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Executive Summary 
Introduction 

This report details the procedures and findings of the Second Round of the Knowledge, Attitude, 

and Practices (KAP) Survey on specific themes related to the coronavirus disease (COVID-19). 

According to the World Health Organisation (WHO), COVID-19 was first detected in Wuhan, 

China. It is an infectious disease spread mainly through droplets of saliva or discharge from the 

nose when an infected person coughs or sneezes. The WHO declared COVID-19 as a Public Health 

Emergency of International Concern on January 30, 2020 (WHO, 2020).  

COVID-19 was first confirmed in Guyana on March 11, 2020when a 52-year-old woman who 

travelled to the country from New York was diagnosed with the disease.  The Ministry of Public 

Health dashboard reports that 154 persons have contracted the disease with 12 deaths resulting 

from its spread.1 The week May 31 to June 6, 2020, has witnessed the lowest increase in cases 

since the end of March 2020. To date, the case fatality rate for COVID-19 in Guyana is 7.8%. 

Objectives of the Survey 

The Ministry of Public Health (MoPH) and the United Nations Children’s Fund (UNICEF) is working 

jointly to implement a Knowledge, Attitude, and Practices (KAP) survey which will garner 

information on misconceptions or misunderstandings that may represent obstacles to the 

measures the authority would like to implement and potential barriers to behaviour change. 

A COVID-19 KAP survey will help to: 

(i) Measure the extent of a known situation; and provide new tangents of a situation 

reality;  

(ii) Enhance the knowledge, attitude, and practices of specific COVID-19 themes;  

(iii) Identify what is known and done about various COVID-19-related subjects;  

(iv) Establish the baseline (reference value) for use in future assessments;  

(v) Suggest a context-specific intervention strategy;  

(vi) Plan activities that are suited to the respective population involved. 

Scope of the Survey 

To achieve the objectives, this survey addresses key questions regarding the benchmark values 

for indicators of COVID-19. The data collected serve as a baseline, mid-line, and end-line values 

depending on the specific interventions. The survey focuses on identifying the risks associated 

with knowledge, attitudes, and practices on the saving of lives under threat from COVID-19. 

 
1 As at June 6, 2020 
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Survey Method 

The survey population consists of children, youth, women, and men, residing in the 10 regions as 

all regions are engaged in the COVID-19 response programming. The targeted sample size of 664 

persons determined independently using a 99 % confidence level and 1 % margin of error. 

The survey employed a multistage sampling method involving both probability and non-

probability designs. The survey design combined proportional probability sampling along with 

consecutive sampling involving systematic random selection. Three approaches were adopted 

i.e. Telephone interviews in the coastal regions; client initiated face-to-face interviews in the 

hinterland and a self-administered questionnaire in a Survey Monkey platform. 

Ethics and quality assurance 

Each potential respondent was given full information about the survey including the purpose and 

potential benefits, their rights, and how the information collected will be used. They were  

informed that all data will be kept confidentially being only accessible by members of the survey 

team. Further, verbal consent was collected from all those who agreed to participate. Data 

checking and validation for completeness and consistency were carried out daily and corrections 

were done in real-time. 

Key Findings 

Knowledge 

i. The data revealed that 99.3% of respondents in the current survey heard about the Coronavirus 

and 96.4% of respondents reported that they had heard message(s) on the Coronavirus. 

Comparatively, in the first round of the survey, 99.1% said they heard of the disease and 96.4% 

said they had seen messages on the disease. 

ii. Overall, analysis of sample data show that local television (65.7%), social media (61.0%), local 

radio (40.9%), and newspaper 32.1% were the top four sources of information on COVID-19 for 

most respondents. 

iii. The analysis revealed that 46.6% agree or strongly agree that it was difficult deciding which 

information on the Coronavirus was real, false or rumour. 

iv. On the perception of the seriousness of the COVID-19 disease scale (0-10), Respondents from 

Region 1 averaged 6.5, and Region 2 averaged 7.6. 

Attitude 

v. In the first round of the survey, 81.6% of the respondents said they were either fearful or very 

fearful of the COVID-19 disease. For the second round of the survey, the proportion of 

respondents saying that they were either fearful or very fearful of the disease was 53.5%. 

vi. The results indicate that 71.1% of respondents said yes people should be willing to give up their 

usual (daily) activities to prevent the spread of the Coronavirus. For the first round of the survey, 
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the number was slightly higher at 74.1% of respondents. On the low side were Regions 6 (54.5%) 

and  7 (45.0%) 

vii. When asked whether they were able to fully protect themselves from the Coronavirus, 87.2% of 

the respondents said ‘yes’ and 12.8% said ‘no’. In the previous round of the survey, 79.5% of 

respondents had said yes; while 20.5% said ‘no’ they were not able to fully protect themselves 

from the Coronavirus 

Practices 

viii. Respondents itemised the following actions as measures taken to protect themselves and family 

from the Coronavirus: wearing a mask to cover my nose and chin when out of the house (77.3%), 

washing my hands for 20 seconds with soap and water (76.4%), using Sanitizers (73.3%), staying 

at home (unless it is absolutely necessary to go out) (71.7%), standing 6 feet apart from people 

(59.6%) and not touching my face (32.3%). 

ix. The survey also examined individual practices with the government’s Coronavirus prevention 

curfew and found that 91.2% of respondents reported being indoors during the evening curfew 

hours. Comparatively, during the first round of the survey 92.1% of respondents had reported 

that they were always indoors after 6 pm. 

Conclusions 

Knowledge 

I. Both Rounds of the survey yielded data that confirm that there is widespread awareness of COVID-

19 disease across the country. 

II. Younger people were more likely to get information on COVID-19 disease from social media while 

the older folks from local television and radio. 

III. Local television was the main source of information for all education levels with an exception for 

respondents with post-secondary education 

IV. Individuals are still finding it difficult to determine the veracity of COVID-19 related information 

particularly older persons and respondents from Regions 2, 4, 6, and 9. 

V. Regional disaggregation reveals that two regions came in below the selected cut-off point of eight 

used in Round 1 of the survey. When people consider an issue as serious, they are more likely to 

be thoughtful in evaluating risk. 

Attitude 

VI. Education levels appear to influence whether respondents were fearful or very fearful of COVID-

19 (p=0.003). Specifically, respondents with secondary education and higher had lower levels of 

fear of COVID-19.  

VII. Slightly fewer persons are willing to give up their daily activities to prevent the spread of 

coronavirus.  Of note is the relatively low percentages in Regions 6 and 7. 

VIII. Significantly more people are reporting that they can fully protect themselves from COVID-19. The 

main challenges were shortages of masks, unavailability of protective items, loss or decrease in 

wages, and increases in market prices. 
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Practices 

IX. The data show robust adherence to the key measures recommended for protection against the 

COVID-19 disease with social distancing and not touching one’s face as exceptions. The 18-24 age 

group was the lowest in compliance with social distancing (52.3%). The three youngest age cohorts 

had lower compliance with social distancing than their older counterpart. Further, the 18-34  years 

age group had the lowest compliance regarding staying home. 

X. The level of compliance to the 6 pm curfew remained substantially high 

Recommendations 

Knowledge 

I. The MoPH should continue to work with local authorities and media houses to disseminate 

reliable information on the coronavirus. Local television, social media, radio, and newspaper 

should be utilised in conveying information on COVID-19. Messages should be appropriate to age 

groups and education levels. 

II. Attention should be given to Regions 1 and 2 with regard to messaging on the seriousness of the 

disease in terms of its ability to spread from person to person and its impact on the infected 

person. 

Attitude 

III. Accurate, clear, and learning appropriate information should be presented to the population of 

the coronavirus to remove unnecessary fear. Planners should consider that education levels had 

the largest impact on how fearful people were of the disease. 

IV. The decline in the number of persons willing to give up their daily activities to prevent the spread 

of coronavirus may suggest that other economic and social forces are impacting families and 

therefore there may be needed to relax these measures. Recent data has revealed a slowing down 

of weekly infection rates. If a decision is taken to relax some of the stay-at-home measures, clear 

guidelines will have to be given in terms of how people are to assess the risk of contracting the 

disease along with guidelines for protection. 

V. The main challenges to people protecting themselves from the COVID-19 disease must be 

addressed as the government considers relaxing COVID-19 restrictions. The main ones are 

shortages of masks, unavailability of protective items, loss or decrease in wages and increases in 

market prices 

Practices 

VI. Relaxing COVID-19 restriction will require serious adherence to social distancing guidelines. All 

partners' including government, non-government, private sector and international organisations, 

should work together to improve adherence. Further, individuals and institutions should work 

together to strengthen measures  such as the use of face masks and washing and sanitizing hands. 

VII. The recent drop in the incidence of the disease should guide the government in terms of possibly 

extending the curfew by three hours as an interim measure to open some service sector. Careful 
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study should be taken of examples from the Caribbean region, for instance, Trinidad and Tobago, 

when easing restrictions and relaxing curfew. 
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Background 

Introduction 

This report details the procedures and findings of the Second Round of the Knowledge, Attitude, 

and Practices (KAP) Survey on specific themes related to the coronavirus disease (COVID-19). 

According to the World Health Organisation (WHO), COVID-19 was first detected in Wuhan, 

China. It is an infectious disease spread mainly through droplets of saliva or discharge from the 

nose when an infected person coughs or sneezes, The WHO declared COVID-19 as a Public Health 

Emergency of International Concern on January 30, 2020 (WHO, 2020).  

COVID-19 was first confirmed in Guyana on March 11, 2020 when a 52-year-old woman who 

travelled to the country from New York was diagnosed with the disease.  The Ministry of Public 

Health dashboard reports that 154 persons have contracted the disease with 12 deaths resulting 

from its spread.2 The week May 31 to June 6, 2020, has witnessed the lowest increase in cases 

since the end of March 2020. To date, the case fatality rate for COVID-19 in Guyana is 7.8%. 

Figure 1: Chronology of the number of COVID-19 cases in Guyana 

 

 

On 19 March 2020, the Guyana Civil Aviation Authority (GCAA) closed the country’s airspace to all 

international flights. The government has instituted a curfew throughout the country from 6 pm to 

 
2 As at June 6, 2020 
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6 am since April 3rd, 2020 during which only essential services can operate along with other 

enterprises subject to restrictions. Both measures are in place until June 17th, 2020.  Additionally, 

the Ministry of Public Health issued advisories including social distancing guidelines of 

maintaining two metres (6 feet) apart from others, as well as regular handwashing/sanitising, 

and cleaning and disinfecting surfaces persons come into contact with regularly. 

Further, the Ministry of Health and the United Nations Children’s Fund (UNICEF) are working 

jointly to implement a Knowledge, Attitude, and Practices (KAP) survey which will garner 

information on misconceptions or misunderstandings that may represent obstacles to the 

measures the authority would like to implement and potential barriers to behaviour change. 

Objectives of the Survey 
This COVID-19 KAP survey will help to: 

• Measure the extent of a known situation and provide new tangents of a situation reality;  

• Enhance the knowledge, attitude, and practices of specific COVID-19 themes;  

• Identify what is known and done about various COVID-19-related subjects;  

• Establish the baseline (reference value) for use in future assessments;  

• Suggest a context-specific intervention strategy;  

• Plan activities that are suited to the respective population involved. 

 

SCOPE OF THE SURVEY 
The survey is national in scope i.e. implemented in all ten regions. To achieve the objectives, this 

survey addresses key questions regarding the benchmark values for indicators of COVID-19. The 

data collected serve as a baseline, mid-line, and end-line values depending on the specific 

interventions. The survey focuses on identifying the risks associated with knowledge, attitudes, 

and practices to the saving of lives under threat from COVID-19. 

 

Methodology 

Research Design 
The survey method used is primarily a non-experimental correlational study. It is convenient in 

obtaining information about people’s actions, knowledge, intentions, opinions, and attitudes by 

means of self-report (Polit and Beck 2010, p. 294). For this reason, this approach was adopted to 

achieve the proposed objectives. 
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Survey Population 

The survey population consists of children, youth, women, and men, residing in the 10 regions as 

all regions are engaged in the COVID-19 response programming. The targeted sample size of 664 

persons was determined using a sample size table. The sample size was determined 

independently using a 99 % confidence level and 1 % margin of error. 

Table 1: Population and Sample by Region 

 

 

Sampling  
The survey employed a multistage sampling method involving both probability and non-

probability designs. The survey design combined proportional probability sampling along with 

consecutive sampling involving systematic random selection (see table 1). The size of the primary 

sampling units was based on the proportional population to size calculation. Each of the 10 

clusters corresponded to the Regional Administrative Boundaries (see Appendix B). Secondary 

sampling units were based on the list of individuals selected at random from the telephone 

directory using a predefined, computer-based algorithm or through consecutive sampling in 

areas where there is no landline telephone service.3   

Consecutive sampling was employed to survey residents in hinterland communities who do not 

have access to landline telephone service. The sampling frame was compiled from persons 

visiting health facilities over a two-week period along with staff from the facilities. From the 

frame constructed, respondents’ selection was based on a random process (systematic random 

sampling).   

 
3 In many of these Regions mobile phones are ubiquitous, however, because of privacy issues it was not possible to 

build a sample frame using mobile phone users. 
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Data Collection 
Guyana is a geographically diverse country and therefore data collection methods were adopted 

based on the specific areas/regions. The exercise, therefore, sustained the disadvantage of 

excluding persons who the chosen method is not able to capture for instance persons without 

telephones.  

Data was collected from all ten regions. The regions were divided into two clusters: coastal and 

hinterland clusters. The Coastal cluster of regions comprised regions 3, 4, 5, 6 & 10, and the 

hinterland cluster comprised regions 1, 2, 7, 8, and 9. Three approaches were adopted i.e. 

Telephone interviews in the coastal regions; client initiated face-to-face interviews in the 

hinterland and a self-administered questionnaire in a Survey Monkey platform. 

1. Telephone interviews – Household numbers were randomly selected from Guyana’s  

2019 telephone directory. The entire directory was downloaded in PDF and then exported 

to excel. A new excel sheet was prepared for each list of Surnames under the individual 

letter (A, B, C D, etc.). Each row of each sheet was considered, random rows were selected 

and the numbers for that region in those rows were highlighted to be called. 

 

A data collection team was established for each region and teams were asked to randomly 

select from a bag with the 26 letters of the alphabet, the Surnames (starting with the 

selected letters) they will call in round one of the surveys. Oversampling was done in 

region 4 as this region has almost 42% of Guyana’s population. The number of interviews 

needed for each region was divided among the selected letters for that region. Please see 

the example below: 

 

 
 

The questionnaire for the telephone interviews was placed in the Kobo toolbox online 

platform and placed on the interviewers’ tablets. The interviewers recorded the 

responses in the Kobo toolbox and submitted them in real-time for analysis. This process 

eliminated the data entry process. 

 

2. Face-to-face: Respondents from the hinterland cluster of regions were engaged face-to-

face (when persons visited Social, health care and Community workers, every 3rd person 
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was asked to participate in the survey, with replacement). The responses were also 

recorded in the Kobo toolbox and submitted in real-time to a central repository. 

 

3. Survey Monkey: A link with the survey was shared on the websites of the Ministry of 

Public Health and UNICEF and circulated by email and WhatsApp.  

 

Fifty-one (51) interviewers were recruited and trained to capture survey data. Twenty-five-

interviewers, based in Georgetown, and twenty-six in the hinterland. 

Table 2: Number of Interviewees and Interviewers 

 

Ethics and Quality Control 
ETHICS AND CONSENT PROCEDURES 

To ensure that the key ethical principles for the conduct of evaluation involving human subjects 

are followed, each potential respondent was given full information about the survey including 

the purpose and potential benefits, their rights, and how the information collected will be used. 

They were also informed that all data will be kept confidentially being only accessible by 

members of the survey team.  

Further, verbal consent was collected from all those who agreed to participate. All participants 

were also informed of their right to discontinue their participation at any point and approaches 

for ensuring confidentiality were described. The responder's name was not required. 
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QUALITY CONTROL 

Data checking and validation for completeness and consistency were carried out daily from 

downloads from KoBo Toolbox, based on the uploaded entries to KoBo collected from the tablets. 

Data that were deemed inconsistent were highlighted and shared with the relevant coordination 

team for rectification and cleaning. However, quality control was ensured daily, with corrections 

carried out on a real-time basis within the first 48 hours of data collection. 

DATA MANAGEMENT AND ANALYSIS PLAN 

All quantitative data were analysed using Excel and Statistical Package for the Social Sciences 

(SPSS). Based on the raw data, available for download from KoBo Toolbox, a master database 

was developed, and further data cleaning was carried out. A quantitative data framework was 

set up in Excel for all validated data. A series of frequencies count, percentage, ratios, and other 

statistical methods will be employed in the analysis of the data. 

Survey Limitation and Mitigation Measures 
Owing to the difficulty in collecting data from hinterland and remote regions, a non-probability 

approach was introduced. The limitation here is that there is no way to estimate the probability of 

including each person in a nonprobability sample, therefore every person usually does not have a chance 

for inclusion. Nevertheless, most research samples in medicine, psychology, and other disciplines are 

nonprobability samples (Polit and Beck 2010; Howit and Cramer 2011). To improve on this sampling 

technique, the survey utilized a random approach to select respondents. 

Another limitation of the survey is the use of telephone interviews. When using this method, it is 

observed that respondents are often uncooperative on the phone when the interviewer is unknown. 

However, it is believed that the use of experienced researchers along with pre-survey training mitigated 

this challenge. 

Survey Results 

Demography 
The Second Round of the survey interviewed 962 individuals. The minimum age for participants 

in the survey was 11 years old and the maximum age was 91 years old. The mean age of survey 

participants was 41 years and the standard deviation was 16 years. The mean, standard deviation 

and variance are relatively similar to the sample collected in Round 1 of the survey (see table 3). 
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Table 3: Age: descriptive statistics 

Summary Statistics Round 2 Round 1 

Number of Respondents 962 1217 

Minimum 11 13 

Maximum 91 85 

Mean 41.4 40.9 

Std. Deviation 16.3 16.3 

Variance 266.9 266.7 

 

As depicted in the chart below 69.3% of the respondents were females and 30.7% of the 

respondents were males.  

Figure 2: Sample distribution by gender (n=962) 

 

Age distribution of the sample: 

▪ 1.8% of the respondents were below age 18;  

▪ 13.3% were from the 18 to 24 years age group;  

▪ 26.5% were from the 25 to 34 years age group;  

▪ 17.9% were from the 35 to 44 years age group; 

▪ 14.2% were from the 45 to 54 years age group; 

▪ 13.0% were from the 55 to 64 years age group; 

▪ 10.9% were from the 65 years and older age group (table 4).   

Disaggregating gender of respondents by age, the data reveal that one percent of males in the 

sample were below 18 years old, 14.2% of males were in the 18-24 years old age category and 

25.8% were in the 25-34 years old age category. Additionally, 14.9% were in the 35-44 years old 
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age category, 12.5% were in the 45-54 years old age category, 14.9% in the 55-64 years old age 

category and 12.9% in the 65 years and older age category.  

For females, 2.1% of females in the sample were below 18 years old, 38.2% were in the 18-34 

years old age category, 12.9% were in the 18-24 years old age category and 26.8% were in 25 -

34 years old age category. Moreover, 19.2% were in the 35-44 years old age category, 15.0% 

were in the 45-54 years old age category, 12.1% in the 55-64 years old age category, and 10.0% 

in the 65 years and older age category. The modal age category for both males and females in 

the sample is the 25-34 years old age category. 

Table 4: Sample distribution by age category and Gender 

  

 

 

Regional distribution of the sample indicates: 

▪ 71 or 7.6% of respondents were Region 1,  

▪ 56 or 6.0% of respondents were from Region 2,  

▪ 143 or 15.3% of respondents were from Region 3, 

▪ 406 or 43.3% of respondents were from Region 4,  
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▪ 52 or 5.2% of respondents were from Region 5, 

▪ 117 or 12.5% of respondents from region 6, 

▪ 23 or 2.5% of respondents were from Region 7, 

▪ 12 or 1.3% of respondents were from Region 8, 

▪ 22 or 2.3% of respondents were from Region 9, and 

▪ 35 or 3.7% of respondents were from Region 10. 

 

Figure 3: Regional Distribution of sample (n=937) 

 

Reporting on the education levels of respondents, 34.6% of the sample informed interviewers 

that they were educated beyond secondary education, 35.2% completed up to secondary 

education and 14.1% started but did not complete secondary education. The data also revealed 
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that 9.1% of the sample completed up to primary education, 5.2% of the sample started primary 

but did not complete that level and 1.7% of the sample had no formal education. 

Figure 4: Distribution of sample by education level (n=940) 

 

It was observed from the data that 39.7% of respondents were single or never married, 52.2% 

were married or living together with an intimate partner and 4.7% and 3.3% were separated and 

divorced respectively. 

Figure 5: Sample distribution by marital status (n=936) 
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The survey sought information on the number of persons below 18 years old living in households 

with respondents. The survey found that 41.2% of respondents sampled did not live in a 

household with anyone below 18 years old. Additionally, 50.1% of respondents lived in a 

household with one to three persons below 18 years old, 7.9% of respondents had four to six 

persons below 18 years old living in their households and 0.8% of respondents had seven or more 

persons below 18 years old living in their households. Moreover, 8.0% of respondents reported 

having a person with a disability in their homes.  

Figure 6: Households with Persons less than 18 years old (n=962) 

 

Table 5: Do you or anyone in your household have a disability? 

 

The modal sector from which respondents were employed before the Covid-19 outbreak was 

education (10.3% of respondents). Health care (9.0%) and other public services (7.6%) were two 

other sectors with values close to the modal value (see Appendix A).  
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Knowledge  
Both Rounds of the survey yielded data that confirm that there is widespread awareness of 

COVID-19 across the country. The data revealed that 99.3% of respondents in the current survey 

heard about the Coronavirus. Further, 96.4% of respondents reported that they had heard the 

message(s) on the Coronavirus (table 6). 

Table 6: Proportion of sample who heard about the Coronavirus 

 

 

Sources of COVID-19 related information 

Overall, analysis of sample data show that local television (65.7%), social media (61.0%), local 

radio (40.9%), and newspaper 32.1% were the top four sources of information on COVID-19 for 

most respondents. Local television overtook social media as the top source of information on 

COVID-19 when compared to the first round of the survey.  Local radio also improved its position 

to the third spot as a source of COVID-19 information overtaking overseas television and 

newspaper. It is important to note that overseas television dropped precipitously out of the top 

four information sources on COVID-19 for respondents (figure 7).



                                                                            
Figure 7: Media from which respondents heard messages on Coronavirus (multiple response set)  
 

 

Round 2 Result Round 1 Result 

  
 

When the data on information sources on COVID-19 is disaggregated by gender, local television, 

social media, and local radio remained the top three information sources for both males and 

females. However, higher rates of females were receiving information from social media and 

local television when compared to males. Whereas, comparatively, males were receiving COVID-

19 information in larger proportion for newspapers, government websites and local radio (figure 

8). 
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Figure 8: Main sources of information on COVID-19 by gender 

 

Information sources on COVID-19 varied with age. For the youngest cohort (18 years and below) 

social media, local television and local radio were the main sources of information on COVID-19.  

For the 19-24 years age group and the 25-44 years age group social media, followed by local 

television and local radio were the main information sources on COVID-19. Local television was 

the main source of COVID-19 related information for the 45-64 years age group, followed by 

social media and local radio. It is observed that for the 65 years and older age group, local 

television is the main source of information on COVID-19 followed by local radio and then 

newspaper (Figure 9). 

Further, it is observed in figure 10, that local television, social media, and local radio were the 

main COVID-19 related information source for respondents of all education levels. 
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Figure 9: Main sources of information on COVID-19 by age group 

 

 

Figure 10: Main sources of information on COVID-19 by education level 

 

 

Regional differences in sources of COVID-19 related information 
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Looking at the sources of COVID-19 information by Region, social media, local television, and 

local radio were the main media with one exception in Region 6 where local radio is replaced by 

the newspaper.  

Table 7: Sources of COVID-19 information by region 

 

 

Difficulties determining the veracity of COVID-19 related information 

With information on the Coronavirus coming from various sources both formal and informal the 

survey examined whether respondents felt it was difficult to determine which information was 

real, fake or rumours. The analysis revealed that 46.6% agree or strongly agree that it was difficult 

deciding which information on the Coronavirus was real, false or rumour. On the other hand, 

40.6% of respondents either disagree or strongly disagree that it was difficult deciding which 

information on the Coronavirus was real, false or rumour. The data show that females concurred 

more than males that it is difficult determining which information on COVID-19 was real or fake. 

Likewise, generally, younger respondents agreed that it is difficult determining which information 

on COVID-19 was real or fake (Figures 11 and 12). 
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Figure 11: Respondents' perception of the difficulty in deciding which information is real or fake 
by gender 

 

Figure 12: Respondents' perception on the difficulty in deciding which information is real or fake 
by age category 

 

 

More than half of respondents from Regions 2, 4, 6, and 9 said that they found it difficult to 

determine which information on COVID-19 was real or fake. While in Regions 5 and 10 less than 

10% of respondents claimed that they found it difficult to determine which information on 

COVID-19 was real or fake (figure 13). 
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Figure 13: Respondents' perception on the difficulty in deciding which information is real or fake 
by Region 

 

 

Recognition of the main COVID-19 Symptoms 

Fever (80.0%), coughing (76.2%), difficulty breathing (68.8%), headache (56.5%), and sneezing 

(54.4%) were the top five symptoms respondents associated with the Coronavirus. Less than half 

of respondents listed fatigue/tiredness (44.1%), muscle pain (39.7%), joint pain (35.3%), loss of 

appetite (35.2%), runny nose/nasal congestion (35.0%) and diarrhea (33.2%) as among the 

symptoms of the Coronavirus (figure 14). Comparatively, there is little change in the proportions 

of respondents recognising the various COVID-19 symptoms for the first and second rounds of 

the survey. 

 



                                                                            
 

Figure 14: Respondents who can recognise signs and symptoms believed to be associated with 
the Coronavirus 

Round 2- Results Round 1 - Results 

 

 

 

Survey participants’ perception of how serious a problem the Coronavirus is was assessed on a 

scale of one to ten with one being not serious at all and 10 being extremely serious. The mean 

score for the sample was 8.5 on the scale from zero to ten. This value affirms that on average 

respondents felt that the COVID-19 disease was a serious problem.  

Regional disaggregation reveals that four regions came in below the average and two below our 

selected cut-off point of eight used in Round 1 of the survey. Respondents from Region 1 

averaged 6.5, Region 2 averaged 7.6, Region 6 averaged 8.3, and Region 8 averaged 8.3 (figure 

15). When people consider an issue as serious, they are more likely to be thoughtful in evaluating 

risk. 
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Figure 15: Respondents perception of the seriousness of COVID-19 by Region 

 

Disaggregating by gender and age, the survey found that males’ seriousness perception of COVID-

19 disease was below females and below the sample average (figure 16). Respondents over 45 

had a higher average than younger age groups (figure 17). 

 

 

Figure 16: Respondents perception of the seriousness of COVID-19 by gender 

 



                                                                          

2 | Page 
 

Figure 17: Respondents perception of the seriousness of COVID-19 by age category 

 

Perspective on Symptomless Transmission of COVID-19 Diseaseo Are pre-symptomatic4 and 

asymptomatic persons with COVID-19 able to transmit the disease? The survey assesses 

respondents’ views on this question examining them according to the region where they live, 

gender, and age group. The survey finds that 50% or more of respondents from every region 

believed that pre-symptomatic and asymptomatic people could spread the disease. The numbers 

are higher for Regions 5 (80.4%), Region 7 (80.0%) and Region 10 (71.4%). The lowest rates are 

in Region 8 (50.0%), Region 6 (57.7%), Region 3 (59.1%) and Region 1 (58.8%) (figure 18). 

Gender disaggregation of views on symptomless transmission of COVID-19 did not yield 

significant numerical difference (figure 19). The older age cohorts (55-64 age group and 65 and 

over age group) were least likely to believe that pre-symptomatic and asymptomatic persons can 

transmit the disease. Respondents in the 18 years and below age category were most likely to 

believe in the symptomless transmission of COVID-19 (figure 20). 

 
4  
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Figure 18: Perceptions of symptomless transmission of COVID-19 by Region 

 

Figure 19: Perceptions of symptomless transmission of COVID-19 by gender 
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Figure 20: Perceptions on symptomless transmission of COVID-19 by age category 

 

Attitude 
There is no doubt the COVID-19 pandemic has caused significant fear amongst people in the country. 

In the first round of the survey, 81.6% of the respondents said they were either fearful or very 

fearful of the COVID-19 disease. For the second round of the survey, the proportion of 

respondents saying that they were either fearful or very fearful of the disease was 53.5%. This 

represents a significant drop in persons claiming that they are fearful or very fearful of the 

disease.   

 

Figure 21: Percentage of respondents fearful or very fearful of COVID-19 (values for Round 1 and 
Round 2 of the survey) 
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As can be observed below in every region significant amounts of respondents stated they were 

fearful or very fearful of COVID-19 disease.  

▪ Region 1: 72.9% of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 2: 79.6% of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 3: 57.9% of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 4: 44.3 of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 5; 56.9 of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 6: 58.2 of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 7: 45.0% of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 8: 100.0 of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 9: 42.9% of respondents fearful or very fearful of COVID-19 disease. 

▪ Region 10: 54.3% of respondents fearful or very fearful of COVID-19 disease. 

Figure 22: Percentage of respondents fearful or very fearful of COVID-19 by region 

 
 

According to the data, female respondents (54.3%) had a slightly higher rate of fear of the COVID-

19 than males (51.7%) (Figure 23). Disaggregation by age did not present any obvious trend, 

nevertheless, for all age groups, the rates of respondents fearful or very fearful ranged from 

48.8% to 60.3%, which represents medium levels of fear (figure 24). A high level of fear about 

contagious diseases can result in misdirected reactions leading to the stigmatization of people 

and unnecessary reduction in daily activities, which can create new problems.  
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Figure 23: Percentage of respondents fearful or very fearful of COVID-19 

 

Figure 24: Percentage of respondents fearful or very fearful of COVID-19 by age group 

 

Education levels appear to influence whether respondents were fearful or very fearful of COVID-

19 (p=0.003). Specifically, respondents with secondary education and higher had lower levels of 

fear of COVID-19.  
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Figure 25: Percentage of respondents fearful or very fearful of COVID-19 

 

The survey queried if people should be willing to give up their usual (daily) activities to prevent 

the spread of the Coronavirus. The results indicate that 71.1% of respondents said yes people 

should be willing to give up their usual (daily) activities to prevent the spread of the Coronavirus. 

For the first round of the survey, the number was slightly higher at 74.1% of respondents. On the 

low side were Regions 6 (54.5%) and Region 7 (45.0%) (Figure 26). 

 

Table 8: Percentage of respondents willing to give up their usual (daily) activities to prevent the 
spread of the Coronavirus 

Survey % of respondents willing to give up their usual (daily) 
activities to prevent the spread of the Coronavirus 

Round 2 of the survey 71.1% 

Round 1 of the survey 74.1% 
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Figure 26: Perception on whether people should be willing to give up their usual (daily) activities 
to prevent the spread of the Coronavirus. 

 

When asked whether they were able to fully protect themselves from the Coronavirus, 87.2% of 

the respondents said ‘yes’ and 12.8% said ‘no’. In the previous round of the survey, 79.5% of 

respondents had said yes; while 20.5% said ‘no’ they were not able to fully protect themselves 

from the Coronavirus (table 9). The data show a significant numerical drop in the number of 

respondents stating that they are not able to fully protect themselves from the coronavirus 

disease.  

Table 9: Are able to fully protect yourself from COVID-19 

 

The survey also examined the barriers resulting in the latter group not being able to fully protect 

themselves. The perceived barriers are disaggregated by region as presented in the table below. 

All the disaggregated values are below 10%. Notwithstanding, the main challenges for Region 1 

are the shortage of masks, an increase of the price of items in the market, unavailability of items 
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and loss or decrease in wages. In Region 2, respondents reported a shortage of masks and gloves, 

a shortage of hand sanitizer and soap, and increasing prices of items as their main challenges. 

Region 3 respondents stated that increasing prices of items, loss or decrease in wages, 

unavailability of items, and shortage of masks as the main challenges to protecting themselves. 

For Region 4 the main challenges were increasing prices in the market, unavailability of items, 

and loss or decrease in wages were the main problems. In Region 5 there was no challenge 

reported by three percent or more respondents. In Region 6, the increasing market price was the 

main challenge reported. Approximately one in six respondents from Region 7 reported that a 

shortage of masks was a challenge in protecting themselves. For Region 9, unavailability of items, 

shortage of hand sanitizer and soap were the main challenges. In Region 10, a shortage of masks, 

hand sanitizers, and gloves were the main challenges (Table 10). 

 

Table 10: Perceived barriers to Respondents fully protecting themselves from the Coronavirus by 
Region 

 
 

 

Practice  
The data show that an overwhelming majority of respondents (99.2%) indicated that they had 

done something during the past two weeks to protect themselves and family from the 

Coronavirus (table 11). Comparatively, for the first round of the survey, 99.1% indicated that they 

did something to protect themselves and their families during the past two weeks. 
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Table 11: During the past two weeks, have you done anything to protect you and/or your family 
from the Coronavirus? 

Survey % of respondents who have done anything to protect 
themselves and/or family from the Coronavirus during 
the past two weeks 

Round 2 of the survey 99.2% 

Round 1 of the survey 99.1% 

 

 

Respondents itemised the following actions as measures taken to protect themselves and family 

from the Coronavirus: 

• Wearing a mask to cover my nose and chin when out of the house (77.3%) 

• Washing my hands for 20 seconds with soap and water (76.4%) 

• Using Sanitizers (73.3%) 

• Staying at home (unless it is necessary to go out) (71.7%) 

• Standing 6 feet apart from people (59.6%) 

• Not touching my face (32.3%) 

• Changing my diet (15.3%) 

• Taking medicines without a doctor's prescription (6.8%) 

Figure 28: Actions taken to protect you and/or your family from the Coronavirus 
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The data show robust adherence to the key measures recommended for protection against the 

COVID-19 disease5 with social distancing and not touching one’s face as exceptions. The data 

show that 60.9% of females were observing social distancing and 34.2% said they were not 

touching their faces. For males, 28.1% were not touching their faces and 56.6% were observing 

social distancing (table 12). The 18-24 age group was the lowest in compliance with social 

distancing (52.3%). The three youngest age cohorts had lower compliance with social distancing 

than their older counterpart. Further, the 18-34  years age group had the lowest compliance with 

regard to staying home. 

Table 12: Actions taken to protect you and/or your family from the Coronavirus by gender 

 

 

 
5 Washing hands, use of hand sanitizers, wearing masks and staying home. 
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Table 13: Actions taken to protect you and/or your family from the Coronavirus by age group 

 

 

Table 14: Actions taken to protect you and/or your family from the Coronavirus by region 

 

The survey also examined individual practices concerning the government’s Coronavirus 

prevention curfew and found that 91.2% of respondents reported being indoors during the 
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evening curfew hours. Comparatively, during the first Round of the survey 92.1% of respondents 

had reported that they were always indoors after 6 pm (figure 23).  Disaggregating by gender, 

92.5% of female respondents said they are always indoors by 6 pm, while 88.3% of males said 

they are always indoors by 6 pm (figure 29). As presented in figure 25, except for the 25-34 years 

old age group and the 35 to 44 years old age group, all other age cohorts had over 90% adherence 

to the 6 pm curfew. Regional disaggregation as presented in figure 26, shows that Region 2 

(77.6%) had the lowest compliance rate for the 6 pm curfew and Region 9 (95.2%) had the highest 

compliance rate.  

Figure 29 percentage of respondents that are always home by 6 pm 
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Figure 30: Percentage of respondents that are always home by 6 pm by gender 

 

Figure 31: Percentage of respondents that are always home by 6 pm by age group 
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Figure 32: Percentage of respondents that are always home by 6 pm by region 

 

 

 



                                                                            
 

  

Conclusions and Recommendations 
 

Key Findings Conclusion Recommendation 

Knowledge 

The data revealed that 99.3% of 
respondents in the current survey 
heard about the Coronavirus and 
96.4% of respondents reported that 
they had heard the message(s) on the 
Coronavirus. Comparatively, in the 
first round of the survey, 99.1% said 
they heard of the disease and 96.4% 
said they had seen messages on the 
disease. 

Both Rounds of the survey yielded data 
that confirm that there is widespread 
awareness of COVID-19 disease across the 
country. 

 
The MoPH should continue to work with local 
authorities and media houses to disseminate reliable 
information on the coronavirus. Local television, 
social media, radio, and newspaper should be utilised 
it conveying information on COVID-19. Messages 
should be appropriate to age groups and education 
levels. 
 

Overall, analysis of sample data show 
that local television (65.7%), social 
media (61.0%), local radio (40.9%), 
and newspaper 32.1% were the top 
four sources of information on 
COVID-19 for most respondents. 

Younger people were more likely to get 
information on COVID-19 disease from social 
media while the older folks from local 
television and radio. 
Local television was the main source of 
information for all education levels with the 
exception for respondents with post-
secondary education 

The analysis revealed that 46.6% 
agree or strongly agree that it was 
difficult deciding which information 

Individuals are still finding it difficult to 
determine the veracity of COVID-19 related 
information. Particularly older persons and 
respondents from Regions 2, 4, 6, and 9. 
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on the Coronavirus was real, false or 
rumour. 

On the perception of the seriousness 
of COVID-19 disease scale (0-10), 
Respondents from Region 1 averaged 
6.5 and Region 2 averaged 7.6,  

Regional disaggregation reveals that two 
regions came in below the selected cut-off 
point of eight used in Round 1 of the 
survey. When people consider an issue as 
serious, they are more likely to be 
thoughtful in evaluating risk. 

The focus should be given to Regions 1 and 2 with 
regard to messaging on the seriousness of the disease 
in terms of its ability to spread from person to person 
and its impact on the infected person. 

Attitude 

In the first round of the survey, 81.6% 
of the respondents said they were 
either fearful or very fearful of the 
COVID-19 disease. For the second 
round of the survey, the proportion of 
respondents saying that they were 
either fearful or very fearful of the 
disease was 53.5%. 

Education levels appear to influence 

whether respondents were fearful or very 

fearful of COVID-19 (p=0.003). Specifically, 

respondents with secondary education 

and higher had lower levels of fear of 

COVID-19.  

 

Accurate, clear, and learning appropriate information 
should be presented to the population of the 
coronavirus to remove unnecessary fear. Planners 
should consider that education levels had the largest 
impact on how fearful people were of the disease. 

The results indicate that 71.1% of 
respondents said yes people should 
be willing to give up their usual (daily) 
activities to prevent the spread of the 
Coronavirus. For the first round of the 
survey, the number was slightly 
higher at 74.1% of respondents. On 
the low side were Regions 6 (54.5%) 
and Region 7 (45.0%) 

Slightly fewer persons are willing to give 
up their daily activities to prevent the 
spread of the coronavirus.  Of note is the 
relatively  low percentages in Regions 6 
and 7 

The decline in the number of persons willing to give 
up their daily activities to prevent the spread of 
coronavirus may suggest that other economic 
and social forces are impacting families and 
therefore there may be needed to relax these 
measures. Recent data has revealed a slowing 
down of weekly infection rates. If a decision is 
taken to relax some of the stay at home 
measures, clear guidelines will have to be given 
in terms of how people are to assess the risk of 
contracting the disease along with guidelines for 
protection. 
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When asked whether they were able 
to fully protect themselves from the 
Coronavirus, 87.2% of the 
respondents said ‘yes’ and 12.8% said 
‘no’. In the previous round of the 
survey, 79.5% of respondents had 
said yes; while 20.5% said ‘no’ they 
were not able to fully protect 
themselves from the Coronavirus 

Significantly more people are reporting that 
they can take actions fully protect themselves 
from COVID-19. The main challenges were the 
shortage of mask, unavailability of protective 
items, loss or decrease in wages and increases 
in market prices 

The main challenges to people protecting themselves 
from the COVID-19 disease must be addressed as the 
government considers relaxing COVID-19 restrictions. 
The main ones are the shortage of mask, 
unavailability of protective items, loss or decrease in 
wages and increases in market prices 
 

Practices 

Respondents itemised the following 

actions as measures taken to protect 

themselves and family from the 

Coronavirus: wearing a mask to cover 

my nose and chin when out of the 

house (77.3%), washing my hands for 

20 seconds with soap and water 

(76.4%), using Sanitizers (73.3%), 

staying at home (unless it is necessary 

to go out) (71.7%), standing 6 feet 

apart from people (59.6%) and not 

touching my face (32.3%). 

The data show robust adherence to the 
key measures recommended for 
protection against the COVID-19 disease6 
with social distancing and not touching 
one’s face as exceptions. The 18-24 age 
group was the lowest in compliance with 
social distancing (52.3%). The three 
youngest age cohorts had lower 
compliance with social distancing than 
their older counterpart. Further, the 18-34  
years age group had the lowest 
compliance with regard to staying home. 

Relaxing COVID-19 restriction will require serious 
adherence to social distancing guidelines. All partners 
i.e. government, non-government, private sector, 
and international organisation, should work together 
to improve adherence. Further, individuals and 
institutions should work together to strengthen 
measures on such as the use of face masks and 
washing and sanitizing hands. 

The survey also examined individual 
practices in relation to the 
government’s Coronavirus 
prevention curfew and found that 

The level of compliance to the 6 pm 
curfew remained substantially high 

The recent drop in the incidence of the disease should 
guide the government in terms of possibly extending 
the curfew by three hours as an interim measure to 
open some service sector. Careful study should be 
taken of examples from the Caribbean region, for 

 
6 Washing hands, use of hand sanitizers, wearing masks and staying home. 
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91.2% of respondents reported being 
indoors during the evening curfew 
hours. Comparatively, during the first 
round of the survey 92.1% of 
respondents had reported that they 
were always indoors after 6 pm 

instance, Trinidad and Tobago, when easing 
restrictions and relaxing curfew. 
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Appendix A1: Respondents’ employment sector, area or type of activity before the coronavirus 

arrived in the country 

                        Employment Type Frequency Percent 

 No answer 328 34.1 

Education 99 10.3 

Health care 87 9.0 

other public services 73 7.6 

other 42 4.4 

Entrepreneur 39 4.1 

Farming crop 39 4.1 

Disciplined Forces 28 2.9 

other shop or store 24 2.5 

Mining 21 2.2 

Unemployed 21 2.2 

Manufacturing 18 1.9 

Restaurant 16 1.7 

Information technology 15 1.6 

Fishery 13 1.4 

Grocery store, supermarket 12 1.2 

Open market vending 12 1.2 

Transportation - ground 11 1.1 

Financial services 9 .9 

Hotel or B&B 6 .6 

Forestry 4 .4 

Import, export 3 .3 

Tourism 3 .3 

Farming livestock 2 .2 

Pharmacy 2 .2 

Transportation -air 2 .2 

Transportation - water 2 .2 

Gathering of forest products including 

hunting 

1 .1 

Total 932 96.9 

 Missing Values 30 3.1 

Total 962 100.0 

 



                                                                          

2 | Page 
 

Appendix A2: Respondents’ employment sector, area, or type of activity now since the 

coronavirus arrived in the country 

Employment sector Frequency Percent 

No answer 383 39.8 

Education 82 8.5 

Health care 75 7.8 

other public services 68 7.1 

Unemployed 52 5.4 

Farming crop 39 4.1 

Entrepreneur 32 3.3 

other 31 3.2 

Disciplined Forces 24 2.5 

Information technology 17 1.8 

other shop or store 17 1.8 

Mining 16 1.7 

Manufacturing 14 1.5 

Restaurant 13 1.4 

Fishery 11 1.1 

Financial services 10 1.0 

Grocery store, supermarket 9 0.9 

Transportation - ground 8 0.8 

Open market vending 8 0.8 

Hotel or B&B 4 0.4 

Forestry 2 0.2 

Import, export 2 0.2 

Pharmacy 2 0.2 

Transportation -air 2 0.2 

Farming livestock 1 0.1 

Gathering of forest products including 
hunting 1 0.1 

Transportation - water 1 0.1 

Total 924 96.0 

99 38 4.0 

  962 100.0 
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Appendix B: Regional Map of Guyana 
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Appendix C: Survey Team 

Survey Team Function 

MoPH and 
UNICEF 
team 

Hon. Minister of Public Health Ms. Volda 
Lawrence 

Oversight team UNICEF Representative Ms. Sylvie Fouet 

UNICEF Deputy Representative Mr. Irfan 
Akhtar 

Dr. Ertenisa Hamilton 
Survey Managers 

Mr. Michael Gillis 

Dr. Clement Henry Sampling, Data Analysis, and report 
writing team Mr. Michael Gillis  

Mr. Ato Heyliger Sampling support 

Dr. Patrick Matala Technical Support 

Ms. Jewel Crosse Communication for Development support 

Mr. Frank Robinson External Communication Support 

Mr. Kelvin Daly Information Technology support 

Ms. Melissa Joseph-Wade Logistics support 

 

Dr. Umadai Rattan Supervisor 

Dr. Lauren Bancroft Supervisor 

Ms. Tandica Marshall Supervisor 

Medex Wilton Benn  Supervisor 

Dr. Farrah December Supervisor 

Ms. Nickishaw Khan Supervisor 

Dr. Delroy Pyle Supervisor 

Dr. Samantha Kennedy  Supervisor 

Ms. Kewana Carrington Supervisor 

Mr. Ato Heyligar Supervisor 

Ms. Shivhana Bruce Supervisor 

Ms. Sheneca Castello Supervisor 

 

Mr. Sylvester Nanan Interviewer 

Mr. Odley Paul Interviewer 

Ms. Noelene Siland Interviewer 

Mr. Kevin Johnson Interviewer 

Ms. Amanda Scott Interviewer 

Ms. Shemika Smartt Interviewer 

Ms. Debra Pollard Interviewer 

Ms. Collet Baird Interviewer 

Mr. Michael O'Donoghue Interviewer 
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Ms. Shandel Archer  Interviewer 

Ms. Alicia Singh Interviewer 

Ms. Nichelle Cadogan Interviewer 

Mr. Adrion Sukhdeo Interviewer 

Ms. Sharon Hope Interviewer 

Ms. Hannah Smith Interviewer 

Ms. Auvrel Lyte Interviewer 

Ms. Alicia McLeod Interviewer 

Ms. Nicolette Thomas Interviewer 

Ms. Candacy Gonputh Interviewer 

Medex Anasha Venture Interviewer 

Ms. Natasha Layne Interviewer 

Mr. Neala Misir Interviewer 

Ms. Leauta Hubbard Interviewer 

Ms. Dawn Pearson Interviewer 

Ms. Dhanwanttie Ramdeholl Interviewer 

Ms. Basantie Lallbachan Interviewer 

Ms. Patricia Ramnauth Interviewer 

Mr. Lenski Henry Interviewer 

Mr. Balraj Sanase Interviewer 

Ms. Leandre Stellingburg Interviewer 

Ms. Vanessa Wong Interviewer 

 

 


