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1 INTRODUCTION 

The 2007 Liberia Demographic and Health Survey (LDHS) was carried out by the Liberia Institute for 
Statistics and Geo-Information Semiccs (LISGIS), the Ministry of Health and Social Welfare (MOH) and 
the National AIDS Control Program (NACP), with data collection, processing and editing lasting from 
late December 2006 to April 2007, using a nationally representative sample of over 7,000 households. All 
women and men aged 15-49 years in these households wcre eligible to be individually interviewed and 
were asked to provide a blood sample for HIV testing. The blood samplcs were dried and carried to the 
National Laboratory of the Minishy of Health and Social Welfare on the JFK Hospital compound in 
Monrovia where they were tested for the Human lmmunodeficiency Virus (HIV). 

The 2007 LDHS was designed to provide data to monitor the population and health situation in Liberia. 
Specifically, the LDHS collected infomation on fertility levels, marriage, sexual activity, fertility 
preferences, awareness and use of family planning methods, breastfeeding practices, nutritional status of 
women and young children, childhood and maternal mortality, maternal and child health, domestic 
violence, awareness and behavior regarding HIVIAIDS and other sexually transmitted infections. 

This preliminary report presents the results of some selected key indicators from the 2007 LDHS. A 
comprehensive report of the fmdings of the survey will be published in early 2008. While considered 
provisional, the results presented here are not expected to differ significantly from those to be presented 
in the detailed report. 



2 SURVEY IMPLEMENTATION 

2.1 Sample  Design 

The LDHS sample was designed to produce most of the key indicators for the country as a whole, for 
urban and rural areas separately, and for Monrovia and each of five regions that were formed by grouping 
the 15 counties. The regional groups are as follows: 

1 Greater Monrovia 
2 North Western: Bomi, Grand Cape Mount, Gbarpolu 
3 South Central: Montserrado (outside Monrovia), Margibi, Grand Bassa 
4 Southeastern A: River Cess, Sinoe, Grand Gedeh 
5 Southeastern B: Rivergee, Grand Kru, Maryland 
6 North Central: Bong, Nimba, Lofa 

Thus the sample was not spread geographically in proportion to the population, but rather more or less 
equally across the regions. As a result, the LDHS sample is not self-weighting at the national level and 
sample weighting factors have been applied to the survey records in order to bring them into proportion. 

The survey utilised a two-stage sample design. The first stage involved selecting 300 sample points or 
clusters from the list of 4,602 enumeration areas (EAs) covered in the 1984 Population Census. This 
sampling 'frame' is more than 20 years old and in the intervening years Liberia has experienced a civil 
war and considerable population change. Many people left the country altogether, others lost their lives, 
while others moved within the country. For example, some households in rural areas relocated into larger 
villages in order to be better protected. New communities were established, while existing ones had 
cxpanded or contracted or even disappeared. Furthermore, as urban areasespecially Monrovia- 
expanded, some EAs that were previously considered rural may have become urban, but this will not be 
reflected in the sample frame. Taking all these factors into account, it is obvious that the 1984 census 
frame is not ideal to bc used as sampling frame; however, it is still the only national frame which covers 
the whole country. 

LlSGlS conducted a fresh listing of the households residing in the selected sample points, along with 
identifying the geographic coordinates (latitude and longitude) of the center of each cluster (GPS coding). 
The listing was conducted from March to May 2006. The second stage of selection involved the 
systematic sampling of 25 of the households listed in each cluster. It later turned out that there was a 
problem with the sample frame for Monrovia that resulted in two areas being erroneously oversampled. 
To correct this error, two clusters were dropped altogether, while five others were replaced in order to 
provide more balance in the selection. Thus the survey covered a total of 298 cluster-1 14 urban and 
184 rural. 

All women and men aged 1549  years who were either permanent residents of the households in the 
sample or visitors present in the household on the night before the survey were eligible to be interviewed 
in the survey and to give a few drops of blood for HIV testing. 

2.2 Questionnaires 

Three questionnaire-a Household Questionnaire, a Women's Questionnaire, and a Men's 
Questionnaire-were used in the survey. The contents of these questionnaires were based on model 
questionnaires developed by the MEASURE DHS program. 



In consultation with a group of stakeholders, LISGIS and Macro staff modified the DHS model 
questionnaires to reflect relevant issues in population, family planning, HIVIAIDS, and other health 
issues in Liberia. Given that there are dozens of local languages in Liberia, most of which have no 
accepted written script and are not taught in the schools, and given that English is widely spoken, it was 
decided not to attempt to translate the questionnaires into vernaculars. However, many of the questions 
were 'broken down' into a simpler form of Liberian English that interviewers could use with respondents. 

The household questiomaire was used to list all the usual members and visitors in the selected 
households. Some basic information was collected on the characteristics of each person listed, including 
age, sex, education, and relationship to the head of the household. The main purpose of the household 
questionnaire was to identify women and men who were eligible for the individual interview. The 
household questionnaire also collected information on characteristics of the household's dwelling unit, 
such as the source of water, type of toilet facilities, materials used for the floor and roof of the house, 
ownership of various durable goods, and ownership and use of mosquito nets. In addition, this 
questionnaire was also used to record height and weight measurements of women aged 15-49 years and 
children under the age of 5 years, and women and men's consent to volunteer to give blood samples. The 
HIV testing procedures are described in detail in the next section. 

The woman's questionnaire was used to collect information from all women aged 15-49 years and 
covered the following topics: 

Background characteristics (education, residential history, media exposure, etc.) 
Reproductive history and child mortality 
Knowledge and use of family planning methods 
Fertility preferences 
Antenatal and delivery care 
Breastfeeding and infant feeding practices 
Vaccinations and childhood illnesses 
Marriage and sexual activity 
Woman's work and husband's background characteristics 
Infant and child feeding practices 
Awareness and behavior about AlDS and other sexually transmitted infections (STIs) 
Adult mortality including maternal mortality. . 

The woman's questionnaire also included a series of questions to obtain information on women's 
experience of domestic violence. These questions were administered to one woman per household. In 
households with two or more eligible women, special procedures were followed in order to ensure that 
there was random selection of the woman to be interviewed and that these questions were administered in 
privacy. 

The man's questionnaire collected similar information contained in the woman's questionnaire, but was 
shorter because it did not contain questions on reproductive history, maternal and child health. nutrition, 
maternal mortality or domestic violence. 

All aspects of the LDHS data collection were pretested in July 2006. For the pretest, LISGIS recruited 19 
people to attend the training, most of whom were LISGIS staff, with a few from other organizations 
involved in the survey, e.g., the National AlDS Control Program. Training was held at the Liberia Bible 
Society for 11 days from June 20 to July 1. Twelve of the 19 participants were selected to implement the 
pretest interviewing. Two teams were formed, each with one supervisor, three female interviewers and 
two male interviewers. Each team covered one rural and one urban enumeration area. Since the work was 
being done during the heavy rainy period, the rural areas selected were off a main paved road, about 1-2 



hours' drive from Monrovia, and the urban areas were both in Monrovia itself. Pretest interviewing took 6 
days, from July 4-9. In total, the teams completed interviews with 95 households, 82 women and 60 men, 
and collected 118 blood samples. The pretest resulted in deleting some questions and making 
modifications in others. 

2.3 HIV Testing 

All eligible women and men age 1549  who were interviewed were asked to voluntarily provide some 
drops of blood for HIV testing. The protocol for the blood specimen collection and analysis was based on 
the anonymous linked protocol developed by DHS and approved by Macro International's Institutional 
Review Board. The protocol for the LDHS was also reviewed and approved by the Liberian National 
Ethics Committee on Bio-Medical Research. The protocol allows for the merging of the HIV results to 
the sociodemographic data collected in the individual questionnaires, provided that the information that 
could potentially identify an individual is destroyed before the linking is effected. This requires that 
identification codes be deleted from the data file and that the back page of the Household Questionnaire 
that contains the bar code labels and names of respondents be destroyed prior to merging the HIV results 
with the individual data file. 

For the purposes of blood sample collection, to obtain informed consent for blood taking for HIV testing, 
interviewers explained the procedures, the confidentiality of the data, the fact that test results could not he 
linked or made available to the subject, and informed respondents how they could establish their status 
through VCT services. Interviewers then collected a dried blood spot sample on a filter paper card from a 
finger prick using a single-use, spring-loaded, sterile lancet. Each blood sample was given a bar code 
label, with a duplicate label attached to the Household Questionnaire on the line showing consent for that 
respondent. A third copy of the same bar code label was affixed to a Blood Sample Transmittal Form in 
order to track the blood samples from the field to the laboratory. Filter papers were dried overnight in a 
plastic drying box, after which they were packed in individual ziploc bags with dessicants and a humidity 
indicator card and placed in a larger air-tight bag for each sample point. Blood samples were periodically 
collected in the field along with the completed questionnaires and transported to LISGlS headquarters in 
Monrovia for logging in, after which they were taken to the National Laboratory of the Ministry of Health 
and Social Welfare at the JFK Hospital compound for HIV testing. 

At the laboratory, the bar code labels on the dried blood spot samples were scanned into the computer 
using a program specially developed by Macro that pre-assigns to each sample a sequential number for 
ease in tracking. The blood spots were kept refrigerated or frozen depending on how long it would be 
untiI they could be tested. After the samples were allowed to attain room temperature, a circle (a 
completely filled and well saturated spot without blood clot) of at least 6.3 mrn in diameter was taken 
from each filter paper using a hole punch. Each blot was placed into its pre-assigned well in the elution 
plate that contained 200 p1 of phosphate buffered saline (PBS, pH 7.3-7.4) and left in the refrigerator 
overnight at 2-8' C. These eluates were then diluted and tested with Vironostika HIV Uniform I1 Plus 0 
(BioMerieux). All positive samples and 10 percent of negative samples were then tested with Enzygnost 
Anti-HIV I12 Plus ELISA test kit (Dade-Behring). Finally, any discordant samples were tested on 
Western Blot 2.2 (Abbott) to resolve the discrepancics. Positive samples were also tested with Pepti-Lav 
112 (BioRad) to differentiate HIV-I and HIV-2. 

Prior to the survey, the NDS laboratory had some experience using its ELISA machine for measles and 
yellow fever testing, but no experience with ELISA testing for HIV. Macro laboratory specialists and a 
consultant worked with the NDS staff to purchase and install a new refrigerator and a new freezer, as well 
as other equipment and supplies, and trained six laboratory technicians in how to run the various tests. In 
part as a means of training and for checking the validity of the HIV testing protocol, the Macro laboratory 
specialist also worked with NDS staff to conduct a validation study. For this, after obtaining informed 



consent, they collected both venous and capillary blood samples from 40 known HIV-positive and 40 
known HIV-negative individuals from various sites in Monrovia, including the voluntary counseling and 
testing center at JFK Hospital, the Catholic Hospital, and an association for HIV-positive individuals 
(LIGHT). The comparison of the venous and dried blood spot samples showed a very high correlation. 

Although the plan is to eventually merge the HIV test results with the individual questionnaire records, 
this step cannot be carried out until the bar codes on the questionnaires have been destroyed and the 
cluster numbers scrambled, which will take some time. Consequently, for this preliminary report, the 
HIV prevalence results are available only by age, sex, residence, and region. 

2.4 Training 

LlSGlS recruited 122 field staff candidates from Monrovia, mostly by word of mouth. Many of the 
candidates had participated in either the LDHS pretest or a prior survey. LlSGIS then organized a 4-week 
training course from November 14 to Decmber 9 at the LlSGlS Headquarters in Monrovia. Trainers 
included four staff who participated in the LDHS pretest and two Macro staff. Training consisted mainly 
of lectures followed by mock interviews between tramees. Three quizzes were administered. graded and 
reviewed. 

The third week of training consisted largely of ~nstructions on how to take anthropometric measurements 
and procedures for HIV testing (how to administer informed consent, how to take blood spot samples, 
how to dry the filter papers, and how to pack them up the next morning). During the final weck of 
training, participants had two field practice sessions in which they were divided into teams and conducted 
interviews with households located in Monrovia. 

AAer several long meetings, senior LDHS staff and the trainers decided on the final assignment of 
participants to teams. Unfortunately, the pool of candidates did not include a sufficient number of 
speakers of all the local dialects spoken in the sampled areas. Although English is widely spoken, it is 
preferable to be able to conduct the interviews in respondents' dialects, given the sensitivity and 
complexity of some of the questions. Also, since the vehicles could only hold six people, it was decided 
not to have a field editor on each team and instead to ask one of the interviewers to help the supervisor in 

.: checking questionnaires when the workload was heavy. The final day of training consisted of a session 
with the team supervisors to train them on how to supervise fieldwork and how to edit completed 
questionnaires. 

2.5 Fieldwork 

A total of 19 teams were organized for thc data collection, each comprised of one supervisor, two female 
interviewers, two male interviewers, and one driver. Two senior staff from LlSGIS and one from the 
National AIDS Control Program were designated as field coordinators and were each assigned a number 
of teams to monitor. Data collection started on December 25, 2006. Several weeks later, a review of 
completed questionnaires showed considerable errors, low response rates, and lack of attention to details. 
Consequently. all teams were recalled to Monrovia for two days of additional training and three teams 
were relieved of their duties altogether. The remaining 16 teams continued with data collection until April 
2007. 

A number of challenges were faced by the field teams. There were several road accidents, including one 
in which the vehicle turned over on Christmas Eve, thankfully causing no serious injuries. In several 
clusters, many selected households had moved or could not be found. 



2.6 Data Processing 

The processing of the LDHS data began a few weeks after the fieldwork commenced. Completed 
questionnaires were returned periodically fiom the field to the LlSGIS office in Monrovia, where they 
were coded by data processing personnel recruited and trained for this task. The data processing staff 
consisted of two supervisors from LISGIS, four questionnaire administrators/coding clerks, and 14 data 
entry operators, all of whom were trained by Macro staff. Data were entered using the CSPro computer 
package. All data were entered twiee (100 percent verification). The concurrent processing of the data 
was a distinct advantage for data quality, since LISGlS was able to advise field teams of errors detected 
during data enhy. The data entry and editing phase of the survey was completed in early July 2007. 



3 RESULTS OF THE SURVEY INTERVIEWS 

3.1 Response Rates 

Table 1 shows response rates for the 2007 LDHS. A 
total of 7,471 households were selected m the sam- 
ple, of which 7,021 were found occupied at the time 
of the fieldwork. The shortfall is largely due to 
households that were away for an extended period 
of time and structures that were found to be vacant 
or destroyed. Of the existing households, 6,824 
were successfully interviewed, yielding a household 
response rate of 97 percent. 

In the households interviewed in the survey, a total 
of 7,448 eligible women were identified, of whom 
7,092 were successfully interviewed yielding a 
response rate of 95 percent. With regard to the maIe 
survey results, 6,476 eligible men were identified, 
of whom 6,009 were successfully interviewed, 
yielding a response rate of 93 percent. The response 
rates are lower in the urban than rural sample, 
especially for men. 

The principal reason for non-response among both 
eligible men and women was the failure to fmd 
individuals at home despite repeated visits to the 
household, followed by refusal to be interviewed. The substantially lower response rate for men reflects the 
more frequent and longer absence of men from the households. 

Number of hou=holds, number of interviews, and response 
ates, according to residence, Liberia 2W7 

Hauseholds selected 2,868 4,603 7,471 
Households occupied 2,720 4,301 7,021 
Households interviewed 2,606 4.218 6,824 

Household response rate 95.8 98.1 97.2 

omen's interviews 
Number of eligible women 3,376 4,072 7,448 
Number of eligible women 

3,194 3,898 7,092 

Eligible women response rate 94.6 95.7 95.2 

umber of eligible men 2,801 3,675 6,476 
Number of eligible men 

3.2 Characteristics of Respondents 

The distribution of women and men aged 15-49 years by background characteristics is shown in Table 2. 
The weighted and unweighted numbers are also shown. Unweighted numbers indicate the number of 
individuals actually interviewed in the particular category, while weighted numbers show the results so 
that they are in proportion for the national level. For example, in Southeastern B, 1,244 women were 
interviewed; however, they represent only 450 women in the whole country or 6 percent of the total. All 
subsequent tables show weighted numbers only. 

Table 2 shows that the proportions of both women and men generally decline with increasing age, 
reflecting the comparatively young age structure of the Liberian population. The smaller proportion of 
women age 15-19 than age 20-24 may be due in part to some interviewers intentionally displacing some 
eligible women to age 14 in order to avoid having to interview them. 

Sixty-four percent of women are married or living in an informal marital union, compared with only 57 
percent of men. Because men many later in life than women, over one-third of the surveyed men (38 
percent) have never married, compared with just over one-quarter (26 percent) of the women. On the 
other hand, women are almost twice as likely as men to be widowed, divorced or separated (10 percent 
versus 5 percent). 



The survey shows that about six in ten women and men live in rural areas. About one-third of the 
respondents are in North Central Region, while another one-third are in Greater Monrovia. 

Men are considerably more Likely than women to be educated. For example, 42 percent of women have 
never been to school, compared with only 18 percent of men. At the other end of the spectrum, men are 
twice as likely as women to have been to secondaly school (51 percent of men versus 25 percent of 
women). 

More than eight in 10 respondents are Christian, while about one in ten is Muslim, 

Southeastern A 

Note: Education categories reier to the highest level o i  education attended, whether or not that level war completed. Total includes 
some cases with missing information. 



3.3 Fertility 

Fertility data were collected in the survey by asking each of 
the women interviewed for a history of her live births. The 
information obtained on each of the woman's births included 
the month and year of the birth. These data are used to 
calculate two of the most widely used measures of current 
fertility, the total fertility rate (TFR) and its component age- 
specific fertility rates. 

I As indicated in Table 3, the total fertility rate is 5.2. This 

I 
means that on average, a Liberian woman who is at the 

1 beginning of her childbearing years will give birth to 5.2 
children by the end of her reproductive period, if fertility 

i levels remain constant at thc level observed in the three-year 
period before the'survey (roughly 2004-2006). 

The TFR in rural areas (6.2 births) is considerably higher than 
the rate in urban areas (3.8 births). The results also show that 
the rates of childbearing are higher in nrral areas for all age 
groups of women (Figure 1). 

These results indicate that there has been a decline in fertility, 
from 6.6 births per woman as measured in the 1986 LDHS to 
6.2 as measured in the 1999-2000 LDHS, to 5.2 in the 2007 
LDHS. 

Age-specific and cumul~t iv r  fertility rater, general 
iertility rate, and crude birth rale for the three 
years preceding the survey, by urban-rural 
residence, t iberia 2W7 

Agegroup Urban Rural Total 

134.0 215.0 180 O 

Note: Rater for age group 45-49 may be slightly 
b~ased due to truncation. 
TFR: Total fertility rale tor ages 15-49, expressed 

CFR: Ccneral fertility rate (birth, divided by the 
number o i  women age 15-44), expressed pet 

Figure 1 Age-specific Fertility Rates by Residence, Liberia 2007 
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3.4 Family Planning 

Information about knowledge and use of contraceptive methods was collected from women by asking 
them to mention any ways or methods by which a couple can delay or avoid a pregnancy. For each 
method known, the respondent was asked if she had ever used it. Women who reported they had used a 
method of contraception at some time were asked if they or their partner were using a method at the time 
of the survey. 

Table 4 shows levels and differentials in the current use of contraception by method as reported by 
currently married women. Contraceptive methods are grouped into two types in the table, namely modem 
and traditional methods. Modem methods include female sterilization, pill, IUD, injectables, and male 
condom. Traditional methods include periodic abstinence (rhythm method) and withdrawal. 

Percent distribution of currently married women by contraceptive method currently used, according lo background character;rtics, Liberia 2007 

Traditional 
Modern method 

Any Female 
Any modem nerili- 

method method ration Pill IUD abler dom method Rhythm drawal using Total women 

5 2  4.4 0.0 2.0 0.0 2.2 0.2 0.8 0.8 0.0 94.8 100.0 251 
5.7 0.0 1.5 0.0 2.2 1.9 1.4 1.1 0.3 9 2 9  100.0 744 

12.8 11.2 0.0 4.6 0.0 4.4 2.0 1.6 0.9 0.7 87.2 100.0 811 
17.5 16.1 1.1 5.7 0.7 7.5 1.1 1.4 1.3 0 0  82.5 lW.O 813 
12.1 11.2 1.3 4.8 0.3 4.4 0.4 0.9 0.9 0.0 87.9 l W . 0  538 
4.9 4.6 1.1 1.2 0.0 1.7 0.6 0.2 0.2 0.0 95.1 lW.O 542 

18.7 16.3 0.3 5.9 0.2 7.3 2.5 2.4 2.2 0.2 81.3 100.0 1,547 
7.7 7.1 0.7 2.7 0.2 2.4 1.1 0.6 0.3 0.3 92.3 100.0 2,998 

19.0 16.6 0.3 5.9 0.2 7.6 2.4 2.4 2.3 0.1 81.0 100.0 1.160 
9.6 9.3 0.0 2.9 0.0 3.7 2.6 0.3 0.3 0.0 90.4 100.0 354 

10.5 9.6 1.6 3.0 0.2 3.7 1.1 0.9 0.5 0.4 89.5 100.0 687 
9.6 8.0 0.4 2.7 0.1 2.2 2.6 1.6 1.6 0.0 90.4 100.0 277 
6.1 5.3 0.2 1.6 0.0 2.7 0.0 0.8 0.6 0.3 93.9 100.0 297 
8.4 7.7 0.5 3.3 0.3 2.5 1.1 0.7 0.3 0.3 91.6 100.0 1,769 

i.7 7.3 0.6 2.7 0.1 3.3 0.7 0.3 0.2 0.1 92.3 100.0 2.374 
12.1 10.3 0.4 4.1 0.2 3.7 1.8 1.0 1.3 0.5 87.9 100.0 1,290 
20.7 18.1 1.0 6.1 0.5 6.7 3.8 2.6 2.4 0.2 79.3 100.0 876 

4.6 3.9 0.1 1.4 0.0 1.1 0.8 0.7 0.7 0.0 95.4 1 0 0 0  305 
10.4 8.6 0.3 3.0 0 1  2.8 2.5 1.0 1.5 0.3 89.6 100.0 1,624 
11.5 10.4 0.3 4.1 0.1 4.9 1.0 1.1 0.8 0 3  88.5 1W.0 1,453 
14.5 14.0 1.4 5.1 0 5  5.5 1.4 0.6 0.5 0.1 85.5 100.0 1.163 

11.4 10.2 0.6 3.8 0.1 4.1 1.6 1.2 1.0 0.2 88.6 100.0 4.545 

Only about one in nine currently married women ( I  I percent) is currently using some method of 
contraception. Modem methods of contraception account for almost all the use, with 10 percent of 
married women reporting using a modem method, versus only 1 percent using a traditional method. 
Injectables and pills are the most widely used methods (used by 4 percent of married women eaeh). 
followed by condoms (2 percent). 



As shown in Table 4 and Figure 2, some women in Liberia are more likely to use contraceptives than 
others. The proponion currently using any method of contraception rises with age from only 5 percent 
ofmamed women age 15-19 to 18 percent among those aged 35-39, after which it declines. Mamed 
women in urban areas are considerably more likely to use contraception (19 percent) than those in ~ r a l  
areas (8 percent). 

Figure 2 Differentials in Contraceptive Use, Liberia, 2007 

Urban 19 

Rural - 8 
Monrov~a 19 

Nonhwesl - 10 

South Central - 11 

Southeastern A -10 

Southeastern B - 6 

North Central - 8 
NO educallon 

Pnmary 

Secandary 21 

Note Use of any method among currently rnarned women 

Contraceptive use among currently married women is highest in greater Monrovia (19 percent) and lowcst 
in Southeastern B region (6 percent). Use of both modem and traditional methods increases with 
educational attainment. One-fifth of married women with some secondary education (21 percent) are 
using a method, comparcd with 12 percent of'those with only primary school and 8 percent of with no 
education. In general. contraceptive use increases with the number of children women have. 

The survey results indicate a very slight increase in contraceptive use over the past 7 years. The 
contraceptive prevalence rate has increased from 10 percent of currently married women in the 1999-2000 
LDHS to I I percent in 2007. However, thcrc has been a shifl towards greater use of modem methods, 
especially injectables (MPEA, 2000). 

3.5 Fertility Preferences 

Several questions were asked in the survey concerning women's fertility preferences. These questions 
included: a) whether the respondent wanted another child and b) if so, when she would like to have the 
next child. The answers to these questions allow for the estimation of tbe potential dcmand for family 
planning services either to limit or space births. 

Tahlc 5 and Figure 3 show there is considerable desire among Liberian women to control the timing and 
number of births. Among currently married women, 34 percent would like to wait for two years or more 
for the next birth, and almost one-third (31 percent) either do not want to have another or are sterilized. 
Twenty percent of mamed women would like to have a child soon (within two years). The remaining 
women are uncertain about their fertility desires or unable to get pregnant (infecund). 



Want no more 

Declared infecund 

100.0 100.0 100.0 100.0 100.0 1W.O 1m.o 100.0 
Number of women 701 4,545 

Figure 3 Married Women's Fertility Preferences, Liberia 2007 

Missing 2% 

morelsterilized 

Undecided 11% 

I Wan& soon: Wilhin 2 yearn 
Wan& later: After 2 yeern 
Undecided: Wan& more, undecided when or undeuded l a n t s  rmre 

Fertility preferences are closely related to the number of living children a woman has. The vast majority 
of currently married women without a child (68 percent) would like to have one soon. Women show 
greater interest in controlling the pace of childbearing once they have a child. Almost half of women with 
one child want to delay their next birth. Interest in controlling the number of births grows rapidly as the 
number of children increases; the proportion wanting no more children or sterilized rises from 5 percent 
among married women with one child to 71 percent of women with six or more children. 

3.6 Maternity Care 

Proper care during pregnancy and delivery are important for the health of both the mother and the baby. 
In the LDHS, women who had given birth in the five years preceding the survey were asked a number of 
questions about maternal and child health care. For the last live birth in that period, mothers were asked 
whether they had obtained antenatal care dwing the pregnancy and whether they had received tetanus 
toxoid injections while pregnant. For each birth in the same period, mothers were also asked what type of 



assistance they received at the time of delivery. Table 6 presents the results of key maternity care 
indicators. 

Anienaial Care 

Almost eight in ten mothcrs (79 percent) reported seeing a health professional-a doctor, nurse, or physician 
assistant-at least once for antenatal care for the most recent birth in the five-year period before the survey. 
The differentials in antenatal care coverage are large. Coverage is much higher in urban areas (94 percent) 
than in rural areas (72 percent). Acmss regions, the proportion of mothers reporting they received antenatal 
care fmm a health professional is markedly lower in North Central (63 percent) than in South Cenhal (93 
percent) or Monrovia (96 percent). As the mother's educational level rises, so does the likelihood that she 
will see a health professional for care during pregnancy. In fact, the antenatal care coverage rises from 74 
perccnt among women with no education to 93 percent among those with at least some secondary education. 

Percentage of women who had a live birlh in the five years preceding the survey who received antenatal care from a health 
proiersional lor the last live binh and whore last live binh war p ro t r c td  against neonatal tetanus, and among all live births in the 
five "ears belore the survey, percentage delivered by a health proferrianal and percentage delivered in a health faciliry, by 
background charaderitia, Liberia 2007 

Larl  live birth 
war protected 

Antenatal care againrl Delivered by 
from a health neonatal Number of a health Delivered in a Number of 

Background characlerirtic professional1 tetanus2 women profesional' health faciliry biflhr 

Mother's age at birth 

Southeastern A 

' Doctor, nurse, midwife, or physician arrirtant. 

Tetanus toxoid injections are given during pregnancy to prevent neonatal tetanus which continues to be an 
important cause of infant deaths. Table 6 indicates that tetanus toxoid coverage is high among pregnant 
women in Liberia, with about eight in ten babies fully protected against neonatal tetanus. The pattern of 
differences by background characteristics follows that for antenatal care, with children horn to urban 
mothers, in Monrovia and South Central Region and to better educated mothers being much more likely 
than other children to be protected against tetanus. 



Delivery Care 

Proper medical attention and hygienic conditions during delivery can reduce the risk of complications and 
infections that could cause the death or serious illness of the mother andlor the baby. Table 6 shows that 
less than half of births in Liberia (46 percent) are delivered by a health professional. Even fewer (37 
percent) of deliveries take place in health facilities. 

Differentials in delivery care by background characteristics of the mother are generally similar to those for 
antenatal care. Rural women and less educated women are less likely than others to receive medical 
assistance during delivery and to deliver in a health facility. For example, uhan  mothers (79 percent) are 
more than twice as likely as rural mothers (32 percent) to have a medically assisted delivery. The l iel ihwd 
of a medically assisted delivery also increases substantially with the mother's educational level, from 36 
percent among mothers with no education to 75 percent among mothers with at least some secondary 
schooling. Mothers in Monrovia are about three times more likely as those in Southeastern B region to 
receive medical assistance during delivery and to deliver in health facilities. 

3.7 Child Health and Nutrition 

Vaccination of Children 

According to the World Health Organization, a child is considered fully vaccinated if he or she has received 
a BCG vaccination against tuberculosis; three doses of DPT vaccine to prevent diphtheria, pertussis, and 
tetanus (DPT); at least three doses of polio vaccine; and one dose of measles vaccine. These vaccinations 
should be received during the first year of life. The 2007 LDHS collected information on the coverage for 
these vaccinations among all children born in the five years preceding the survey. 

The information on vaccination coverage was obtained in two ways-from health cards and from mother's 
verbal reports. All mothers were asked to show the interviewer the health cards used for the child's 
immunization. If the card was available, the interviewer copied the dates of each vaccination received. If a 
vaccination was not recorded on the card as being given, the mother was asked to recall whether that 
particular vaccination had been given. If the mother was not able to present a card for a child at all, she was 
hrther asked to recall whether the child had received BCG, DPT, polio, and measles. If she indicated that 
the child had received the DPT or polio vaccines, she was asked the number of doses that the child received. 

Table 7 presents information on vaccination coverage for children aged 12-23 months, who should be fully 
vaccinated against the six preventable childhood illnesses. The results are based both on the health card 
record and information provided by the mother. The table shows that health cards were available for less 
than one-half of the children in this age group. 

Overall, only 39 percent of children aged 12-23 months are fully vaccinated with BCG, measles and three 
doses of DPT and polio. Looking at coverage for specific vaccines, 77 percent of children have received the 
BCG vaccination, 75 percent the first DPT dose and 83 percent the first polio dose (Polio I). Coverage 
declines for subsequent doses, with only 50 percent of children receiving the recommended three doses of 
DPT and 49 percent receiving all three doses of polio. Only 63 percent of children receive the measles 
vaccine. Twelve percent of children have received no vaccinations at all. 



Percentage of children age 12-23 months who received specific vaccines at any time before the surrey (according to a vaccination card or the 
mather'r rppnrt), and percentage with a vaccination card wen, by background charaderistca, Liberia 2007 

vacci- nation of 
BCC DPT 1 Dm 2 DPT 3 Polio 0' Polio 1 Polio 2 Polio 3 Merhles All' nations card children 

744  74.5 64.8 49.0 54.0 81.9 74.1 4 7 6  61.5 36.0 13.2 44.7 
80.2 76.5 66.8 51.7 62.7 844  69.6 51.2 65.3 42.4 10.7 50.7 

91.5 88.7 82.7 69.5 78.8 90.7 83.7 63.9 76.7 52.1 4.3 57.6 317 
70.2 69.1 57.6 41.0 48.1 79.4 66.4 42.3 56.8 32.7 15.8 12.6 660 

93.6 89.6 85.3 75.0 84.3 93.1 85.7 66.0 i 9 .7  55.2 2.4 57.9 
85.7 82.0 77.0 64.4 60.4 87.9 78.9 57.7 68.7 50.1 11.1 45.3 
77.0 75.8 63.5 40.0 59.7 78.7 61.5 37.4 58.9 27.9 14.6 43.5 

Southeastern A 67.3 70.1 52.3 25.0 35.3 71.3 57.4 26.5 53.0 13.0 19.7 38.8 
49.3 59.9 36.6 19.1 19.6 87.9 70.9 34.7 39.9 16.0 11.7 19.9 
71.6 68.6 59.5 46.1 51.6 78.8 69.2 48.7 59.6 40.0 15.9 49.8 367 

76.0 73.9 60.5 43.2 54.1 83.4 71.9 42.6 61.0 33.0 10.0 41.1 
90.3 88.1 82.7 70.2 78.5 93.1 84.0 65.2 77.8 53.9 5.7 57.4 203 

77.1 75.4 65.7 0 3  58.1 83.1 72.0 49.3 63.3 39.0 lL .U  47.5 

Differentials in coverage levels show that the proportion of children fully vaccinated is lower for boys than 
girls. It is also considerably lower for children in Southeastern A (13 percent) and Southeastern B (16 
percent) rcgions than children in Monrovia (55 percent). Children whose mothers have no education or only 
primaly school are less likely to be fully vaccinated as children whose mothers have reached secondary 
school. 

Treahncnl of Childhood Illnesses 

Acute respiratory illness, malaria, and dehydration caused by severe diarrhea are major causes of childhood 
mortality in Liberia. Prompt medical attention when a child has the symptoms ofthese illnesses is, therefore, 
crucial in reducing child deaths. To obtain information on how childhood illnesses are treated, the mothers 
of each child under five years of age were asked whether the child had experienced the following symptoms 
in the two weeks before the survey: cough with short, rapid breathing (symptoms of an acute respiratory 
infection), fever (symptom of malaria), and diarrhea. 

The results show that 9 percent of children under age five years whose mothers were interviewed in the 
survey are reported to have had a cough with short rapid breathing in the two weeks beforc thc survey that 
was not just due to a blocked or rumy nose (data not shown). Table 8 shows that seven in ten of these 
children were taken for treatment from a health provider. Less likely to be taken for treatment are rural 
children, ch~ldren in Southeastern A region, and children whose mothers have less education. Female 
children are also slightly less likely to receive medical assistance than male children. Very similar levels and 
panems of treatment can be seen for fever. 



Table 8 Treatment ior acute remiratow infection, lever, and diarrhea 

Among children under five years who were sick with a cough accompanied by short, rapid breathing or with difliculty breathing 
due to chest, congestion (symptoms of acute respiratory inlection-ARI) or with fever, in the two weeks preceding the survey, 
percentage lor whom treatment was sought from a health facility or provider, and among children under fire years who were 
sick with diarrhea dur;ng the two weeks preceding the survey, percentage lor whom treatment was sought lrom a health facility 
or provider, percentage given a solution made from oral whydratiun salt (ORS) packetr and pcrccntage given any oral 
rehvdration therapy (ORV, by background rharacieristics, Liberia 2007 

Children with 
symptoms of ARI Children with fever Children with diarrhea 

Percentage Percentage Percentage 
for whom for whom for whom 
treatment treatment treatment Percentage 
was sought was sought was sought given 

from a heal!h from a health Number irom a health solut~on Percentage Number 
facility1 Number lacilityl with facility/ lrom OR5 giwn any with 

provider' with ARI provider' ARlKever pmvidrr' packet ORT2 dianhea 

Age in months 
c 6  76.4 24 69.2 91 43.7 25 0 34.9 
6-11 73.2 62 60.6 235 44.3 49.0 55.2 171 
12-23 71.1 110 66.1 343 51.0 55.0 61.3 255 44 I 

Sex 
Male 
Female 

Residence 
urban 
Rural 

Region 
Monrov~a 88.4 57 79.4 280 72.7 59.6 63.4 170 
Northwestern 65.5 33 52.5 150 61.5 59.1 62.2 47 
South Central 59.6 104 56.8 297 51.3 43.2 54.3 169 
Southeastern A 44.5 30 46.6 99 46.4 29.1 42.5 67 
Southeastern 8 74.4 71 63.5 159 68.4 65.3 66.6 106 
North Central 73.2 145 50.7 588 44.7 54.3 57.2 458 

Mother's h a l i o n  
No education 63.0 218 50.9 71 7 50.3 51 .O 58.2 
Primary 69.6 144 59.3 558 51.3 53.1 55.8 366 
Secondary+ 87.9 79 74.0 296 70.2 58.7 61.9 167 I 

Table 8 also looks at the treatment of diarrheal illness. The data indicate that over half of the children who 
were ill with diarrhea were taken to a health provider. Children under 6 months of age and those in North 
Central and Southeastern A region are less likely than other children to be taken for professional medical 
treatment when they have diarrhea. 

Oral rehydration therapy (ORT), which involvcs giving either om1 rehydration solution from a packet or a 
home-made sugar-salt solution, is a simple and effective response to diarrheal illness. Mothers reported 
that almost three in five of the children with diarrhoea were treated with some form of oral rehydration 
therapy (ORT), and over half were given a solutlon prepared using a packet of oral rehydration salts 
(ORS). The use of ORT to treat diarrhoea was least common among children under six months of age. 



One of strongest weapons in the fight against malaria is the use of insecticide-treated mosquito nets 
(ITNs) while sleeping. I n  the 2007 LDHS, data were collected from households on ownership of 
mosquito nets, though no questions were included about treatment of the nets. The data show that 30 
percent of Liberian households own a mosquito net, with about equal proportions in urban and rural areas 
(Table 9). Over four in five women who gave birth in the five years preceding the survey said they took 
antimalarial medicine during the pregnancy for the most recent birth, although only 12 percent said they 
took SP (Fansidar), the drug recommended for preventive treatment during pregnancy. Six in ten children 
who had a fever in the two weeks before the survey were reported to have taken an antimalarial medicine. 
The rate is similar for urban and rural children. 

Malaria indicators Percentage Number Percentage Number Percentage Number 

Preventive malaria treatment during pregnancy 
Percentage of last binhr in the 5 yearr preceding the 
survey for which the mother toakantimalarial drugs for 
prevention during the pregnancy 

Percentage of last birth in the 5 years preceding the 
survey for which the mother took SP/Fansidarl 

children under age 5 with fever in the two weeks 
ing the survey, percentage who tmk  antimalarial 

Breastfeeding and Supplemen fation 

Breastfeeding practices and introduction of supplemental foods are important determinants of the 
nutritional status of children, particularly those under the age of two years. With improved nutritional 
status, the risk of mortality among chiIdren under five years can be reduced and their psycho-motor 
development enhanced. Breast milk is uncontaminated and contains all the nutrients needed by ehildren in 
the first four to six months of life. Supplementing breast milk before four months of age is unnecessary 
and discouraged because of the likelihood of contamination, which may result in the risk of diarrheal 
diseases. 

Table 10 shows that breastfeeding is very common in Liberia and that the duration of breastfeeding is 
long. For example, 97 percent of children aged 9-1 1 months and 82 percent of those aged 12-17 months 
are still being breastfed. Use of bottles with nipples is not widespread, which is encouraging since they 
can cause contamination. 



Among young& children under three years l~ving with their mother, percent distribution by breastleeding status and the percentage 

Breastleeding and consuming: age children age using children 
currently under a bottle under 

water liquids1 Other mentary breast- hree with a three 
months feeding breartled only juice milk food Total feeding years nipple' years 

36.9 10.3 7.4 100.0 95.3 
32.3 10.8 31.5 3.4 20.1 lW.O 98.5 
19.0 22.4 36.5 100.0 99.4 

58.4 100.0 95.9 
81.4 100.0 96.5 
77.4 100.0 82.4 
50.6 100.0 53.4 
13.0 100.0 13.7 

34.5 10.6 34.1 14.4 100.0 97.0 
28.8 14.9 22.5 100.0 97.9 

4.8 12.6 62.4 100.0 96.1 
100.0 86.9 

63.4 100.0 67.3 
46.0 100.0 47.2 

Note: Breastieeding status refers to a 24-hour period (yesterday and the past night). Children classified as breastleeding and consuming 
plain water only consume no supplements. The categories of not breastfeeding, exclusively breastled, breastleeding and consuming plain 
water, water-based liquidsijuice, other milk. and complementary f w d s  (solids and semi-solids) are hierarchical and mutually exclurive. 
and their percentages add to 100 percenl. Thus children who receive breast milk and water-based liquids and who do not r ~ e i v e  
complementary foods are classified in the water-based liquid category even though they may also get plain water. Any children who gel 
complementary food are classified in hat categov as long as they are breastfeeding as well. 

B ~ w d  on all children under three years 

The results in Table 10 also indicate that supplementation of breast milk starts early in Liberia, with only 
one-third of children under four months of age being exclusively breastfed and 14 percent receiving 
complementary food. 

Child Nutrition 

Malnutrition places children at increased risk of morbidity and mortality and has also been shown to bc 
related to impaired mental development. Anthropometry provides one of the most important indicators of 
children's nutritional status. Height and weight measurements were obtained for ehildren born in the five 
years before the survey. The height and weight data are used to compute three summary indices of 
nutritional status: height-for-age; weight-for-height; and weight-for-age. These three indices are 
expressed as standardized scores (z-scores) or standard deviation units from the median for the 
international reference population that was recently developed by the World Health Organization (WHO, 
2006). Children who fall more than two standard deviations below the reference median are regarded as 
undernourished, while those who fall more than three standard deviations below the reference median are 
considered severely undernourished. It should be noted that in Liberia, knowledge of exact ages is limited 
and the data on height-for-age and weight-for-age should be regarded with caution. Moreover, in the 
LDHS, some children's measurements were discarded due to implausibility. Table I I shows the 
nutritional status among children under five years of age by selected background characteristics. 
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Southeastern B region. Children of mothers with some secondary or higher education are much less likely 
to be stunted than children whose mothers achieved only the primary level or never attended school. 

Children whose weight-for-height is below minus two standard deviations from the median of the 
reference population are considered wasted (or thin). Wasting represents the failure to receive adequate 
nutrition in the period immediately before the survey and typically is the result of recent illness episodes, 
especially diarrhea or of a rapid deterioration in food supplies. Table 11 shows that 7 percent of Liberian 
children are wasted, with 3 percent severely wasted. Wasting levels are highest at ages 6-1 1 months 
which is unusual since it is before the time the child is being weaned and thus more vulnerable to illness. 
Oddly, wasting is more common in Monrovia than elsewhere. 

Children whose weight-for-age is below minus two standard deviations (-2 SD) from the median of the 
reference population are considered underweight. The measure reflects the effects of both acute and 
chronic malnutrition. Almost one-fifth of Liberian children are underweight, with 6 percent classified as 
severely underweight. Peak levels of low weight-for-age are found among children aged 18-23 months, as 
well as children in Southeastern A and Southeastern B regions. 

3.8 Infant and Child Mortality 

Information on infant and child mortality is useful in identifying segments of the population that are at 
high risk so that programs can be designed to reduce it. Childhood mortality rates are also basic indicators 
of a country's socioeconomic level and quality of life. Caution should he used in interpreting the 
mortality information presented in this report because it uses information from the birth history in the 
Women's Questionnaire to construct the rates. It is known that in some communities, women are reluctant 
to discuss their dead children, which could lead to underestimation of the childhood mortality rates. 

Table 12 presents infant and under-five mortality rates from the 2007 LDHS. The level of under-five 
mortality was I1 1 deaths per 1,000 births during the five-year period before the survey, implying that 
almost 1 in every 9 children born in Liberia during the period died before reaching their fifth birthday. 
The infant mortality rate recorded in the survey was 72 deaths per 1,000 live births. 

survey, Liberia 2006-07 

mortality (NN) mortality IPNN)' 

The data imply that there has been a very large decline in childhood mortality over the past decade or so 
in Liberia. For example, under-five mortality has been cut in half, from 219 deaths per 1,000 births 10-14 
years before the survey to 111 for the 5-year period before the survey. Although this trend is very 
plausible given the end of the civil war that raged in Liberia for over a deeade, caution should also be 
exercised because the child mortality data are derived from the birth history and many women who were 
interviewed had difficulty in providing dates of birth for their children. Nevertheless, the trend is 
corroborated by comparison with the 1999-2000 LDHS data, which showed an infant mortality rate of 
1 17 and an under-five mortality rate of 194. 



3.9 HIVIAIDS KNOWLEDGE AND BEHAVIOR 

Acquired Immunc Dcficiency Syndrome (AIDS) is a public health threat in Liberia. The LDHS included 
a series of questions that inquired about respondents' knowledge about AIDS and their awareness of 
modes of transmission of the human immunodeficiency v i m  (HIV) that causes AIDS. In addition, 
respondents were asked if they knew of behaviors that can prcvent the spread of HIV. 

Table 13 shows that more than nine in ten respondents in Liberia have heard of AIDS. Knowledge is 
slightly lower among older women and the youngest men. It is also lower among those who have never 
had sex, rural women and men, those with less education, and those in North Central region. 

Table of- 

Percentage of women and men who have heard of AIDS, by background 
charactenstics. Liberia 2007 

- Women Men 

Heard o i  Heard of 
Background characteristic AIDS Number AIDS Number 

Age 
15-24 91.8 2,676 87.4 2,187 
15-19 90.2 1,307 81.9 1,146 
20-24 93.4 1,368 93.3 1,042 

25-29 88.6 1,166 93.7 920 
30-39 89.4 1,920 96.8 1,594 
40-49 85.0 1,331 95.5 1,303 

Marital status 
Never married 93.7 1,851 88.2 2,265 
Ever had sex 96.3 1.487 95.5 1,600 
Never had sex 82.8 364 70.8 665 

Married nr livlng together 87.4 4,545 95.2 3,411 
Divorcedlseparatedlwidowed 91.0 696 95.3 323 

Residence 
Urban 97.1 3,006 97.4 2,434 
Rural 83.7 4,086 89.3 3,569 

Region 
Monrovia 
Northwestern 
South Central 
Southeastern A 
Southedbtern B 
North Central 

Education 
No educat~on 82.8 3,000 86.3 1,054 
Primary 90.7 2,283 87.2 1,889 
Secondary and higher 98.7 1,803 98.1 3,058 I 
Total 15-49 89.4 7,092 92.6 6,W3 

Table I4 shows that about half of women and over 7 in 10 men know that consistent use of condoms is a 
means ofpreventing the spread of HIV. About six in ten women and over three-quarters of men know that 
limiting sexual intercourse to onc faithful and uninfected partner can reduce the chances of contracting 
HIV. The knowledge that HIV is a sexually transmitted disease (STD) is limited, because less than half of 
women and only 61 percent of men age 15-49 know that abstinence is a way of reducing the chances of 
getting HIV. 



Table 14  Knowledge oi HIV wevention methods 

Percentage of mmen and men age 15-49 who, in response to prompted quwlionr, say that people can reduce the rirk uf getting the AIDS virus by using 
condoms every time they have rexual intercourse, by having one uninfected sex partner who has no other partners, and by abstaining i o m  sexual 
intercourse, by background characteristics. Liberia 2007 

Women Men 

Using Using 
condoms condoms 

Limiting and limiting Limiting and limiting 
sexual sexual sexual sexual 

intercoum intercoum intercoune intercourse 
to one to one Abstaining to one to one Abstaining 

Using uninleded uninfecied from rexual Using uninfeaed uninfected from sexual 
Background characteristic condoms' panner2 partner',' intercourse Number condoms' partner' partner',' intercourse Number 

Age 
15-24 52.3 58.6 45.9 47.6 2,676 66.0 70.7 60.2 55.3 2,187 

15-19 46.8 55.3 41.8 43.8 1,307 58.6 63.1 52.1 51.5 1,146 
20-24 57.6 61.7 49.7 512  1.368 71.1 78.9 69.2 59.5 1.042 

25-29 50.7 59.6 46.5 4 8 7  1,166 74.6 78.9 69.6 M . 7  920 
30-39 50.7 59.7 45.5 46.4 1,920 74.0 81.4 69.4 63.5 1,594 
40-49 42.8 5 4 1  38.4 42.7 1.331 71.2 82.9 71.2 67.5 1.303 

MarHal siatus 
Never married 55.0 62.6 49.5 49.2 1,851 66.9 71.4 60.9 55.6 2,265 

Ever had sex 60.4 68.4 54.5 53.2 1,407 76.7 80.8 70.7 61.9 1,600 
Never had sex 32.8 39.2 28.9 32.6 364 43.3 48.7 37.2 40.5 665 

Married ur living togethcr 47.3 6 . 6  42.0 45.0 4,545 74.0 81.5 70.2 64.9 3,411 
Divorcedireparated/widowed 52.6 57.0 47.0 49.3 696 71.9 76.2 65.7 55.8 323 

Residence 
Urban 60.6 66.2 54.2 52.9 3,006 79.2 87.0 75.0 67.4 2,474 
Rural 42.0 52.3 37.3 41.9 4.086 65.8 70.9 60.7 56.6 3,569 

Region 
Monrovia 
Northwestern 
South Central 
Southeastern A 
Southeastern B 
North Central 

Education 
No education 41.9 51.6 37.3 41.8 3,000 58.2 65.1 53.5 50.9 1,054 
Prtmary 49.6 57.5 44.1 47.1 2,283 62.0 68.8 57.0 54.2 1.889 
Secondav and higher 63.4 70.1 56.7 53.5 1.803 81.4 87.0 768  68.6 3,058 

I Total 15-49 49.8 58.2 44.5 46.5 7,092 71.2 77.4 66.5 61.0 6.003 

' Ur~ng condoms every tlme they have sexual tntercaurre 
' Panner who has no other partner? I 

Knowledge about AIDS and its transmission is lower among women and mcn who have never had sex, 
those in rural areas and those with less education. It also tends to be lower among women in 
Northwestern, Southeastern A and Southeastern B regions and among men in South Central, Southeastern 
A and Southeastern B regions. 

Respondents were also asked some detailed questions about their sexual behavior, including the number 
of partners they had had in the 12 months preceding the survey and whether they had sex with someone 
who was not a spouse or cohabiting partner. Women and men were also asked about condom use. Results 
are shown in Table 16.1 for women and Table 16.2 for men. 



Among women age 15-49 who had sexual intercourse in the past 12 months, the percentage who had 

- 
Among women who had Among women who had 

WXUBI intercou~e higher-risk intercourse 
in the past 12 months rn the part 12 months 

PcrcenMgge Percentage who 
who had 2+ had higher-risk 
partners in interrnuw in 

Background characteristic 

Never married 
Marriedniving together 
Divorced/separaled!widowed 12.5 

Southeastern A 
Southeastern B 

I intercwr,e with a partner who nether war a spause nor lived with the rewndent 

Results show that only seven percent of women who had sex in the 12 months before the survey report 
having more than one sexual parhler in that time period. This is considerably lower than the level of 22 
percent among men. Similarly, only one-third of women, compared with over half of men, report that they 
had sex in the previous 12 months with someone who was not a marital partner. Among those having 
higher-risk sex. only 14 percent of women and 25 percent of men say they used a condom at the lasl such 
sexual encounter. 

Among women, the proportion with two or more partners in the past 12 months is higher among younger 
women, those who have never married or are widowed, divorced or separated, those in urban areas, 
especially Monrovia, and among the better educated women. In contrast, there is Iittle variation in the 
proportion of men who report having two or more sexual partners in the past 12 mon~hs, except that the 
practice is more common among those with more education. As expected, higher-risk scx is more 
common among women and men who are young and who have never married, as well as among urban 
respondents, those in Monrovia. and those with more education. 



Among men age 1549 who had sexual intercoutse in the past 12 months, the percentage w h  had 
intercoutse with more than one partner and the percenrage who had higher-risk sexual intercourse in the past 
12 months, and among t h m  having higher-risk intercourre in the past 12  months, percentage reporting that 
a mndom was used dl lab1 higher-risk intercourre. by background characteristics, Liberia 2007 

Among men who had Among men who had 
sexual ntercoune higher-risk inlercoune 

inthepast 12 months in the pas1 12  months 

Percentage Prrcenlage who 
who had 2+ had higher-risk 

partners in the i n t e r c a u ~  in 

Background characleristic 

Never married 
Marriedlliving together 
Divorccdlseparatediwidowed 

Northwestern 

Southeastern A 



4 RESULTS OF HIV TESTING 

As mentioned in the introduction, the 2007 LDHS included an HIV tcsting component. All women and 
men aged 1549  who were eligible for interview were asked if they would consent to give a few drops of 
blood from a finger prick for HIV testing. Initial findings from this module of the survey are presented 
below. A more detailed analysis of the results will be included in the final report. 

An accurate estimation of HIV prevalence is necessary to assess the scope of the problem in Libcria. As 
in most of sub-Saharan African countries, national HIV prevalence estimates have been derived primarily 
from sentinel surveillance among pregnant women. Currently, thc national sentinel surveillance system 
consists of 10 clinics in government health facilities in urban areas in nine counties. In  the first round of 
the surveillance--6 to 12 weeks Gom July to October 2006-all pregnant women attending antenatal care 
(ANC) for the first time in that pregnancy were anonymously tested for HIV (NACP. 2007). Results of 
this first round have been released and the second round is about to begin. 

The ANC surveillance data have a number of shortcomings, principally related to the fact that pregnant 
women are not representative of the reproductive age population as a whole. Most obvious in this regard 
is the fact that HIV prevalence levels typically differ between men and women, and men are not 
represented in the ANC data. In addition, the HIV infection level among pregnant women is typically 
expected to be higher than the rate among the female population as a whole because some of the non- 
pregnant women are not sexually active and hence not as likely to be exposed to the virus. HIV 
prevalence levels also vary with age, and women who attend antenatal care clinics have a different age 
distribution from the female population at large. 

4.1 HIV Coverage Rates 

More than 85 percent of eligible respondents in the 2007 LDHS provided blood samples for HlV testing 
(Table 17). Women were more likely to give blood samples for HIV testing than men (89 percent versus 
83 percent).1 Rural respondents were more likely to have been tested than thosc in urban areas (88 percent 
versus 83 percent). 

Among both women and men, refusal to be tested accounts for a large proportion of the cases not tested. 
Only a small number of respondents were interviewed but absed at the time of the blood collection. The 
'other' category includes some cases in wbich the blood samples could not be tested or two samples had 
the same bar code. 

Table 17 Co~raqe  of tilV testing 

Percent distriburinn oi women and men age 15-49 el igik (or HIVtesting by testing 
rtatur, according to residence and region (unweighredi, Liberia ZOO7 

Resmdence 
Seflest rerulr Urban Rural Total 

Women 15-49 
Gave blood, interviewed 86.3 89.5 88.0 
Gave blmd, nor interriewed 0.9 0.6 0.7 
Reiused to give blmd, mnterviewed 8.7 6.5 7.5 
Refused to give blood, n d  interviewed 2.1 1.8 2.0 
Absent h r b i d  rollerrion. not intervi-d 1.7 1.1 1.4 
Other interviewed 0.1 0.1 0.1 
Other not interviewed 0.2 0.3 0.2 

lotal 
Number of eligible women 

Continued ... 

I A small number of respondents gave blood bul were not interviewed 



Urban Rural Total 

Cave blmd, intervtewed 
Gave blmd, not interviewed 
Reiurd to give blood, interviewed 
Reiured to give blmd, not intewiewed 
Absent ior blood collection, interviewed 
Abvnt (or blmd collection, not intewiewed 3.9 
Other interviewed 
Other not interviewed 

100.0 100.0 100.0 
2,801 3.675 6,476 

Gave b l d ,  not interviewed 
Refused to give blmd, inte~iewed 
Refured to give blmd, not intewieued 
Absent (in b k d  colkction, interviewed 
Absent ior blmd collection, not interviwed 2.7 
Olher interviewed 
Other not interviewed 

4.2 HIV Prevalence Rates 

Table 18 presents the findings from the HIV testing. The table shows that lcss than two percent (1.5 
percent) of the respondents tested were found to be HIV positive. Women are slightly more likely to be 
HIV positive than men (1.8 percent versus 1.2 percent). Among all respondents tested, the proportion that 
are HIV positive tends to rise with age from less than I percent among those age 15-19 to 2 percent in the 
25-39 age group, before falling slightly among those in their 40s. 

As observed in other countries. there are differences between women and men in the age pattern of HIV 
infection. although the numbers in Liberia are so low that care should be taken not to over-intcrprct small . differences. Nevertheless, there is some evidence that the infection rates peak at a later age for men than 
for women and they are lower for mcn than women at every age group except the oldest. 

IIIV prevalence is about three times higher in urban areas as in rural areas (2.5 percent and 0.8 percent, 
respectively). Regions with prevalence levels above the national average are Monrovia (2.6 percent) and 
Southeastern B (1.7 percent). The lowest level is found in North Central region. There is a small but 
steady increase in HlV prevalence with increasing education tor both women and men. 

The HIV prevalence rate derived from the 2006 ANC sentincl surveillance system is 5.7 percent (NACP, 
2007). This is well above the rate derived from the 2007 LDHS. Several factors may explain the 
differences. First, the ANC surveillance system is located in urban areas only. Though pregnant women 
may come from rural areas to attend antenatal care services, the clientele is likely to be predominantly 
urban women, who are also more likely to be HIV positive. They also represent only women who obtain 
ANC from a government clinic. As shown in Table 6 above, almost 80 percent of pregnant women obtain 
ANC, however not all attend government clinics. The women tested in the ANC surveillance are also 
disproportionately from the younger age groups. For example, 55 percent are aged 15-24, as compared 
with 38 percent in the LDHS. More importantly, the ANC system omits men altogether and men 
generally have lower infection rates than women. Perhaps most importantly, the ANC data are derived 



Women 15-49 Men 15-49 

Background characteristic 

Southeastern A 

Secondary and higher 

from only 10 sites that are not representative of Liberia's population, whereas the LDHS data were 
derived from a nationally representative sample of women and men from 298 sample points scattered 
throughout the country. 

The 2007 LDHS confirms that Liberia has a low-level HIV epidemic and provides useful information on 
the distribution of HIV in the population. Further analysis in the final report of the LDHS will provide 
additional information on the links between behavior, knowledge, and HIV infection in Liberia. 
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