35 0 9 4 26 35 57 17 30 

16 Maryland Gwelekp
oken  

0 15 73 0 12 4 38 46 50 23 42 

17 Maryland Nyorken  0 0 93 0 0 0 0 0 0 0 0 

18 Maryland Karluway
#2  

18 10 45 13 8 0 5 13 23 0 55 

19 Nimba Twan 
River 

8 3 55 0 0 0 3 8 60 43 45 

20 Nimba Boe & 
Quilla 

65 13 85 0 3 10 10 35 78 25 70 

21 Nimba Gbor 100 17 63 23 20 13 13 33 77 50 37 

22 River Gee Nanee  0 10 70 0 0 0 0 0 50 20 20 

23 River Gee Glaro  0 0 100 0 0 0 0 0 80 20 30 

24 River Gee Karforh  0 0 80 0 0 0 0 0 50 70 10 

25 River Gee Nyenebo  70 10 80 0 0 0 0 0 50 50 0 

 

 

 

 

 



78 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

Programme Indicators by County 

No County Access to 
improved 
water 
sources 

Access to 
improved 
sanitation 
facilities 

Practic
ing 

open 
defeca

tion 

Observed 
hand 

washing 
with soap 

Population reporting always or frequently washing 
hands with soap 

Diarrhea 
Cases 

Before 
feedin
g child 

After 
cleaning 

child 
defecation 

Before 
prepari

ng 
food 

After 
latrine 

use 

Before 
eating 

After 
defeca

tion 

 
1 Grand 

Cape 
Mount 

 
 

78 19 41 

 
 

0 0 16 6 50 58 48 25 
2 

Maryland 
8 14 62 3 7 2 17 24 33 10 32 

3 
Gbarpolu 

36 0 93 0 3 3 2 34 18 3 41 
4 

Nimba 
54 11 68 8 8 8 9 24 72 39 51 

5 
Grand 
Gedeh 

 
32 32 49 

 
5 4 12 20 62 78 27 30 

6 

River Gee 

 
20 5 83 

 
0 0 0 0 0 58 40 15 

7 

Grand Kru 

 
14 2 88 

 
2 2 5 5 19 40 31 60 

 

Programme Indicators by City 

No City Access to 
improved 
water 
sources 

Access to 
improved 
sanitation 
facilities 

Practic
ing 

open 
defeca

tion 

Observed 
hand 

washing 
with soap 

Population reporting always or frequently washing 
hands with soap 

Diarrhea 
Cases 

Before 
feedin
g child 

After 
cleaning 

child 
defecation 

Before 
prepari

ng 
food 

After 
latrine 

use 

Before 
eating 

After 
defeca

tion 

1 
Monrovia 90 45 20 22 6 4 9 44 54 46 18 

2 
Zwedru 49 32 22 0 3 11 24 84 81 10 40 

3 
Harper 83 19 38 0 3 10 10 45 42 22 30 

4 
Pleebo 31 38 11 1 1 5 2 71 73 24 14 

5 
Ganta 74 66 19 4 10 5 7 28 39 20 23 

 

Note that there is a slight change of figures (percentage) in breaking down the data into smaller 
geographical categories (or the other way around) as a result of mathematical procedures of 
rounding off to the nearest ten. The data are specific only to the programme areas and not 
necessarily represent any national figures or trends. 
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Annex B: Baseline Study Workplan 

No. Activity Associated Tasks Days Date Output 

Stage 1: Inception/Preparatory Phase 

1 Develop 
survey 
instruments 
and 
sampling 
design 

 Review and revise draft 
questionnaire and develop 
detailed sample design  

2 
days 

01-05 
Jul 

KAP questionnaire 
and sample design 
(plus FGD 
questionnaire) 

Develop Inception Report 
  

Inception report 

2 Review of 
methodolog
y and tools 

 Inception Report (including 
questionnaire, sample design 
and workplan) to be reviewed 
by Oxfam and Unicef 

1 day 08-12 
Jul 

Feedback on 
Inception Report 

3 Developmen
t of the 
database. 

Oxfam will develop a 
database using Excel which 
can easily be imported to 
SPSS or Access. 

5 
days 

Flexible Database in Excel 
to facilitate easy 
extraction to be 
imported to any 
software. 

Stage 2: Recruitment & Training of Staff and Pre-Testing 

1 Recruitment 
of the staff 

Identification of potential 
candidates from the former 
staff 

5 
days 

8-12 Jul Contacted and 
recruited 
Supervisors,  Data 
Collectors and 
Encoders 

2 Writing of 
ToR for staff 

Drafting of the Terms of 
references for 3 kinds of staff 

1 day 1-Jul TORs for Survey 
Supervisors, Data 
Collectors and 
Encoders 

3 Signing of 
Contracts & 
Briefing 

    12-Jul Briefing on 
expected activities 
and Oxfam WoWs. 

4 Training of 
field staff 

Orientation and training of all 
field staff (supervisors, and 
enumerators) on research 
objectives, questionnaire and 
techniques 

2Days
/coun

ty 

15-26 
Jul 

Field staff trained 
(The supervisors 
will train the data 
collectors at the 
field level) 

5 Pre-testing 
of the 
instruments 

Identification of pilot areas in 
Monrovia 

1 day within 
w1 

training 
date 

Revised 
Instruments and 
techniques 

Stage 3: Fieldwork 

1 Data 
collection 

Implementation of data 
collection exercise in agreed 
sampling areas 

3 
days/
count

y 

22 Jul-
09 Aug 

Completed baseline 
KAP surveys 

Field supervision and quality 
control. The supervisors must 
ensure that questionnaires 
are properly filled up and 
identified gaps are addressed. 

Properly filled up 
questionnaires and 
gaps addressed. 
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2 FGDs Guidelines developed and 
part of the training and pre-
testing at stage 2. 

1day 
each 
target 

CY 

Goes 
with 

Survey 
dates 

FGD form filled up 

3 Submission 
of output 

Submission of the completed 
survey questionnaires to 
Monrovia office. 

2 day 12-Aug Completed 
questionnaires 

Stage 4: Data Entry and Analysis 

1 Data Entry Data encoders will transfer all 
data from the paper surveys 
into the database (13 days) 

13 
Days 

13-29 
Aug 

Data entry 
completed 

2 Data 
Cleaning 
and 
merging 

Implement successive rounds 
of data cleaning to detect and 
correct any data entry errors 
and to check the accuracy 
and consistency of the data. 

3 
days 

30 Aug-
03 Sep 

Completed 
databank with 
accurate data and 
information. 

3 Data 
Analysis and 
Interpretatio
n 

Cleaned data will be analyzed 
using PHPDB or SPSS 

7 
days 

04-12 
Sep 

Analysis of baseline 
indicators 

Stage 5: Report Making & Dissemination 

1 Develop 
draft of 
Final Report 
for 
comment 

Develop and submit Final 
Report for review by Oxfam 
and Unicef  

5 
days 

13-19 
Sep 

Draft report 

2 Review of 
draft 
baseline 
report 

Review of draft baseline 
report by Unicef and key 
partners(consortium) 

3 
days 

20-24 
Sep 

Feedback on draft 
report 

  Integration 
of 
comments 

While doing the modificatio of 
the report, send invitation to 
the Consortium and relevant 
government agencies  

3 
days 

25-27 
Sep 

Comments 
integrated 

3 Presentation 
of the 
Findings 

Follow up the invitees 1 day 30-Sep Feedback on the 
findings 

4 Develop 
Final 
Baseline 
Report 

Develop and submit Final 
Report and dissemination 
materials; Power Point 
presentation and 2 page 
summary of findings 

6 
days 

01-08 
Oct 

Final Report 
submitted  

 

 

 

 

 

 



81 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

 

 

 

No. Activities Day Timeframe 

1 Submission of the completed survey forms from field teams 
to Monrovia 

2 19-20 August 

2 Review of the documents, culling out any inconsistency, and 
coding per county/city 

2 21-22 August 

3 Training of the Data Encoders 1 23 August 

4 Data Encoding Process 10 26 Aug – 06 Sep 

5 Review and cleansing of the encoded data/information & 
merging of databases 

3 09-11 Sep 

6 Data Analysis and Interpretation 10 12-25 Sep  

7 Report Writing 10 26 Sep-09 Oct 

8 Submission of the 1st Draft to Oxfam/Unicef for Review 1 10 Oct 

9 Unicef/Oxfam Reviewing the Draft Report 3 11-15 Oct 

10 Integration of the Comments 3 16-18 Oct 

11 Presentation of the Findings/results (Report) 1 21 Oct 

12 Development and Submission of the Final Report 6 30 Oct 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note that the above table is the original work plan but towards the end of the activities, it was 

revised as shown by the table below. There was a delay due to the adjustment of the baseline 

study approach from a single study to a parallel one to separate studies between rural and 

urban areas. Gantt chart is no longer presented here to suit the document settings. 
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Annex C: KAP Survey Questionnaire 
 
Knowledge, Attitude & Practices Survey (Baseline) 
Water, Sanitation & Hygiene Promotion (WASH) 
7 Counties & 5 Cities of Liberia 

Reminders: Tick the appropriate boxes correctly. Provide the needed data/information when 

required. Never enumerate the choices to the respondent. Let them speak independently. 

Review your guide on survey. 
 

QUESTIONNAIRE IDENTIFICATION 
County: 1[  ] Cape Mount            3[  ] Gbarpolu             5[  ] Grand Gedeh            7[  ] Grand Kru    

2[  ] Maryland                 4[  ] Nimba                 6[  ] River Gee 

District: 1[  ] Porkpa                     7[  ] Belleh                      13[  ] Gounwolaila              19[  ] Gbao         
2[  ] Konobo                    8[  ] Kpi                           14[  ] Upper Jloh                20[  ] Felojekwi   
3[  ] Garraway                 9[  ] Bolloh                      15[  ] Dorbor                      21[  ] Fenetoe      
4[  ] Lower Jloh             10[  ] Forpoh                     16[  ] Whojah                     22[  ] Gwelekpoken   
5[  ] Nyorken                 11[  ]Karluway#2              17[  ] Boe & Quilla             23[  ] Twan River    
6[  ] Gbor                      12[  ] Nanee                      18[  ] Glaro                        24[  ] Karforh  
                                                                                                                        25[  ] Nyenebo 

City  1[  ] Monrovia         2[  ] Zwedru              3[  ] Harper               4[  ] Pleebo          5[  ] Ganta 

Community/Town  Respondent No.  Date  

Data Collector  Supervisor  

 
      
 
 
 
 
 
 
 
 
 
 
 

Section 1: RESPONDENT’S PROFILE 
 

1.  Gender of the respondent:    1[  ] Female        2[  ] Male 

2.  Respondent Marital Status:  1[  ] Single         2[  ] Married       3[  ] Separated/Divorced       
                                                  4[  ] Widow/er 

3.  How old are you now? ______  

4. Age bracket of the respondent.  1[  ] 12-17yo       2[  ] 18-40yo      3[  ] 41-59yo     

                                                      4[  ] 60yo and above 

5.  Who is the respondent?     
          1[  ] Wife                2[  ] Husband                3[  ] Brother/sister of the husband/wife   4[  ] Daughter   
          5[  ] Son                 6[  ] Grandparent          7[  ]Others: 

6. What is the gender/sex of the head of the household?  1[  ] Female       2[  ] Male      

7. How many people living in the household?   ________ 

Age bracket Male Female Total 

8. 0-5 years old    

9. 6-17 years old    

INFORMED CONSENT 
 

Hello.  My name is ______________________________, and I am working with Oxfam GB.  We are 
conducting a survey and would appreciate your participation.  I would like to ask you a few questions 
about your access to water and sanitation.  You have been asked to participate in this study because 
your personal views and experience as community member is important to us.  The survey usually 
takes 15-20 minutes to complete. Whatever information you provide will be kept strictly confidential. 
 

Participation in this survey is voluntary and you can choose not to answer any individual question or 
all of the questions. You can stop the survey at any time. However, we hope that you will participate 
in this survey since your views are important. 
 

Will you participate in this survey?  At this time, do you want to ask me anything about the survey?   
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10. 18-59 years 

old 
   

11. 60+ years old    

12. Educational background of the respondent:      
            1[  ] Can’t read/write                  3[  ]Junior High (level 7-9)               
            2[  ] Elementary (level 1-6)        4[  ] Senior High (level 10-12)          5[  ] College and above 

13. What is your 
current residence? 

1[  ] Privately owned accommodation        3[  ] Rental accommodation 
2[  ] Living with family/relatives                  4[  ] Others, specify: 

 

Section 2: HOUSEHOLD WATER SUPPLY & PRACTICES 
 

What is the MAIN source of water for your household for: (Just check the line corresponding to the response in 
each column for Questions 14-17) 

Source  
CODE 

14. 
DRINKING 

15. 
COOKING 

16. 
LAUNDRY 

17. 
HYGIENE 

Piped line 1     

Public taps/tapstand/standpipes 2     

Protected hand pump/borehole/tubewell 3     

Unprotected hand pump/borehole/tubewell 4     

Protected dug well 5     

Unprotected/open dug well 6     

Protected spring 7     

Unprotected spring 8     

Protected Rain catchment 9     

Unprotected Rain Catchment 10     

Bottle/sachet water 11     

Pushcart water vendor 12     

Surface water (river, dam, lake, ponds, creeks, 

canal, etc.) 
13     

Others, specify 14     
 

18. Who usually collects water for the family?  1[  ] Adult Men    3[  ] Boys      5[  ] Being delivered to us       
                                                                        2[  ] Adult Women 4[  ] Girls      6[  ] Others: 

19. How far from your dwelling the source of your drinking water? 
            1[  ] within 500m            2[  ] 500-1KM             3[  ] 1km-3km             4[  ] More than 3km 

20. How many minutes do you spend in collecting water from the source? (back and forth) 
            1[  ] within 15 mins.       2[  ] 15-30 minutes     3[  ] 30min-1 hour       4[  ] More than 1 hour 

21. What specific kind of water container do you use MOST in collecting drinking water? (Tick one) 
     1[  ] Jerry Can    2[  ] Bucket    3[  ] Clay pots     4[  ] Drum/barrel    5[  ] Bottles     
                                                                                6[  ]Basin                7[  ] Others: 

22. Which specific water container do you USUALLY store your drinking water? (Tick one) 
     1[  ] Jerry Can    2[  ] Bucket    3[  ] Clay pots     4[  ] Drum/barrel    5[  ] Bottles     
                                                                                6[  ]Basin               7[  ] Others: 

23. Do you treat your water?          1[  ] Yes        2[   ] No       (If NO, proceed to Q25) 

24. If YES, which treatment do you use regularly? (Tick one) 
          0[  ] Not applicable  2[  ] Solar disinfection   4[  ] chlorine/waterguard/aquatab/bleach    6[  ] Boiling                
          1[  ] Cloth filtration   3[  ] Sedimentation       5[  ] Water filter (biosand/ceramic)              7[  ] Others:   
25. If NO, why?   0[  ] Not applicable     2[  ] It is expensive                      4[  ] We are used to the water  already          

                              1[  ] Water is safe       3[  ] Do not know how to treat     5[  ]Other: 
26. How many liters of water do the entire household consume/use per day? (note that standard 1 Jerry 

Can = 20L) 

                1[  ] Less than 20L           2[  ] 20-37L              3[  ] 38-75L            4[  ] more than 75L     
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27. If you are paying for water, how much money in Liberian Dollar do you spend per day? 
          0[  ] Not applicable  1[  ] less than 40 LD        2[  ] 40-75 LD        3[  ] 75-150 LD      4[  ] More than 150 LD 
28. Who is responsible for maintaining the water point? (Tick one USUALLY doing the maintenance of 
the facility) 
             1[  ] None                    3[  ] Water management committees    5[  ] Village leaders     7[  ] Other:      
             2[  ] Public Works        4[  ] Community members/users           6[  ] Owner/private 
29. OBSERVE the condition of the water containers for collection and storage. 
             1[  ] Clean                   2[  ] Not clean                  3[  ] Others are clean while others are not 

30. OBSERVE the condition of the water containers for collection and storage. 
            1[  ] Covered                2[  ] Not covered              3[  ] Others are covered while some are not 

31.  How do you usually withdraw (get) drinking water from the container/storage? 
          1[  ] Tilt & pour into a cup/mug                 3[  ] Using bottle                                                   5[  ] Tap 
           2[  ] Using water scooper exclusively       4[  ] Dip the hand with any available mug/glass   6[  ]Others: 

 

Section 3: SANITATION PRACTICES 
 

32. Do your family own a latrine?   1[  ] Yes       2[  ] No  (if NO, proceed to Q37) 

33. If YES, who helped you construct the latrine? 
        0[  ] Not applicable   1[  ] Self           2[  ] Local authority/Govt        3[  ] NGO        4[  ] Others: 

34. If YES, which type of latrine? 1[  ] Flush/pour flush   3[  ] Pit latrine with slab    5[  ] Pit latrine w/o slab 

             0[  ] Not applicable          2[  ] Composting latrine    4[  ] Latrine draining to canal/creek/river   6[  ]Others 
35. If YES, how far is the latrine from your house? (Then, proceed to Q39) 
                0[  ] Not applicable   1[  ] Within 50 meters          2[  ] More than 50 meters   

36. If sharing latrine with others, how many families are sharing? 
                0[  ] Not applicable       1[  ] 2-4 families         2[  ] 5-7 families           3[  ] more than 7 families 

37. If NO Latrine, where your family members go for defecation? (Tick one which the family usually 
practices) 
          0[  ] Not applicable    2[  ] Neighbour’s latrine     4[  ] Dig a hole/cat hole          6[  ] Bush/backyard/field         
           1[  ] Public latrine      3[  ] Plastic bag                  5[  ] Creeks/canal/river           7[  ] Others: 
38. If NO Latrine, What could be the MAIN reason why your family cannot construct a latrine? (tick the 
main reason)  0[  ] Not applicable     2[  ] No space for construction     4[  ] A lot of space to defecate here 

                         1[  ] Expensive           3[  ] Defecation is not an issue     5[  ] Not a priority         6[  ] Others: 
39.  Where is baby’s/infant’s feces usually being thrown? (tick the one MOST common) 
                1[  ] Toilet                     3[  ] Bury                  5[  ] throw it on the ground/field         7[  ] Other:                
                2[  ] Garbage pit           4[  ] Bush                 6[  ] River/canal/creek 

40. Where do you dispose your household waste/garbage? (Tick one which is most common)       
               1[  ] Garbage pit/bury        3[  ] Burn             5[  ] Public disposal area    7[  ] Landfill/to fill low ground  
                2[  ] Composting                4[  ] River            6[  ] thrown anywhere         8[  ]Other: 

 

Section 4: DISEASE MORBIDITY/MORTALITY & MANAGEMENT 
 

41. In the last 2 weeks, has anyone in your family had a diarrhoea? [Note that diarrhea is defined 

as the passing of stool 3 times or more in 24 hours whether it is watery, bloody, mucoid or 

water-wash like] 
              1[  ] Yes        2[  ] No  (if NO, go straight to Q43) 

42. If YES, how old is the family member who had diarrhea? __________ 
           0[  ] Not applicable        1[  ] 0-5yo           2[  ] 6-17yo          3[  ] 18-59yo          4[  ] 60 and above 

43. Has anyone in your household passed away (died) due to diarrhea for the last 1 month? (Be 
sensitive/ courteous in asking this question)     1[  ] Yes         2[  ] No    (if NO proceed to Q45) 

44. If YES, how old was that member of the household? _____ (referring to Q43) 
           0[  ] Not applicable      1[  ] 0-5yo             2[  ] 6-17yo           3[  ] 18-59yo          4[  ] 60 and above 

45. What do you usually do when a member of the family is having diarrhea? [tick all that are 
mentioned]      
          1[  ] No action      3[  ] Buy medicines  5[  ] Give ORS/SSS       7[  ] Go to clinic/health facilities    
           2[  ] Give herbs    4[  ] Stop Feeding    6[  ] Continue Feeding   8[  ]Go to traditional healer    9[  ] Other 
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46. What do you think can be the cause of diarrhea? (Tick all that respondent mentions but do not 
influence) 
           1[  ] Rain             4[  ] Dirty Hands              7[  ] Part of child’s growth       10[  ] Black magic/witchcraft 
            2[  ] Germs          5[  ] Dirty food                 8[  ] Poor hygiene                   11[  ] Do not know 

            3[  ] Flies             6[  ] Dirty water               9[  ] Open defecation              12[  ]Other 
47. How do you think diarrhea can be prevented? (Tick all what respondent mentions but never 
influence his/her responses.)    
               1[  ] Do not know           5[  ] Drink clean water             9[  ] Prepare food properly (cooking, washing)     
                2[  ] Latrine use             6[  ] Treating water                10[  ] Wash hands with water and soap/ash 
                3[  ] Covering food        7[  ] No open defecation        11[  ] Go to traditional healer     
                4[  ] Prayer                    8[  ] Store water safely          12[  ] Others, specify:  
48. In the last 2 weeks, has anyone in your family had malaria?    
               1[  ] Yes       2[  ] No (if NO proceed to Q50) 

49. If YES, how old is the family member who had Malaria? __________ 
                  0[  ] Not applicable      1[  ] 0-5yo         2[  ] 6-17yo        3[  ] 18-59yo         4[  ] 60 and above 

50. Has anyone in your household passed away (died/loss) due to malaria for the last 1 month? (Be 
sensitive/courteous in asking this question)       1[  ] Yes            2[  ] No    (If NO, proceed to Q52) 

51. If YES, how old was the person? __________        
                  0[  ] Not applicable     1[  ] 0-5yo         2[  ] 6-17yo        3[  ] 18-59yo         4[  ] 60 and above 

52. What do you think is the cause of Malaria?       
               1[  ] Do not know        3[  ]Dirty food/water     5[  ] Witchcraft        7[  ] Bush/grasses        9[  ]Flies 
                2[  ] Rain/water           4[  ] Mosquito bites      6[  ] Sunshine         8[  ] Others 
53. What do you think is the best way to protect yourself from malaria? (Tick what respondent able to 
mention) 
               1[  ] Use oil/lotion/herbs on skin                4[  ] Use of smoke               7[  ] Proper hygiene          
               2[  ] Not taking dirty water/food                 5[  ] Stop witchcraft              8[  ] Others, specify:         
               3[  ] Eliminate mosquito breeding site       6[  ] Use of Bed nets                          

 

Section 5: HANDWASHING PRACTICES 
 

54. Kindly give me the key times you usually wash your hands? ONLY tick what the respondent 
mentions.       
              1[  ] Before eating          4[  ] After latrine use               7[  ] After handling baby’s diaper/feces             
              2[  ] After eating             5[  ] Before feeding child         8[  ] Before food preparation 
              3[  ] After defecation      6[  ] After handling rubbish      9[  ] After handling animals     10[  ] 
others 

55. What do you usually use in washing hands? (Tick the most commonly practiced) 
              1[  ] Water only                                   3[  ] Water & Soap                 5[  ] Other, specify: 
              2[  ] Water & Sand/leaves                  4[  ] Water and ash        

56. If the answer is 1 (water only), What is the MAIN factor that prevents your family from using soap?       
              0[  ] Not applicable                                         3[  ]Negligence/laziness                  6[  ] Other:      
              1[  ]Washing with soap takes time                 4[  ] Water alone cleanses the hand                   
              2[  ] Soap is not a practice even before         5[  ] Expensive to buy soap 

57. OBSERVATION ONLY: Is there any hand washing facility available around the home? 
          0[  ] No available washing facility 
          1[  ] There are water and soap near or within the latrine (ONLY in households with latrine facility) 
          2[  ] There is ONLY water near or within the latrine (ONLY in household with latrine facility) 
          3[  ] There are water and soap at a designated hand washing area. 
          4[  ] There is ONLY water at a designated hand washing area. 
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Section 6: HYGIENE MESSAGES & SOURCES 
 

58. Have you heard any health/hygiene messages for the last 3 months?      
                 1[  ] Yes        2[  ] No (if NO, proceed to Q61) 

59. If YES, can you tell me which hygiene messages you can recall? 
     0[  ] Not applicable                 6[  ] Use latrine for defecation               12[  ] Dispose baby’s feces to the toilet 

     1[  ] Bury feces                       7[  ] Clean & cover water containers      13[  ] Water treatment (boil, chlorine,etc.) 

     2[  ] Use of ORS/SSS             8[  ] Dispose garbage properly              14[  ] Use of mosquito nets      

         3[  ] Cover food                  9[  ] Prepare food hygienically                15[  ] Wash hands with water & soap        
         4[  ] Report cholera case         10[  ] Stop open defecation                      16[  ] Other, specify:       
         5[  ] Bath regularly                   11[  ] Cleanliness around water point   
60. From where you heard this/these message/s? 
        0[  ] No Applicable                 5[  ] Government’s health workers          10[  ] Community Health Volunteers  
        1[  ] School children               6[  ] NGO staff                                        11[  ] Church/Mosque        
        2[  ] Poster/flyer/leaflets         7[  ] Radio                                               12[  ] Community events   
        3[  ] Private groups                 8[  ] SMS/Phone                                    13[  ] TV         
        4[  ] Clinic/hospital/                 9[  ] Traditional leader                            14[  ]Others: 
61. In which channel of communication or mechanisms do you prefer most to get information on 
health and hygiene or any information that you want to hear or learn? (just tick the MOST preferred 
one) 
         1[  ] Radio                                 6[  ] Bulletin boards                               11[  ] Through Church/mosque 
         2[  ] SMS/Mobile phone            7[  ] Video showing                               12[  ] Public address system   
         3[  ] TV                                      8[  ] Training/sessions/FGD                  13[  ] Other, specify: 
         4[  ] House visit                         9[  ] Drama presentation        
         5[  ] Posters/pictures               10[  ] Flyers/brochures/printed materials 

 

NOTES: 

 

 Review the questionnaire 

 Ensure that you did not skip/forget any of the required field. 

 Thank the respondent for his/her participation. 
 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

The original format of the questionnaire has been modified in this copy to suit the margins 

requirement of this report. The original copy of the questionnaire was composed of 4-page 

document. Nonetheless, the contents are the same. 



87 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

Annex D: FGD Guide 
 
Focus Group Discussion (Baseline) 
Water, Sanitation & Hygiene Promotion (WASH) 
7 Counties & 5 Cities of Liberia 

 
 

 
 
 
 
 
 
 
 
 
 
 
 

Note that FGD should be done by minimum of two staff. One serves as the facilitator and the other one 

will be the documenter. 

County  District  Date  
 

City  Community/Village  
 

Total No. Of 
Participants 

 Male 
(adult) 

 Female 
(adult) 

 Girls 
(10-17) 

 Boys 
(10-17) 

 

 

 

Facilitator 
 

 

Documenter 
 

 

A. ACCES TO WATER 
 

QUESTIONS RESPONSES 

What is the main source of your 
drinking water? [get percentage of 

people collecting from a particular 
source if possible.] 

1.  

 
 
 

2. Who constructed the water 
point? 

 
 

3. How satisfied are you for the 
construction or rehabilitation 
of the water point? 

 

4. How far from most households 
is the main water point? 

       Time? Distance? 
 

 
 

5. Do you have any concerns 
about the water source? 

 
 
 
 
 

6. Who is usually the responsible 
for fetching water? (m/w/g/b) 

 
 
 
 

INFORMED CONSENT 
 

Hello.  My name is ______________________________, (the other member of the team will also introduce 
him/herself) and I am working with Oxfam GB.  We are conducting a survey and would appreciate your 
participation.  I would like to ask you a few questions about your access to water and sanitation.  You have been 
asked to participate in this study because your personal views and experience as community members is 
important to us.  The discussion usually takes around 40 minutes to complete. Whatever information you provide 
will be kept strictly confidential. 
 

Participation in this meeting is voluntary and you can choose not to answer any individual question or all of the 
questions. You can stop the discussion at any time. However, we hope that you will participate in this discussion 
since your views are important. 
 

Will you participate in this discussion?  At this time, do you want to ask me anything about the study?   
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7. Are there any issues faced by 
those who are collecting 
water? Give more details. 

 
 
 
 

8. How do you find the quality of 
water? 

 
 
 

9. Do community members treat 
their water? What is the 
common water treatment 
method people use? 

 

10. What significant change that 
the construction or 
rehabilitation of water point 
has brought in your 
community? 

TO BE ASKED DURING THE MIDLINE/ENDLINE 

11. How do you keep your water 
source safe and maintained? 

 

 
 
 
 

12. How the people keep the 
drinking water safe from 
contamination at household 
level? 

 

 

B. SANITATION  
 

13. Where do most people go for 
defecation? (explore some 
defecation practices, get 
percentage if possible) 

 
 
 

14. What motivates those who 
have constructed their own 
latrines? 

 
 
 
 

15. What prevents other families 
to construct their own latrines? 

 
 
 
 

16. How can we motivate people 
to construct latrines? What 
would be the better strategy? 

 
 
 
 
 

17. For those who have 
constructed family latrines, 
what significant change it 
brought to your family? 

 

18. How people dispose their 
household waste? 
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19. What significant change 
brought by the construction of 
sanitation facilities in your 
community? 

THIS CAN BE ASKED DURING THE MIDLINE/ENDLINE 
 
 
 
 

 

C. HANDWASHING 
 

20. What are the key times that 
most people here wash their 
hands? 

 
 
 
 

21. What materials/agent do most 
people use when washing hands? 

 
 

22. What do you believe as the 
benefits of washing hands with 
soap during key times? 

 
 
 
 

23. What are the reasons why others 
do not wash their hands with 
soap and water? 

 
 
 

24. How can we motivate people to 
wash their hands with soap during 
key times? 

 

 

D. DIARRHEA MANAGEMENT 
 

25. Are there any cases of diarrhea 
for the last 2 weeks? (get 
details on the age) 

 
 
 

26. Has anyone passed away/died 
of diarrhea for the last 1 
month? (age) 

 

27. What do you believe as the 
cause of diarrhea? 

 
 
 

28. What do you do when one 
member of your family gets 
diarrhea? 

 

29. What do you know about the 
benefits of drinking ORS/SSS for 
people with diarrhea? 

 

30. What can we do to prevent 
diarrhea? 

 
 
 

 

E. MALARIA 
 

31. Has there been any case of 
malaria for the last 2 weeks? 
[note down the age and 
number] 

 

32. Has anyone passed away/died 
of malaria for the last 1 month? 
(age and number) 
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33. What do you believe as the 
cause of malaria? 

 
 

34. What are you doing to prevent 
Malaria? 

 
 
 

35. How malaria can be best 
prevented in this community? 

 
 
 

 

F. COMMUNITY MOBILISATION/OTHER HP ACTIVITIES 
 

36. Have you heard of any 
health/hygiene messages for 
the last 3 months? Can you tell 
us what those messages are? 

 

37. Where are those messages 
coming from? (health workers, 
radio, campaigns, etc.) 

 
 
 
 

38. In which channel of 
communication or mechanisms 
do people preferred most to get 
information about 
health/hygiene? 

 
 
 
 
 

39. Are there government health 
workers in your community? 
What do they usually do? 

 

40. Are there any health volunteer 
groups in your community? 
What activities do they do in 
your village? 

 

41. What particular things did you 
learn from the volunteers? 

 
 

 

G. MENSTRUAL HYGIENE ( ONLY FOR FGD WITH WOMEN) 
 

42. What is your belief about 
menstrual period? 

 
 
 

43. How do women and girls deal 
with their menstrual period?  

 
 
 

44. What actions do they do and 
what items/materials they use 
to deal with their monthly 
period? 

 

45. How menstrual period affects 
women? 

 
 
 
 

46. How menstrual period affects 
young girls (below 17yo)? 

 
 
 

 

Never forget to express your gratitude and appreciation for the participants. Thank you!   
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Annex E: Covered Communities for KAP Survey [Rural Areas] 

County District Clan No. Community HH 
Interviewed 

Gbarpulo 

Belleh Lobarsu 
1 Gatimah 11 

2 Sasazu 11 

Gounwolaila Gou 
3 Boliah 10 

4 Palakwelle 12 

Grand Cape 
Mount 

Porkpa Seimavula 

5 Valley Way 11 

6 Bombor Dasalamu 11 

7 
Magima1 

11 

8 Selfula1 4 

9 Boesan 11 

10 Guassay A 10 

11 Sembehum 6 

Grand 
Gedeh 

Konobo 
Upper 
Gbillibo 

12 Sennitrudo 10 

13 Boundary Town 1 10 

14 Yarlee 10 

Gbao Jaladaye 

15 
Zleh Town 

10 

16 Towah 10 

17 Gaye B 10 

Grand Kru 

Upper Jloh Bluni 18 Beforh 6 

Kpi Togbaken 
19 Wartakpo 1 

20 Kofa 3 

Felo-Jekwi Jekwi 21 Jekwikpo 6 

Garraway Genoyah 22 Yeateken 10 

Bolloh 

Warsweh 23 Warkpo 2 

Karlakpo 24 Barwonkpo New 
Town 

1 

Dorbor Kartorborh 25 Seebordroh 6 

Fenetoe 

Flenwleh 26 Jarkakpo 2 

Bermeneh 

27 Barforwin 3 

28 Seekroken 2 

29 Nyankunkpo 4 

Forpoh Meneh 
30 Sarteken 4 

31 Juayen 5 

Lower Jloh Weagba 32 Karh 5 

Maryland 

Whojah 
Fulu 

33 Martuken 9 

34 Juluken 2 9 

Wuah 35 Dwejah 5 

Gwelekpoken 

Wantoken 36 Small Jay 5 

Gbalaken 

37 Sargloken 5 

38 Chiliken 10 

39 Gbaken 6 
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Nyorken Farjah 

40 Feloken 5 

41 Kpanaso 5 

42 Tenken 5 

Karluway 2 

Nyewraken 43 Kpanyanken 4 

44 Nye-Wissiken 18 

Dediabo 

45 Baboken 4 

46 Yorken 4 

47 Tarwoken 10 

Nimba 

Twan River Upper Gbei 

48 Gbei Bonnah 9 

49 Gbei Geoplay 11 

50 Gbei Queker Play 10 

51 Sergeant Old Town 10 

Boe & Quilla Sarlay 

52 Yoelay 10 

53 Sarlay 10 

54 Tarwea 10 

55 Kahn Wentee 1 10 

Gbor Kerbaye 

56 Payee 10 

57 Kpayglay 10 

58 Taylay 10 

River Gee 

Nanee Gbleken 59 Dartoken 10 

Glaro Youbor 60 Tarslah 10 

Karforh Woloken 61 Woloken 10 

Nyenebo Gbokoken 62 Jalatoken 10 

TOTAL 25 30 62 62 482 

 

Note: There are villages with very few respondents. This was not expected during the planning 

stage. The clans and villages were randomly selective using simple random sampling. In some 

villages, data collectors could not find enough number of respondents to complete the minimum 

number required for such particular villages. After saturating the available households, they 

opted to proceed to either among the randomly selected villages or with the adjacent village 

within the list of target communities [with consultation from the data collector to the supervisors 

and research team leader].  

It is also interesting to note that the number of respondents per village was determined based 

on the overall population of the district. The district was assigned with specific number of 

respondents in relation to its population and the minimum sample size. 

It was found out during the analysis period that 10 of the 62 sample villages [highlighted in 
green] are currently being served by Unicef under DGIS programme. 
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Annex F: Covered Communities for KAP Survey [Urban Areas] 

City No. Community 

HH 
Interview

ed City No. Community 

HH 
Intervi
ewed 

Ganta 

1 Boe Community 16  
 
 
 
 
 

Pleebo 

31 Zone 1 9 

2 Ganta By-Pass 1 10 32 Zone 2 7 

3 Ganta By-Pass 2 10 33 Zone 3 10 

4 
Gbuyee 
community 10 34 

Zone 4 
9 

5 
Geneluee 
Community 10 35 

Zone 5 
8 

6 LPRC community 16 36 Zone 6 9 

7 Peace community 11 37 Zone 7 9 

8 Police Community 11 38 Zone 8 8 

9 Royal Community 10 39 Zone 10 8 

10 Valley community 11 40 Zone 11 8 

Harper 

11 
Bassa community 

7 
 
 
 
 
 
 
 
 

Zwedru 

41 
Bowen 
Quarter 6 

12 
Bishop  Hill 
community 8 42 

F.D.A. 
Community 7 

13 Hance Street 7 43 Gbagbaville 6 

14 
Hoffman Station 

7 44 
Jensonville 
Community 7 

15 
Lake Shepherd 
community 7 45 

Kpasuah Hill 
7 

16 
New Kru Town 

8 46 
Naio 
Community 7 

17 
Nyekangbo 
community 7 47 

Todyville 
8 

18 
Old Kru Town 
community 6 48 

Webbo 
Quarter 7 

19 Printing  Street 5 49 Zoe Bush 8 

20 
Stadium Road 
community 7 

 
TOTAL 49 

 
472 

Monrovia 

21 
Central Clara 
Town I 14 

 

Note: Each city was supposed to have 

10 communities for the baseline study. 

However, during the actual survey, it 

was found out that the 10th community 

in Zwedru, which is Cantonement Site 

is now part of the compound occupied 

by the UN Peace Keeping Forces. The 

households living nearby belong to 

Gbagbaville, which is also part of the 

study. The sampling size is not 

affected by this slight change. 

 

22 
Central Logan 
Town 14 

23 
Central New Kru 
Town 14 

24 Fiamah 14 

25 
Free Port 
Development 14 

26 Jamaica Road 14 

27 King Gray / ELWA 14 

28 
Struggle 
Community 14 

29 Topoe Village 14 

30 West Point 14 
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Annex G: Coverage Areas for FGD [Rural and Urban Areas] 

County District Clan Village 

Male FGD Groups 

Nimba Gbor Kerbaye Payee 

Grand Kru Garraway Genoyah Weateken 

Grand Cape Mount Porkpa Seimavula Bombor Dasalamu 

Gbarpolu Gounwolaila Gou Palakwelle B 

River Gee Karforh Woloken Woloken 

Maryland  Karluway  2 Nyewraken Nye-Wissiken 

Grand Gedeh Konobo Upper Gbilllibo Yarlee 

Grand Gedeh Gbao Jaladaye Towah 

Female FGD Groups 

Nimba Boe & Quilla Sarlay Kahn Wentee 1 

Grand Kru Kpi Togbaken Koffa Weah 

Maryland  Karluway  2 Dediabo Yorken 

Grand Gedeh Konobo Upper Gbilllibo Boundry 

Gbarpolu Gounwolaila Gou Boliah 

Grand Cape Mount Porkpa Seimavula Magima 

Grand Gedeh Gbao Jaladaye Zleh 

River Gee Glaro Yourbor Tarslah 

CHILDREN FGD Group 

Maryland  Karluway  2 Dediabo Tarwoken 

Nimba Twah River Upper Gbei Gbei Bonnah 

Grand Kru Garraway Genoyah weateken 

Grand Cape Mount Porkpa Seimavula Valle way 

River Gee Nyenebo Gbokoken Jalatoken 

Grand Gedeh Gbao Jaladaye Gaye 

Gbarpolu Belleh Lobasu  Gatimah 

Grand Gedeh Konobo Upper Gbilllibo Sennitrudo 

 

Men FGD Groups Female FGD Groups Children FGD Groups 

City Community City Community City Community 

Monrovia Central New Kru Town Pleebo Zone 5 Pleebo Zone 3 

Ganta Ganta Bypass 2 Ganta Boe Monrovia King Gray 

Zwedru Jensonvillie Harper Stadium Road Harper New Kru Town 

Harper Hoffman Station Monrovia Topoe Village 

Ganta Police Community Pleebo Zone 8 Zwedru Zoe Bush 
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Annex H: KAP Survey Administration Guidelines  

Points to Ponder 
in KAP Survey Administration (Developed by Abdullah Ampilan) 

 

1. YOU ARE IMPORTANT. Your skills in administering KAP Survey are indispensable. 

2. FAMILIARITY. Be familiar with the questionnaire, the questions and the procedures in 
administering KAP Survey. 

3. KNOW THE OBJECTIVES. Be guided also of the objectives why the KAP Survey is conducted. 

4. CLARITY. Clarify things. If there is confusion, ask. When in doubt, ask! 

5. RIGHT FOOT FORWARD. Never forget to introduce yourself, the activity and the importance 
of the participation of the respondents. 

6. CONSENT & CONFIDENTIALITY. Ask for the informed consent. Tell about how you value 
confidentiality. Give time for respondent to ask queries about the survey. 

7. NO COMPULSION. Respondent has the right not to participate. Never force the respondent to 
answer a specific question he/she is not willing to talk about. Rephrase if needed. Note the 
observations. Be keen about the sensitivity of the question. 

8. ONE AT A TIME. Asking two or more questions at a time will confuse the respondent. 

9. NO SPOON FEEDING. Do not lead the respondent to a specific answer. Do not enumerate the 
choices. Let the respondent speak independently. 

10. COMMENT PLEASE. If possible, never leave any unanswered question, put a comment when 
appropriate. 

11. WORRY NO MORE. Do not worry if respondents cannot give answers or give responses you 
think not right. Just write down a comment or the actual response.  

12. SENSITIVITY. Be sensitive to the senses and practices of the respondents. Be tactful and 
courteous. 

13. TRANSLATION & PERCEPTION. Be careful and critical in translating the questions. Speak to 
the level of the respondents. 

14. CONCLUDE NOT. Do not tell the respondents about their problems. Let them express. 

15. NO TEACHING OR PREACHING. Do not teach. Do not advice. You are still gathering data 
and information. 

16. IGNORANCE IS GOOD. Consider yourself ignorant of the respondent’s situation. You are a 
learner and a researcher. 

17. BE REAL. Make no assumptions in filling up the questionnaire. Be accurate! 

18. MAKE NO PROMISES. Avoid giving promises. Avoid words and actions that can be 
misinterpreted by the respondents, thus making them expecting that you are giving something 
else. 

19. REVIEW YOUR WORK. Make sure that you do not forget anything in the questionnaire.  

20. TIME MATTERS. Be aware of time. You may be staying with the respondent too long or doing 
things very quickly. 

21. THANK YOU. Never forget to thank and appreciate the respondents for their time and 

participation. 

22.  BE HAPPY. Have a happy heart in doing your work and more good things will be borne out of 

your gladness and dedication including quality output. 
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Annex I: FGD Guide 

FGD Simple Guides (Developed by Abdullah Ampilan) 

 

Things to consider BEFORE the FGD 
 

1. Be familiar with the objectives of the FGD and the key issues or topics that you will be facilitating 
with the community. 

2. Have the mastery with the tool/questionnaire you will be using. Clarify things with your direct 
line supervisor/team leader anything you are not sure of. 

3. Have the advance idea about the community where you will conduct the FGD so you know what 
to consider before stepping into the community including their social norms. 

4. Have the necessary materials available. 
5. If it is an organised pre-planned activity with the community, have the necessary 

communication to the village chief about the FGD, the time, venue and the intended 
participants you require. Other FGDs are done on-the-spot like rapid assessment and instant 
surveys, so it may not require advance information but if you can, it is good to have advance 
communication. For the on-the-spot FGD, you look for the chief or the next person take the 
available participants whom you believe have the ideas about the topics you will be discussing 
with them. 

6. Consider to be in the place ahead of time so you can still address some concerns like the venue, 
arrangement of the chairs, etc. 

7. FGD participants are limited. Limit your participants between 6 to 12.  
8. Determine if you will be conducting FGD to mixed or all female/all male participants. There are 

areas and cultures that female do not mingle with men especially in public discussions and a 
female staff only facilitates an all-female FGD activity. 

9. Rehearse how you will be facilitating the discussions especially if you are new to FGD. 
10. There should be a facilitator and a documenter. Each of these roles has specific minimum skills 

to possess. 
 

During the FGD Day 
 
Preliminary 

 Be on time if you cannot be ahead of time! 
 See to it that participants are comfortable and if possible, participants do sit in a circle. 
 If you think that the enough number of relevant participants is already in the venue, you can 

ask them if you can start the activity. 
 
Actual FGD 
 
1. Greet the participants and thank them for responding to the invitation. 
2. Introduce yourself and your colleague and ask the participants introduce themselves too. 
3. Explain to the participants that you are a researcher sent by Oxfam to conduct brief discussions with 

you on specific topics.  
4. Inform them of the main objective of the discussion which is to determine the current level of 

community’s access to water, sanitation and hygiene (WASH) facilities including people’s hygiene 
practices. Results of this discussion along with other discussions happening in other 25 districts and 
5 cities will be shared to the group of NGOs, the Government and the Unicef to understand people’s 
situation on water, sanitation and hygiene. 



97 | A 2013 study on current community access to and practices on Water, Sanitation and Hygiene in select rural and urban settlements in Liberia 
 

5. Tell them that the discussion will be around 40 minutes or so depending on the interactions of 
people. 

6. Refer to the FGD Guide for the example of how you do the informed consent. 
7. At this point, you can ask them if they have clarifications before you start asking specific questions. 
8. Use the guide FGD Questionnaire to guide you in your discussions. It is also expected that the 

documenter is having the same questionnaire. 
9. After the FGD session, the facilitator can summarise briefly what had been discussed. 
10. Never forget to express the team’s gratitude for their cooperation and participation. 
 
 
NOTES 

 Try to encourage active participation from the participants. If there is a dominant participant 
who talks a lot, try to moderate such person by encouraging others to give their opinions too. 
Be careful in trafficking the one who is talking a lot. (You may say....thank you so much for your 
opinion, may we hear from others (women and silent participants) what they can say about the 
topic. 

 Show interest to what participants are saying but be focus on the topic. Bring back the 
conversation to the topic if the discussion is deviating. 

 Listen attentively to what the participants are saying. 

 Stay focus and cool. 

 Enjoy the activity too! 
 
This is just a guide. If you have a better way of doing things, do it but do not deviate from what is 

appropriate and recommended. Use your best judgement! 
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Annex J: Community Contact Persons 

No. Name Designation Office Contact Details Place 

1 F. Josiah K.B 
Sewah 

County 
surveillance 
officer (CSO)  

County Health 
Team 

0888-165-
148/0776-782-
452 

Grand Kru 

2 Cecelia Baar District Health 
Officer (DHO) 

County Health 
Team 

0886-884-
101/0777-118-
269 

Grand Kru 

3 Robertson 
O’darbeh 

General  
Community 
Health 
Volunteer 
(gCHV) 

County Health 
Team 

0880-615-356 Grand Kru 

4 Paul M. Kimbah Gender 
Coordinator,  

Ministry of 
Gender 

0886-766-011 Gbarpolu 

5 Jonathan 
Nyankolor 

Former District 
Commissioner 

Ministry of 
Internal Affairs 

0886-999-855 Gbarpolu 

6 Francise S. Garjay Secretary,  Cross, Border 
women 

0886-877-798 Gbarpolu 

7 Daniel Williams Administrative 
Assistance to 
Superintendent 

 County 
Superintendent 
office 

0886-539-537 Harper, 
Maryland  

8 Aloysius  Hne District 
Commander 

 0886-679-115  Pleebo, 
Maryland 

9  Momo Kamara Environmental 
Health 
Supervisor 

Ministry Of 
Health& Social 
Welfare 

0880-546-440 Monrovia 

10 Leahown Tokpah Environmental 
Health 
Coordinator 

Ministry Of 
Health& Social 
Welfare 

0886-550-268 Monrovia 

11 Abraham Fofana PRO Struggle 
community 

0777-316-471 Monrovia 

12  David L. Jacobs Chairman Central Clara 

Town 

0886-455-079 Monrovia 

13 Sam Blamo Asst. To Comm West point 0886-715-264 Monrovia 

14 David Coleman Chairman Central Logan 

Town 

0886-794-887 Monrovia 

15 Lewis Clinton Elder  King Gray 0886-522-542 Monrovia 

16 Matthew Dee Chairman Topoe Village 0776-982-046 Monrovia 

17 Yeatoh P. Jallah Chairlady Free Port 

Development 

0886-531-245 Monrovia 

18 Gabriel G. 

McCauley 

Chairman Jamaica Road 0886-876-638 Monrovia 
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19 Michael Chea Teacher Dartuken, 
Nanee Dist. 

No number River Gee 

20 Anthony Doe  Town Chief Woloken, 
Karforh Dist. 

No number River Gee 

21 Quayton terry County registrar Fish Town 0880-802-003 River Gee 

22 Lawrence V. 
Moore 

Environmental 
Health 
Supervisor 

County Health 
Team 

0886-819-593 Grand 
Cape 
Mount 

23 Rita Karr City Mayor Zwedru City 
Mayor Office 

0886-282-138 Zwedru, 
Grand 
Gedeh 

24 George Yah Staff Office of the 
District Sup 

0886-496-844  Gbao, 
Grand 
Gedeh 

25 Joe Beawee Staff Ministry of 
Internal Affairs 

0880-399-
460/0777-418-
344 

Zwedru, 
Grand 
Gedeh 

26 Dor cooper City Mayor Ministry of 
Internal Affairs 

0886-406-382 Ganta, 
Nimba 

27 Garrison Luogan District contact Gbor 0886-855-688 Gbor, 
Nimba 

28 Johnny  Myamie District contact Gbor 0886-356-455  Gbor, 
Nimba 

29 Jessi Krduahn District contact Gbor 0880-102-679 Gbor, 
Nimba 

30 Emmanuel Paye Administrative 
Assistance city 
mayor 

Ganta city 
office 

0886-468-114  Ganta, 
Nimba 

31 Peter Bean District contact Twan River 0880-512-318  Twan 
River, 
Nimba 

32 Prince W Kiegar Town contact Tarwea Town 0888-643-212  Boe & 
Quilla, 
Nimba 

33 Kruah blah Town contact Quekerplay 
Town 

No number Boe & 
Quilla, 
Nimba 

34 John Menkuzan Town contact Sergeant Town No number Boe & 
Quilla, 
Nimba 

35 Anthony Grudua Town contact Sarlay Town No number Boe & 
Quilla, 
Nimba 

36 James Siaway Town contact Yoelay Town No number Boe & 
Quilla, 
Nimba 

37 John Wente Town contact Kahn Wente 
village 

No number Boe & 
Quilla, 
Nimba 

38 Peter Daye Town contact Geoplay Town No number  Boe & 
Quilla, 
Nimba 
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Annex I: Baseline Study Team 

No. Name Designation Contact Details 

National Team 
1 Abdullah Ampilan Baseline Study 

Consultant 
AAmpilan@oxfam.org.uk 
duoi@ymail.com  

2 Nyan P. Zikeh PH Coordinator nzikeh@oxfam.org.uk 
nyanzikeh@yahoo.com 

3 Khakay Garmondyu Baseline Study Assistant garmondyukay@yahoo.com 

Grand Gedeh Field Team 

4 Gibson Weah Doe Supervisor 077-290-285/ 
doegibson@ymail.com 

5 Kukor T. Zulu Data Collector 0886-261840/0776-188-426 

6 Grace Tweh Data Collector 0886-488-803/0776-893-124 

7 Wlekomun A. Degbe Data Collector 0880-931-755 

8 Constance Lisa Otoo Data Collector 0886-997-632/0770-018-520 

9 Patience T. Baye Data Collector 0880725-559/0777-374-168 

10 Amos Quiah Data Collector 0880-550-943 

Grand Kru Field Team 

11 Otis   GarGlarn Supervisor 0886-487-504 

12 Martin L. Yarkpawolo Data collector 0880-471-768 

13 Dickson D. Weah Data collector 0886-220-807 

14 F. Josiah K.B Sewah Data collector 0888-165-148/0776-782-452 

15 Cecelia Baar Data collector 0886-884-101/0777-118-269 

16 Robertson O’darbeh Data collector 0880-615-356 

Gbarpolu Field Team 

17 Guladiya GbanGbolor Supervisor 0886-573-163/ 
gguladiya@ymail.com 

18 Annie Falikae Data collector No phone 

19 Charles Mulbah Data collector No phone 

Grand Cape Mount Field Team 

20 Susan A. Diggs Supervisor 0886-986-944 

21 Jeremaih K. Pewu Data collector 0886-641-634 

22 Anitiah K Teah Data collector 0777-353-888 

23 Daye Coffee Data collector 0880-361-824 

Maryland Field Team 

24 Henry Karim Supervisor 0886-340-241/ 
henrykarim@yahoo.com 

25 Charlesetta  Dorbor Data collector No number  

26 Charles Zikeh Data collector 0886-659-437 

27 Roseline Hinneh Data collector 0880-740-117 

28 Edward B Nagbe Data collector 0886-386-508 

29 Talley Brown Data collector 0886-940-874 

30 Joseph M Dunor Data collector 0886-374-706 

31 Dickson  D. Korfeh Data collector 0886-883-171 

32 Edwin G. Kiazolu Data collector 0886-254-652 

River Gee Field Team 

33 Jetty  Zegbeh Supervisor 0886-408-345/ 
jettykokeh23@yahoo.com 

34 N. Quayeton Terry Data collector 0880-802-003 

35 Alice Toe Data collector 0776-960-414 

mailto:AAmpilan@oxfam.org.uk
mailto:duoi@ymail.com
mailto:nzikeh@oxfam.org.uk
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Monrovia Field Team 

36 Khakay Garmondyu Supervisor 0886-575-015/ 
garmondyukay@yahoo.com 

37 Augustus Coleman Data collector 0880-599-728 

38 Amelia Karduan Data collector 0886-627-423 

39 Francis Doe Data collector 0886-601-586 

40 Surprise K. Daykar Data collector 0886-416-305 

Nimba Field Team 

41 S. Dave Yeesean Supervisor 0886-473-475 

42 Kou Quetee Data collector 0770-238-314 

43 John K. Scott Data collector 0880-923-225 

44 Joe Mealo Data collector 0886-315-229 

45 James Yantay Data collector 0886-999-045 

46 D. paye Ben Data collector 0886-873-080 

47 Yeegea Nyeayea Data collector 0886-976-761 

48 P. Jenkins Dahn Data collector 0880-564-295 

49 Nohn Parwon Data collector 0886-600-814 

50 Austin P. Bartuah Data collector 0886-824-709 

Data Encoding Team 

51 Khakay Garmondyu Data Encoding Team Leader 0886-575-015 

52 Amelia Karduan Data Encoder 0886-627-423 

53 Francis Doe Data Encoder 0886-601-586 

54 Charles Martin, Jr. Data Encoder 0886-874-309 

55 Mohamed Sesay Data Encoder 0886-471-622 

56 Harlee Juwry, Jr. Data Encoder 0886-310-992 

57 Rena Freeman Data Encoder 0886-905-392 

58 Eddie Dilah Data Encoder 0886-834-442 

59 Ebenezer Strother Data Encoder 0886-557-940 
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