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CHAPTER 1: INTRODUCTION
COVID-19 is a pandemic affecting billions of lives across the 
world. As of 31 May 2021, the World Health Organization 
(WHO) reported 172,679,463 confirmed cases, including 
3,721,886 deaths globally while in South Asia there were 
30,751,353 confirmed cases with 508,056 deaths.1 The 
pandemic has stressed health systems and disrupted 
essential health services.2 For children, according to UNICEF 
projections, the pandemic might push as many as 120 million 
more into poverty and food insecurity over the next six 
months, joining some 240 million children already classified 
as poor.3  What started off as a public health emergency with 
55,714 confirmed cases in Afghanistan; 274,065 confirmed 
cases in Nepal; and 578,797 confirmed cases in Pakistan 
— the three countries covered in this report — has evolved 
into a whole-of-society crisis which has affected all social 
and economic sectors, particularly for those who are already 
vulnerable, namely poor children and women.

Effective management of the pandemic depends on 
communication about the pandemic; people’s knowledge, 
attitudes, behaviours and practices about it; as well as 
the effective engagement of communities and local 
organizations, networks and influencers in emergency 
response. Social and behaviour change communication 
(SBCC) and community engagement (CE) are important 
strategies, in this regard, that cut across all social sectors 
and form a part of UNICEF’s objective for programming 
excellence at scale for children. In the humanitarian 
context, where UNICEF often plays a leading role, the 
organization’s work on risk communication and community 
engagement (RCCE) during an outbreak response is part 
of its global accountability and recognized by partners as a 
unique value add given its proximity and presence in local 
communities. RCCE interventions can reinforce behaviours 
and engagement modalities as well as strengthen trust 
and social cohesion in the longer-term to help mitigate 
socio-economic impacts.

However, a ’one-size-fits-all’ approach to RCCE may 
not achieve the desired results. Lessons learned from 
the response to the Ebola outbreak in West Africa in 
2014–2015 suggest that to be effective, RCCE strategies 
should prioritize the engagement of local communities, 
be evidence-based (making use of robust data on the 
knowledge, attitudes and practices (KAP) of specific 
communities), as well as how these practices evolve over 
time.4  While UNICEF continues to be considered a leader 
in RCCE, the organization suffers from a systemic lack of 

social and behavioral data and evidence that can be used to 
inform policy and programmes at the national and regional 
level. While practices around producing one-off knowledge, 
attitudes and practices (KAP) studies and surveys is 
common, at most they serve as an initial input or baseline 
for programmes, but do little to help understand the 
evolving nature of perceptions and behaviours which are so 
critical to achieving UNICEF’s goals. 

The COVID-19 global pandemic (and its reliance on the 
adoption of individual and collective behaviours as a 
means to reduce transmission and impact) threw social 
and behavioural science into the limelight, demonstrating 
the urgent need to understand the people UNICEF was 
attempting to reach.  As the COVID-19 pandemic evolved 
into a whole-of-society crisis with deep collateral impacts 
and slippage on gains across all social sectors, the need to 
understand the barriers and drivers of people’s perceptions, 
behaviours and coping strategies has continued to 
increase, calling for a longer-term strategy to fill the 
systemic gap on social and behaviour data and evidence, 
connecting this to decision-making and the improvement 
of programme implementation and monitoring. In response 
to the need for social and behavioural data to inform 
RCCE approaches during COVID-19, the community rapid 
assessment (CRA) initiative was piloted and implemented 
by UNICEF in South Asia. Through a time-series approach 
(i.e., regular gathering of same/similar data over time) 
the CRAs aim to provide rapid and consistent data on 
citizen perceptions and behaviours; underlying drivers and 
barriers; coping strategies and evolving needs during the 
COVID-19 pandemic. 

Furthermore, through the CRAs UNICEF aims to learn about 
the generation and use of rapidly-produced citizen and 
community-sourced, time-series data for programming and 
evaluation; and strengthen internal (UNICEF) and external 
(government and partners) systems for the generation and 
use of social behavioural evidence in national humanitarian 
and development contexts.

In South Asia, with support of UNICEF’s Regional Office 
of South Asia (ROSA), UNICEF Country Offices (COs) in 
Afghanistan, Nepal and Pakistan have been implementing 
CRAs while the CO in India is planning to start in April 2021. 
The CRA surveys are implemented in each country through 
multiple rounds of data collection according to different 
formats and timelines (see Table 1).

  [1] World Health Organization, ‘WHO Coronavirus Disease (COVID-19) Dashboard’, WHO, Geneva, https://COVID19.who.int/,
  https://www.who.int/news/item/01-06-2020-COVID-19-significantly-impacts-health-services-for-noncommunicable-diseases
  [2] UNICEF, ‘COVID-19 upends ‘entire generation’ of 600 million South Asian children’ https://news.un.org/en/story/2020/06/1066842
   A first peak happened around June-July 2020.
  [3] United Nations Children’s Fund, ‘Evaluation of UNICEF’s Response to the Ebola Outbreak in West Africa, 2014-2015’, UNICEF, New York, 2016.
. [4] UNICEF, ‘Evaluation of UNICEF’s Response to the Ebola Outbreak in West Africa, 2014-2015’, UNICEF, New York, 2016.

https://COVID19.who.int/
https://www.who.int/news/item/01-06-2020-COVID-19-significantly-impacts-health-services-for-noncommu
https://news.un.org/en/story/2020/06/1066842
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Table 1: Overview of CRA implementation in different countries in South Asia

* The Child & Family Tracker has 6 rounds in total. The CRA questions were integrated from the third round.

The following report provides insights and trends on social behavioural drivers and barriers linked to COVID-19, as seen 
across three countries where the CRAs have been implemented so far: Afghanistan, Nepal and Pakistan.

Country Timeline survey Number of rounds Format

Afghanistan Dec. 2020 – Mar. 2021 3 rounds Standalone survey

India Mar. 2021 – July 2021 3 rounds Standalone survey

Nepal Aug. 2020  – Jan. 2021 4 rounds*
Integrated in Nepal Child & 
Family Tracker Survey

Pakistan Aug. 2020 – Mar. 2021 6 rounds Standalone survey

© UNICEF/India/UN0387388/Ahmad/2020
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2.2 Research questions

In order to examine behaviours and their drivers related 
to COVID-19 based on the CRA data, a series of research 
questions were formulated to guide the analysis. The 
primary analysis, which draws on the time-series data 
collected through the CRA, is guided by the following 
questions:

1. How do behaviours (with emphasis on protective 
behaviours) differ by demographic characteristics 
of respondents and how and why are they changing 
overtime? 

2. What are the barriers to individuals and communities 
from practicing protective behaviours?

3. How does individual risk perception of COVID-19 

CHAPTER 2: METHODOLOGY
2.1 Conceptual framework

The CRA was designed around the UNICEF Behavioural 
Drivers Model (BDM). The BDM provides a reference 
framework of the multiple forces/determinants that  
affect people’s behaviours. Put another way, the BDM aims 
to help practitioners move beyond identifying what people 
are doing – the typical focus of a KAP study – to a deeper 
understanding of why people do what they do in a given 
context, in order to inform programme design.

Drawing upon this analytical framework, the CRA aims to 
identify and analyse some of the social and behavioural 

Figure 1: Rapid assessment components within the UNICEF Behavioural Drivers Model

infection differ across demographic characteristics of 
respondents and how is it changing over time? What 
relationship exists between risk perception and people’s 
COVID-related behaviours?

4. How is the perception of severity of COVID-19 to 
individuals and families different across demographic 
characteristics of respondents and how is it changing 
overtime?

5. Do individuals trust in information on COVID-19 from 
health workers, religious leaders and NGOs and 
how does it differ by demographic characteristics of 
respondents? Are people’s behaviours in relation to 
COVID-19 affected by their level of trust?

6. How is information received on COVID-19 related to 
risk perception and the practice of protective behaviours 
for COVID-19?

Behavior and 
drivers

Personal characteristics

Communication 
enviroment

Emerging 
anternatives

Cognitive biases

Interest

Intent

Context

Attitude

Community 
dynamic

Meta-norms

Governing 
entities

Structural 
barriers

Behaviour

Limited rationality

Action

Information, 
communication 

and trust

Coping strategies 
and emerging needs

Behaviour and
drivers

Coping strategies 
and emerging 

needs

Information, 
communication 

and trust

drivers as well as barriers related to COVID-19 (as outlined 
in the model) in order to better plan interventions that 
can influence them. The factors include: prevalence of 
protective behaviours and the barriers to adopting them; 
perceptions about risk; trust in institutions, community 
groups and information channels; coping strategies and 
emerging needs in relation to COVID-19, among others 
(see Figure 1). Demographic variables include: age, 
gender, rural/urban, and education, in order to test possible 
relationships between these variables and behaviours. 
The objective is to test and account for the multiple 
forces/determinants that affect people’s behaviours with 
access to information.
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survey with the same households across rounds was 
conducted, while in the case of Afghanistan and Pakistan 
repeated cross-sectional surveys were used.

During the CRA surveys, UNICEF experimented with 
new ways of remote, data-collection technologies; mainly 
involving the use of phones, interactive voice response (IVR) 
and online surveys. These technologies were embraced with 
the intention to:

i. Avoid contact with persons (especially during times 
when it is important to avoid the spread of COVID-19);

ii. Save resources (including: time, transport costs that 
would be involved in accessing respondents, avoid data 
entry costs); and

iii. Access a high volume of respondents (which IVR and 
online survey are ideally suited for).

IVR data collection technology used a recorded voice to 
ask survey questions by telephone as respondents entered 
their answers by pressing the buttons on the keypad of their 
touchtone telephone. For the online survey methodology 
respondents used computers or smart gadgets to log into 
the survey and respond to interview questions. 

A phone survey, on the other hand, is a data collection 
methodology where an interviewer administers a 
questionnaire to the respondent during a phone call, reading 
it on a computer. Table 2 presents the data collection 
modalities used in the three countries to reach specific 
target groups. In Afghanistan and Pakistan, the surveys 
were implemented by Viamo, a global social enterprise 
that specializes in mobile engagement and information 
and communication technology (ICT) for development. In 
Nepal, UNICEF partnered with the Sharecast Initiative, a 
not-for-profit media and research organization.
The instruments and data collection technology used varied 
across the three countries and somewhat across rounds, 
adopted based on the context and information needs of the 
country. The data collection tools were designed to include 
between 25 to 35 standard questions on the demographics 
of respondents and their COVID-19 drivers and barriers. 

Table 2: Data collection modalities and survey target population per country

7. How are communities coping with the disruptions 
related to COVID-19?

8. How is self-efficacy (assessed through confidence 
in providing for family) different across individual and 
family characteristics and how is it changing over 
time?

9. How is self-efficacy to provide for family during 
COVID-19 pandemic related to risk perception, the 
practice of protective behaviours for COVID-19 and 
information received on COVID-19?

10. What is the level of intent to take the right actions on 
health care seeking (call public helpline on COVID-19, 
go to clinic or hospital) upon onset of COVID-19 
symptoms across the demographic characteristics of 
respondents?

11. How can UNICEF adapt its programming to be more 
relevant amidst the COVID-19 pandemic?

In addition, a number of secondary research questions 
were formulated that not just draw on analysis of CRA data 
but are addressed through cross-analysis of CRA data with 
secondary data sources. 

12. Is exposure to Nepal’s COVID-19 TV/radio messages 
(from TV/radio survey) related to risk perception of 
individuals and practice of preventive behaviour to avoid 
COVID-19 infection?

Importantly, all research questions are measured locally over 
time to inform the planning and programming of UNICEF 
and national partners. Consequently, it is envisaged that 
these will inform and strengthen the systems of UNICEF 
and its partners.

2.3 Study design and methods

In each of the three study countries covered in this report, 
the CRA was designed as a quantitative, longitudinal survey 
with national coverage (Afghanistan, Pakistan), or a set 
of CRA questions were integrated in an existing national 
longitudinal survey (Nepal). In the latter country a panel 

Country Data collection modality Survey target population

Afghanistan IVR survey Population aged ≥ 20 years (mobile phone users)

Nepal Phone survey
Main caregiver of households having one child below the age of 18 
(mobile phone users)

Pakistan
• Online survey

• Digitally-enabled population in urban areas aged ≥ 20 years who 
use smart phones and have data access

• IVR survey
• Population in peri-urban and rural areas ≥ 20 years who use basic 

phones and are not internet users
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women were less represented than planned.
In Nepal, CRA questions were integrated in the existing 
COVID-19 Child and Family Tracker (CFT) panel survey from 
round three onwards. The CFT survey applied multi-stage 
sampling. In the first stage, 250 wards were initially selected 
through grid-based, random sampling, applying distance and 
density optimization algorithms to ensure well-distributed 
geographical coverage across Nepal. In the second stage, 
households from a universe of 18,000 respondents 
with contact details (13,000 respondents drawn from 
the existing database of the survey implementing 
partner, Sharecast Initiative, and an additional 5,000 
from UNICEF’s database), located in these wards or 
in proximate wards, were sampled. Households were 
randomly selected but only those who were identified 
in the baseline round as having one child below the age 
of 18 were retained as eligible for the survey. In total 
7,500 households were selected from 1,837 wards in 640 
municipalities in the first round of the CFT survey. Due to 
attrition, realized sample sizes were somewhat lower in 
rounds three to five.

In Pakistan, the sample was drawn from an existing 
database of mobile phone users of a major mobile phone 
operator (MNO) in Pakistan. A stratified, random-sampling 
strategy was adopted, wherein the strata were formed 
based on the geographical location of the provincial/
administrative area and urban/rural area. Equal sample size 
targets were set per province/area to enable analysis at this 
subnational level, with a margin of error of 1 per cent and 
confidence interval of 95 per cent.6  This totaled an overall 
target sample size of 3,325. Urban stratification, which 
determined the use of the online data-collection modality, 
was based on the selection of main cities across 
provinces, including the capital territory. The survey was 
able to surpass the targeted sample size in each round.
While the sampling design achieved wide national 
coverage across regions/provinces, the sampling did not 

Table 3: Sample design and realized sample sizes

The questions were drawn from well-established 
questionnaires but were further contextualized by UNICEF 
COs. The domains covered by the questionnaires included: 
demographic information of respondents; their risk 
perception for COVID-19; community norms on COVID-19; 
prevention practices for COVID-19; health-seeking behaviour 
for COVID-19; coping strategies and emerging needs; 
information; communication and trust.

2.4 Sampling design and sample sizes

As indicated above, the overall survey design varied 
between the three countries: repeated cross-sectional 
surveys are implemented in Pakistan and Afghanistan, 
while a panel survey is used in Nepal. Within this overall 
survey design, sample strategies were developed that 
were feasible and efficient in terms of data collection 
through remote means and that fit the contextualized 
objectives of the survey in each country. The sampling 
was designed to have national geographical coverage with 
sufficient state/provincial representation. Table 3 presents 
an overview of the sample design and realized sample 
sizes in each country.
 
In Afghanistan, respondents were initially randomly 
sampled from an existing database of 3-2-1 hotline users 
to which the survey implementing partner Viamo has 
access.5 However, because response rates were low, the 
sampling switched to random-digit dialing to be able to 
achieve a targeted sample size of 2,000 respondents. The 
sample size was determined to achieve a sample size of 
400 respondents in each of the five regions of Afghanistan 
(based on a confidence level of 95 per cent and margin 
of error at 5 per cent). Sample quotas were established 
for equal regional and gender representation. Due to low 
response and completion rates, particularly among women 
in specific regions, the realized sample size of round one 
was only 1,936 respondents and specific provinces and 

Country Sample frame Sample design
Realized sample 
sizes per round

Afghanistan
• Existing 321 Afghanistan 

database from Viamo
• Random-digit dialling

Random sampling with regional and gender quotas • R1: 1,936

Nepal

• All wards in Nepal
• Existing databases from 

Sharecast Initiative and 
UNICEF

Multi-stage random sampling:
- Grid sampling to select wards
- Random sampling of households located in selected wards or 

in proximate wards
- Filtering on eligibility criteria (household with at least one 

child below age of 18 years)
- Purposeful sampling to add underrepresented households

• R3: 6,631
• R4: 6,591
• R5: 6,384

Pakistan
• Existing database of one 

MNO

Stratified random sampling:
- Stratification by rural-urban (IVR vs online survey) and 

province
- For urban sample, 13 cities were purposefully targeted

• R1: 4,137
• R2: 3,477
• R3: 3,488

  [5] 3-2-1 is a national, toll-free hotline where callers can access development information on a range of topics (health, agriculture, news, weather, etc.) with   
  Roshan mobile network.
  [6] Sample sizes were set at 665 units per province/area, except for Islamabad, Gilgit-Baltistan and Azad Jammu and Kashmir, for which the joint target sample  
  size was set at 665 units.
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achieve representativeness in terms of showing the same 
proportional distribution as the national population on key 
characteristics (e.g. gender, education). First, the sample 
represented users of mobile phones, which likely means that 
the most vulnerable are likely underrepresented. Second, 
certain groups were underrepresented (e.g. rural women). 

Box: Application of post-stratification calibration of the sample 

Post-stratification for Afghanistan and Pakistan was carried out using a weight model that included raked variables 
on the population age, gender, rural/urban setting and education distributions using datasets below:

• Afghanistan: Central Statistics Organization, Ministry of Public Health/Afghanistan, and ICF, 2017. 
Afghanistan Demographic and Health Survey 2015. Kabul, Afghanistan: Central Statistics Organization. 
Original Microdata file: AFIR71FL.dta.

• Pakistan: Bureau of Statistics, Government of Pakistan. Pakistan Social & Living Standard Measurement 
Survey (PSLM) 2015–2016. Household Integrated Economic Survey (HIES/HIICS) Microdata. Original 
Microdata file: roster.dta.

There were slight differences in the datasets and weights used by Viamo/Pakistan CO compared to those used 
for the regional analysis which could result in small differences in the estimates generated. Viamo/Pakistan CO 
used the homogenized dataset that has 3,125 (with post-stratification weights) while the region used the original 
dataset with 4,137 records (with raked weights). 

2.5 Data analysis

The analysis of the data was distinguished in primary and secondary analysis. The primary analysis focuses on examining 
trends, disaggregation and associations of data collected through the CRA surveys using tests of significance and 
techniques to assess statistical associations. The data source used in the primary analysis, including multiple rounds of CRA 
data, is detailed in Table 4.

Country Rounds included in analysis

Afghanistan Round 1 (Dec. 2020)

Nepal Rounds 3 (Aug. 2020), 4 (Oct. 2020) and 5 (Dec. 2020)

Pakistan Rounds 1 (Aug. 2020), 2 (Sept. 2020) and 3 (Oct. 2020)

Secondary analyses combined the CRA data with secondary 
datasets to further investigate behavioural drivers. The 
following secondary datasets were used:  

• The Nepal survey (on UNICEF-supported TV/
radio programme) that was conducted in October 
2020 with a subsample of CFT respondents was 
cross-analysed with Nepal R5 CRA (conducted 
in December 2020) to determine the relationship 
between exposure to TV/radio messages and 
selected CRA outcomes. 

• Country-specific, COVID-19 caseload and mortality 
data crossed with selected CRA outcomes to 
understand whether certain behaviour and practices 
predict caseload and mortality outcomes.

Table 4: CRA data included in analysis

The following types of analysis were conducted:

• Descriptive analysis: This involves simple 
and cross tabulations that are used to produce 
proportions to summarize outcomes disaggregated 
across the demographical variables (a) gender,  
b) age, c) urban/rural, and d) education). Confidence 
intervals and p-values are used to determine 
statistical significance in outcomes across different 
levels of respondents’ characteristics. 

• Factor analysis: This analysis technique is used to 
reduce a large number of variables into fewer 
factors by extracting maximum common variance 
from all variables into a common score. This 

In the case of Nepal, this was mitigated by purposefully 
recruiting underrepresented groups (respondents from 
specific provinces and ethnic groups) into the survey. In 
the case of Afghanistan and Pakistan, weight models were 
applied ex post facto to ensure representativeness on key 
characteristics (see box below).
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Table 5: Strengths and limitations/challenges of the CRA

technique is used to generate a score from a  
set of common variables for further analysis.  
For instance, the CRAs have a number of 
categorical questions used to measure 
behaviour and practices, such as questions 
on handwashing, use of a mask and social 
distancing. Factor analysis is used to create a 
score that summarizes information from the three 
questions, and this is used to carry out inferential 
analysis.  

• Logistic regressions: To measure associations 
between outcomes of interest, behavioural 
practice variables and a set of respondents’ 
characteristics (predictors/factors), logistic 
regression is used to generate odds ratios 
which are used to describe the likelihood of 
occurrence of an outcome in the exposed group in 
comparison to their unexposed counterparts. 

Outputs from the analysis are presented in simple graphs 
to provide information related to trends and comparisons 
across countries and CRA rounds. Furthermore, tables are 
provided as annexes for those interested in a more- detailed 
description of the information and data. To determine whether 
changes over time are statistically significant, p-values and 
confidence intervals were calculated and presented in the 
narrative on the graphs with accompanying detail provided 
in tables in the annexes section. When reference is made to 
differences or changes between two values being statistically 
significant, a p-value less than 0.05 implies that the two 
values are significantly different.

2.6 Learnings and limitations

One of the objectives of the CRA is to learn about the 
generation and use of rapidly produced citizen- and 
community-sourced, time-series data. Table 5 summarizes the 
strengths and limitations of the CRAs.

Strengths Limitations/challenges

• Short surveys in time series allows for timely, 
evidence-based iteration of interventions or strategies 

• Quick adaptation of survey to country needs, 
especially in emergencies 

• Remote data collection with national and subnational 
coverage at reduced cost and time, compared to 
alternatives (versus in-person survey) 

• Implementation of similar approach and 
standardization of tools across countries facilitates 
rapid rollout, cross-country analysis and learning 

• Longitudinal data provides richer narrative of evolving 
situation and can better inform implementation of 
activities and course corrections 

• CRA is based on the BDM conceptual framework, 
which guides questionnaire formulation and research 
questions for in-depth analysis 

• Application of weights in models improved 
representativeness of the findings

• Short survey length (required for remote data collection) limits 
extent of investigation 

• Variable and sometimes low-digital access and phone use 
across groups skews representativeness of population  
(e.g. gender representation, representation of most 
marginalized) and therefore limits generalizability and 
inclusiveness of findings 

• Potential for rapid and low-cost data collection varies across 
countries depending on variable airtime rates and capacity of 
mobile network operators 

• Limited aggregation and comparability at regional level due to 
heterogeneity of surveys 

• Social desirability bias likely affected self-reported behaviour data 

• Demand for adequate data analytical capacity across the 
organization when high frequency data generation 

• Rapid rollout and high survey frequency constrain time for 
robust revision of tools and analysis of the data 

• Need for well-established dissemination plan to inform a 
dynamic response
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CHAPTER 3: DEMOGRAPHIC CHARACTERISTICS 

Figure 2: Age distribution by country participating in the CRA

Figure 3: Gender distribution by country participating in the CRA

By gender, the distribution was nearly the same across the three countries: with males at 51 per cent in Afghanistan and 
Nepal and 52 per cent in Pakistan while females represented 49 per cent in Afghanistan and Nepal and 48 per cent in 
Pakistan (see Figure 3). 

This chapter presents information on the distributions 
of demographic characteristics of respondents that 
were interviewed in the CRAs of Afghanistan, Nepal and 
Pakistan. The distributions presented here are based 
on post-stratified analyses and they nearly mirror the 
population distributions of the respective countries. 
Detailed distributions and related confidence intervals for 
all three countries have been summarized and presented in 
Table 8 in the annexes to the report.

The age distribution of respondents, recorded in 
completed years, was aggregated for all CRAs, from 
the three countries. For instance, for Afghanistan, 
23 per cent of respondents were aged 20 to 24 years, 
18 per cent aged 25 to 29 years, 23 per cent aged 30 
to 39 years, 16 per cent aged 40 to 49 years and 
21 per cent aged 50 years and above. The age 
distributions for Nepal and Pakistan are summarized 
in Figure 2 below.
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Data on the education of respondents was collected by asking and recording the highest education level attained by the 
respondents. As shown below, respondents who never attended school represented 34 per cent in Afghanistan, 23 per cent 
in Nepal and 22 per cent in Pakistan, while those with post-secondary education represented 26 per cent in Afghanistan, 17 
per cent in Nepal and 25 per cent in Pakistan. Other distributions of education levels attained are presented in Figure 4.

Figure 4: Highest education level attained by country in CRA

Figure 5: Residential setting by country in CRA

Each of the three countries defined its residential setting differently which depended on the country context. Afghanistan 
had 74 per cent of respondents from village areas and 26 per cent from cities; Nepal had 41 per cent of respondents from 
rural municipality, 46 per cent from municipality and 13 per cent from a sub/metropolitan city; and Pakistan had 63 per cent 
from rural areas and 37 per cent from urban areas (see Figure 5 below).7

[7] Rural-urban categorization was asked in different ways in the three countries. In Afghanistan, respondents were asked to self-categorize their rural-urban 
residence by answering whether they lived in a village or city. In Nepal, respondents were asked the name of the municipality they lived in. The municipality was 
subsequently categorized according the official local-level structuring of municipalities by the Government of Nepal (based on population but also other criteria 
such as available infrastructure) into the following categories: Metropolitan (min. 300,000 population), Submetropolitan (min. 150,000), Municipality (min. 17,000 
to 60,000 population depending on geographical area) and Rural municipality (min. 13,000 to 40,000 population depending on geographical area). See Ministry of 
Federal Affairs & General Administration, Nepal. In the case of Pakistan, the rural-urban variable was determined based on information from the Mobile Network 
Operator, with whom the mobile phone number was registered.
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CHAPTER 4: RISK PERCEPTION OF COVID-19 

Individual risk perception

This was measured as those respondents who thought they were at risk of COVID-19 infection. In Nepal 
and Pakistan, risk perception reduced significantly over time: in Nepal from 48 per cent in August to 
37 per cent of respondents in December 2020. In Pakistan it reduced from 59 per cent in August to 49 
per cent in October 2020. In Afghanistan in December 2020, less than half of respondents felt at risk of 
COVID-19 infection (41 per cent).

Perceived severity of COVID-19

Measured as those who responded that COVID-19 was very dangerous or dangerous to themselves 
and their families, perceived severity of COVID-19 was substantially higher than the perceived individual 
risk of being infected. In August 2020, 84 per cent of respondents in Nepal and 75 per cent in Pakistan 
perceived COVID-19 to be very dangerous or dangerous. However, trend data for Pakistan indicates that 
this also reduced significantly over time: in October 2020, 58 per cent of respondents perceived severity 
to be very dangerous or dangerous. This was the case for both male and female respondents as well as 
respondents from rural and urban areas.

Associations

• In Nepal, young respondents (18 to 24 years) were significantly less likely to think that they were 
at risk of being infected with COVID-19 compared to their older counterparts. Residents in more 
urban areas and respondents with an intermediate or post-secondary level of education, on the other 
hand, were more likely to perceive themselves at risk compared to respectively those from rural 
municipalities and those with no schooling.

• In Pakistan, individual risk perception was also significantly associated with rural/urban residence 
and education level, but the direction of association was opposite as that in Nepal. Urban residents 
and respondents with some level of education were less likely to think that they were at risk of being 
infected with COVID-19. Furthermore, a positive association was observed between individual risk 
perception and regularly learning about COVID-19, but the association was only statistically significant 
for those who indicated learning about COVID-19 all the time.

Key findings

Risk perception refers to an individual’s perception of the 
possibility that ‘something bad might happen’ as a result 
of an action or change.8 Risk perception influences risk 
behavior: people with lower risk perception tend to adopt 
riskier behaviours or are less likely to practice preventive 
behaviours, while those with high risk perception tend to 
adopt preventive behaviours. In other words, individual 
risk perception can determine one’s behaviour. It often 
affects individuals’ willingness and motivation to take  
preventive action, regardless of how critical it is to comply 
with policy recommendations as directed by public health 
authorities.

In this section, the extent to which respondents from 
Afghanistan, Nepal and Pakistan perceive COVID-19 to 
be risky is presented. Risk perception in this report is a 
combination of individual risk perception and perceived 
severity of COVID-19. Individual risk perception was 

collected by asking respondents whether they thought they 
were at risk of COVID-19 infection while perceived severity 
of COVID-19 was ascertained by asking respondents how 
dangerous they thought COVID-19 was to them and their 
families.

4.1 Individual risk perception of COVID-19

Risk perception amongst respondents in relation to 
COVID-19 varied between countries and reduced over time 
(see Figure 6). In Afghanistan and Nepal, around 40 per 
cent of respondents perceived being at risk of COVID-19 
at the end of 2020. Data collected in Nepal since August 
2020 indicates a statistically-significant decrease of around 
10 per cent between August and December.9 Similarly in 
Pakistan, data collected between August and October 2020 
also showed a significant reduction in risk perception for 
COVID-19 from 59 per cent to 49 per cent.10

  [8] UNICEF Behavioural Drivers Model, <https://www.unicef.org/mena/media/5586/file>.
  [9] See Annexes, Table 13, for confidence intervals and p-values to test statistical significance
  [10] See Annexes, Table 10, for confidence intervals and p-values to test statistical significance.

https://www.unicef.org/mena/media/5586/file
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Figure 6: Trends in individual risk perception for COVID-19 (Afghanistan, Nepal and Pakistan)

Differences in risk perception by gender were generally 
not large in Nepal and Pakistan and were not statistically 
significant (see Figure 7).9 Individual risk perception 
reduced, significantly, for both men and women between 
August and December 2020 for Nepal and August to 
October for Pakistan, although in the case of Nepal the 
reduction was larger for male respondents (from 50 per 

  [11] See Annexes, Table 11, for confidence intervals and p-values to test statistical significance.
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cent to 36 per cent) than for female respondents (from 
46 per cent to 39 per cent).10 In Afghanistan the gender 
difference was larger. In December 2020, 44 per cent of 
female respondents reported that they were at risk of 
being infected with COVID-19 compared to 38 per cent 
of male counterparts, a non-significant difference of 6 
percentage points.11
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[12] The ‘whiskers’ around the estimates indicate the values of a 95 per cent confidence interval.

[13] See Annexes, Table 13, for confidence intervals and p-values to test statistical significance.

Figure 7: Trends in individual risk perception for COVID-19, by gender (Nepal and Pakistan)

By residential setting, data from Afghanistan showed no difference in risk perception between village and city dwellers as 
41 per cent of respondents in either setting thought they were at risk of being infected with COVID-19 (see Figure 8).

Figure 8: Individual risk perception for COVID-19, by rural/urban residence (Afghanistan)12

In Nepal, relatively wider variations in risk perception 
among rural and urban dwellers were seen over time. In 
August 2020, risk perceptions did not differ strongly across 
locations, but wider variations emerged in December 2020. 
While individual risk perception significantly decreased 
to 35 per cent of rural municipality residents and 37 per 
cent among municipality residents, the percentage of 
metropolitan residents thinking that they were at risk of 
being infected with COVID-19 remained around the same 
levels (49 per cent in December) after having gone up in 
October 2020 (54 per cent).12

Similarly, in Pakistan, the difference in risk perception 
between urban and rural was small in magnitude in August 
2020 — 6 percentage points in August 2020 — with 55 per 
cent (urban) and 61 per cent (rural) thinking they were at 
risk of being infected with COVID-19 (a difference that is, 
nonetheless, statistically significant).13 However, opposite 

to what was observed in Nepal, risk perception was higher 
among respondents from rural areas compared to urban 
areas. The trend between August and October 2020 was 
different between urban and rural residents, again the 
opposite of what was observed in Nepal. As shown in 
Figure 9, individual risk perception in urban areas dropped 
significantly to 40 per cent in October 2020 after having 
remained stable in September. In rural areas, individual 
risk perception reduced 10 per cent  between August and 
September 2020 after which it rose again, non-significantly1, 
in October (54 per cent).7 

At the end of 2020 this resulted in the opposite situation in 
Nepal and Pakistan. While in the former risk perception was 
14 per cent higher amongst respondents from metropolitan 
areas compared to those from rural municipalities, in the 
latter individual risk perception was 14 per cent higher in 
rural areas compared to urban areas. 
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Figure 9: Trends in individual risk perception for COVID-19, by rural/urban residence (Nepal and Pakistan)

4.2 Factors associated with individual risk 
perception of COVID-19

The study analysed the association between risk perception 
and various factors including age group, gender, residence 
setting, education level, and availability of COVID-19 
information. Results for Nepal and Pakistan are presented 
in this section.14 The statistical analysis of association is 
done through logistical regression and the estimation of 
odds ratios, which provide a measure of the likelihood 
that different characteristics of respondents (factors) are 
associated with respondents perceiving themselves at risk 
of being infected with COVID-19. The regression analysis 
supports the estimation of the association of a factor with 
individual risk perception while controlling for the other 
factors included in the regression. The statistical significance 
of an odds ratio is determined by the positioning of its 
confidence interval (defined as a possible range of values for 
the odds ratio) relative to a value of one (red line on graph 
below). If the confidence interval includes one (the red 
line), this indicates no association between the factor and 
the risk perception, while a confidence interval fully below 
or fully above one (does not cross the red line), indicates 
statistical significance; indicating respectively less or more 
likelihood that respondents with a certain characteristic (e.g. 
being female) compared to its reference value (e.g. being 
male) perceive themselves at risk of COVID-19 infection.15 

Figure 10 and Figure 11 present the odds ratios and their 
corresponding confidence intervals graphically for the 
different factors (on the Y-axis) for Nepal and Pakistan. 

In Nepal, risk perception for COVID-19 infection was 
statistically significantly associated with age group, 
residence (rural/urban) and level of education. Young 
respondents (18 to 24 years) were 22 per cent [OR: 
0.78] less likely to think that they were at risk of being 
infected with COVID-19 compared to their counterparts 
aged 25 years and above (see Figure 10). Also, as the 
previous analysis already suggested (see Figure 9) 
residents in more urban areas were more likely to 
perceive themselves at risk compared to those from 
rural municipalities. Municipality and metropolitan city 
residents were respectively 21 per cent and 28 per cent 
[OR: 1.21 and 1.28] more likely to think that they were at 
risk of being infected with COVID-19 compared to rural 
residents (see Figure 10). Similarly, respondents with an 
intermediate or post-secondary level of education were 
more likely to think that they were at risk compared 
those with no school education, while respondents with 
a primary level of education were less likely to think 
that they were at risk compared those with no school 
education. No statistically significant association between 
gender and individual risk perception was found in the 
case of Nepal.

  [14] The findings for Afghanistan are not presented due to challenges arising from high non-responses for some of the data.
  [15] Note that the odds ratio is a measure of association. It does not imply any causal direction of the association.
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Figure 10: Factors associated with individual risk perception for COVID-19 infection (Nepal)

On the other hand, analysis of data from Pakistan 
showed that risk perception for COVID-19 infection was 
statistically significant in regards to association with age 
group, residential setting, education level and availability 
of COVID-19 information (see Figure 11). Respondents 
aged 20 to 49 years were 23 per cent [OR: 0.77] less 
likely to think that they were at risk of being infected 
with COVID-19 compared to those 50 or more years of 
age. Notably, risk perception for COVID-19 by young 
respondents (aged 20 to 24 years) was not significantly 
different [OR: 1.00] from that of their counterparts aged 50 
or more years. 

Contrary to Nepal, urban residents and respondents with 
some level of education were less likely to think that they 
were at risk of being infected with COVID-19. Respondents 
from urban areas were 19 per cent [OR: 0.81] less likely 
to perceive themselves at risk of contracting COVID-19 

compared to their rural counterparts, while those with 
matric, intermediate and post-secondary education were 
between 32 per cent to 40 per cent less likely to think 
that they were at risk of infection compared to those 
with no education. This finding can be explained by the 
urban population education profile of the two countries. 
In Pakistan, 82 per cent of the urban population has 
intermediate and post-secondary education contrary to 
Nepal’s Municipality and Sub/Metropolitan City populations 
that only have 31 per cent and 34 per cent of the population 
with intermediate and post-secondary education.    
  
The odds ratios further suggest that respondents who learn 
about COVID-19 on a more regular basis are more likely to 
perceive themselves at risk of infection compared to those 
who feel that they have never been informed, although this 
association is only statistically significant for those who 
indicate learning about COVID-19 all the time.

Figure 11: Factors associated with individual risk perception for COVID-19 infection (Pakistan)
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Figure 12: Perceived severity of contracting COVID-19 to individual and family (Nepal)

4.3 Perceived severity of COVID-19 to individual 
and family

Perceived severity of COVID-19 was ascertained by asking 
respondents how dangerous they thought COVID-19 was 
to them and their families. Respondents specified their 
level of perceived risk for COVID-19 to themselves and their 
families on a Likert scale in four points: (1) very dangerous; 
(2) dangerous; (3) slightly dangerous; and (4) not dangerous 
at all. Perceived severity was computed as a combination of 
those who answered very dangerous or dangerous.

In Nepal, data on the perceived severity of COVID-19 to the 
individual and family was only collected at one time point 

(August 2020). Study results showed that more than half 
of the respondents (53 per cent) perceived COVID-19 to be 
very dangerous to themselves and their families, followed 
by 31 per cent who perceived it to be dangerous. Only 7 per 
cent said it was not dangerous. In comparison to findings on 
individual risk perception (48 per cent) for Nepal in August 
2020, perceived severity of COVID-19 to respondents 
and their families was much higher at 84 per cent, which 
suggests that while respondents may find it unlikely to get 
infected by COVID-19, they still consider it an important 
danger to themselves and their family.  
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In Pakistan, data on the perceived severity of COVID-19 to 
the individual and family was collected during three survey 
rounds. Similar to individual risk perception, the perceived 
severity of COVID-19 reduced over time. Results showed 
that in August 2020, 45 per cent of respondents perceived 
it to be very dangerous and 30 per cent perceived it to be 
dangerous, compared to October 2020 when these figures 
had reduced to 31 per cent and 27 per cent respectively. 
While in August 2020 only 8 per cent said COVID-19 was 
not dangerous, by October this had increased to 19 per 
cent. Similar to the case of Nepal, perceived severity (those 
who found COVID-19 as dangerous and very dangerous) 
remained substantially higher (75 per cent) than individual 

risk perception (59 per cent) in August. In October perceived 
severity was 58 per cent while individual risk perception was 
49 per cent.

Assessed by setting, results from Nepal showed no 
difference in perception of the severity of COVID-19 as 
figures among Rural Municipality (84 per cent), Municipality 
(83 per cent) and Sub/Metropolitan City (87 per cent) 
respondents were similar (see Figure 14). Individual risk 
perception in August 2020, however, was much lower 
as expressed by respondents in different areas: Rural 
Municipality (45 per cent), Municipality (50 per cent) and 
Sub/Metropolitan City (50 per cent) dwellers.

Figure 13: Perceived severity of contracting COVID-19 to individual and family (Pakistan)
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Figure 14: Perceived severity of COVID-19, by rural/urban residence (Nepal, Aug. 2020)
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Figure 15: Trends in perceived severity of COVID-19, by rural/urban residence (Pakistan)

Among respondents in Pakistan, trends in perceived severity — aggregating respondents who perceived contracting 
COVID-19 to be very dangerous and dangerous to the individual and family — reduced significantly between August and 
October 2020 from 73 per cent to 61 per cent among urban residents and more strongly among rural residents, from 76 
per cent to 56 per cent.16 In comparison, between August and October 2020, individual risk perception reduced among 
urban residents from 55 per cent to 40 per cent and among rural residents, from 61 per cent to 54 per cent.

By gender, Nepal data for August 2020 shows only a small difference in perceived severity, which was also the case 
with individual risk perception (see Figure 16). Nonetheless, the direction of the difference is reversed. There is a 
slightly higher percentage of women (86 per cent) compared to men (82 per cent) that report perceiving COVID-19 to 
be very dangerous or dangerous for themselves and their families.

  [16] See Annexes, Table 19, for confidence intervals and p-values to test statistical significance.
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Figure 16: Perceived severity of COVID-19, by gender (Nepal)

As seen in Figure 17 below, analysis of data from Pakistan shows a reducing proportion of both female and male 
respondents with perceived severity of COVID-19 over time. Notably, perceived severity of COVID-19 over time 
remained consistently higher among females than amongst male respondents, although the difference is again small 
and statistically not significant.

Figure 17: Trends in perceived severity of COVID-19, by gender (Pakistan)
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CHAPTER 5: INFORMATION, COMMUNICATION AND TRUST

Information on COVID-19 and trust

• In Nepal, based on data collected using a multiple-choice response question in August 2020, the 
most-trusted source of information on COVID-19 was radio (69 per cent), followed by TV (55 per cent), 
followed by family members, friends and neighbours (24 per cent), mobile ringtone (20 per cent) and 
Facebook (19 per cent). 

• In Pakistan, aggregated data collected between August to October 2020 showed that the most trusted 
source of information was TV and radio (47 per cent) followed by social media (23 per cent), family and 
friends (8 per cent), and health care workers/facilities (8 per cent).

• In Pakistan, when asked specifically about trust in information from different actors in August 2020, 76 
per cent trusted health workers/experts, 64 per cent trusted religious leaders/institutions and 56 per 
cent trusted NGOs, which remained more or less unchanged over time. Trust in health workers/experts 
did not vary significantly across age, gender and rural/urban residence of the respondents. Trust in 
religious leaders and NGOs did vary, in particular there was a considerable higher trust in these actors 
among respondents from rural areas.

• In Nepal, mothers’ groups, women’s groups, and the local government were considered the 
most-trusted groups to support the local level COVID-19 response based on August 2020 data.

Cross-analysis of access to TV/radio messages and risk perception/behaviour

• A cross-analysis of CRA data and Nepal’s TV/radio survey indicates a positive association between the 
frequency of listening to radio and individual risk perception. Furthermore, knowledge and listening to 
specific radio programmes, and broadcasting COVID-19 messages also shows a positive association 
with individual risk perception. This could mean that these programmes contribute to raising people’s 
risk perception. However, the causal relationship could also be the reverse (i.e. that people who 
perceive themselves at risk seek more information about COVID-19) or that a third factor is driving 
both exposure to the programmes as well as risk perception.

• Similar cross-analysis with preventive behaviours (such as handwashing, wearing of mask and physical 
distancing) do not point to a clear, statistically-significant relationship between the knowledge and 
exposure to COVID-19-related programmes and the uptake of preventive behaviours.

Key findings

Clear, consistent and transparent information and 
communication is a crucial factor in any effective 
humanitarian response, particularly when it is related 
to a public health emergency. The various uncertainties 
and dynamic nature of how the COVID-19 pandemic 
evolved opened vast space for rumours, misinformation 
and disinformation leading to what many dubbed as an 
‘infodemic’. This can only be resolved or abated with clear, 
correct information effectively communicated by a trusted 
authority. 

The target population must be able to easily find and access 
the most important, necessary and up-to-date information 
on trusted communication channels in an easy and efficient 
manner. Reliable information rooted in evidence is one of the 
cornerstones of any effective risk communications response.

In this study respondents were asked about their most 
common and trusted sources of information on COVID-19 
and reasons why they trusted these sources.

5.1 Trusted and common source of information on 
COVID-19

In Nepal, information on only the most-trusted source of 
information on COVID-19 was collected in August 2020. 
The radio (69 per cent) and TV (55 per cent) were the 
most-trusted sources of information by respondents about 
COVID-19. This was followed by family members, friends 
and neighbors (24 per cent), a mobile ringtone message 
(20 per cent) and Facebook (19 per cent). Notably, 8 per 
cent reported health workers or health facilities as the most 
trusted source of information (see Figure 18).
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Figure 18: Most trusted sources of information on COVID-19 (Nepal)

Furthermore, in the Nepal CRA of August 2020, information on the most-trusted local groups to support local-level response 
to COVID-19 was collected. As shown in Figure 19,  mothers’ and women’s groups were the most-trusted platform across 
the country. Also, trust in local government was relatively high. Notably, 20 per cent of respondents reported not trusting 
anyone to provide local support.

Figure 19: Most-trusted local groups to support local level response to COVID-19 (Nepal)

Pakistan collected information on common and trusted sources of information on COVID-19 in August, September and 
October 2020. Data analysis was done by aggregating all three rounds of data. Results indicated that the most-common 
source of information was TV and radio (43 per cent) followed by social media (29 per cent), family and friends (8 per cent), 
and print media (6 per cent). Similar trends were observed when assessing most-trusted sources of information in the 
country (see Figure 20).
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Figure 20: Most common and trusted sources of information on COVID-19 (Pakistan)

Figure 21: Reasons for trusting source of information on COVID-19 (Nepal)

Note: the Pakistan survey asked respondents to select a single answer option. 

5.2 Reason for trusting information on COVID-19 source

The August 2020 survey asked the main reason for trusting the indicated source. The majority (70 per cent) of respondents in 
Nepal indicated credibility, 54 per cent noted the source provided information that was clear and based on facts while 30 per 
cent mentioned that it was accessible (see Figure 21).
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In Pakistan, based on a pooled analysis of August, September and October 2020 data, the top two most-common reasons 
for trusting the source of information on COVID-19 were similar to Nepal. Figure 22 indicates that the top reason was 
that the information was clear and based on facts (40 per cent) followed by the credibility of the source of information (25 
per cent). 17 per cent of respondents would trust the source of information because family and friends also trusted the 
information.

Figure 22: Reasons for trusting source of information on COVID-19 (Pakistan)

Figure 23: Trends in frequency of listening to information on COVID-19 (Pakistan)

5.3 Frequency of information on COVID-19

A question on frequency of receiving information on COVID-19 during a regular week was asked in Pakistan during all three 
rounds of August, September and October 2020.17 As shown in Figure 23 the proportion that never listened to information on 
COVID-19 during a regular week remained unchanged at 22 per cent to 23 per cent for all the three rounds. However, those 
who listen all the time reduced to 20 per cent by October 2020. 

  [17]  The survey asked how often respondents learned about COVID-19 during a regular week.

Figure 24 presents the pooled data across the three rounds by setting. Respondents from rural areas learned about 
COVID-19 less regularly than their counterparts from urban areas. While 30 per cent of the respondents from rural areas 
noted that they never learned about COVID-19 during a regular week, this was only 8 per cent amongst respondents in urban 
areas. On the other hand, while approximately 60 per cent of respondents from urban areas frequently (all the time and 
often) received information, this was the case for only around 40 per cent of respondents from rural areas.
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Figure 24: Frequency of information on COVID-19, by rural/urban residence (Pakistan)

Figure 25: Frequency of information on COVID-19, by age group and gender (Pakistan)

Figure 26: Trends in trust in information on COVID-19 from health workers/experts, religious leaders/institutions and 
NGOs (Pakistan)18

In addition, there was not a wide difference between age groups regarding trends in the frequency of receiving information 
on COVID-19 in Pakistan. Similarly, there was no difference in the frequency of receiving information on COVID-19 between 
male and female respondents (see Figure 25).

5.4 Trust of health workers, religious leaders and NGOs as source information on COVID-19

In Pakistan, respondents were further asked how much they trust information on COVID-19 received from health workers/
experts, religious leaders/institutions and Non-Governmental Organizations (NGOs). Data analysis shows that the majority of 
respondents trusted the different actors providing them information and that this trust mostly remained unchanged over time 
(see Figure 26). However, respondents’ trust in different actors varied. While Figure 20 indicated that health workers were 
only considered by a limited percentage of respondents to be the most-trusted source of information about COVID-19, these 
actors were trusted by around three quarters of respondents, which is considerably higher when compared to religious 
leaders/institutions (about 65 per cent) and NGOs (about 55 per cent).

  [18]  The data presents the percentage of respondents who highly- and somewhat-trusted the different actors providing information about COVID-19.
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Figure 27: Trust information on COVID-19 from health workers, by selected characteristics (Pakistan)

  [19] A p-value is used to indicate statistical significance while comparing results between groups. A p-value less than 0.05 indicates that results are statistically  
  significant while that above 0.05 implies non-significance of results.

Furthermore, an analysis of pooled data from August, September and October 2020 showed no statistical differences in trust 
of health workers across age group, gender and residence setting, (see Figure 27).19

On the contrary, there were statistically-significant 
differences in trust of information received from religious 
leaders across age groups, gender and residence (see 
Figure 28). Respondents 20 to 49 years old (66 per cent) 
were more likely to trust information on COVID-19 received 
from religious leaders compared to those aged 50 years and 
more (60 per cent) (p-value: 0.03), although the difference 
was not very large. In addition men (67 per cent) were more 
likely to trust information from religion leaders compared 

to women (61 per cent) (p-value: 0.001); again, while the 
difference was statistically significant, the magnitude of the 
differences was not very large. 

The difference in trust in religious leaders as a trusted 
information source for COVID-19 was considerably large 
between rural and urban respondents: 76 per cent of rural 
residents expressed trust in this information compared to 44 
per cent of their urban counterparts (p-value: <0.001).
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Figure 28: Trust information on COVID-19 from religious leaders, by selected characteristics (Pakistan)

Finally, trust in information received from NGOs also showed a statistically-significant difference across age group and 
residence, but not gender (see Figure 29). Respondents aged 20 to 49 years (58 per cent) were significantly more likely to 
trust information on COVID-19 from NGOs compared to the older age group (52 per cent), and rural residents (62 per cent) 
were significantly more likely to trust this information compared to their urban counterparts (46 per cent).

Figure 29: Trust information on COVID-19 from NGOs, by selected characteristics (Pakistan)

5.5 Cross analysis of exposure to Nepal’s TV/radio 
messages by CRA outcomes

This analysis aims to compare exposure to COVID-19 TV/
radio messages (from the TV/radio survey) in Nepal and 
how it is related to risk perception and preventive practices 
to avoid infection of COVID-19 collected from the CRA 
in December 2020. This is based on the assumption that 
exposure to TV/radio messages on COVID-19 contributed to 
changes in behaviour to avoid COVID-19 infection and may 
also have affected individual risk perception of COVID-19. 

The analysis presented in Section 4.2 suggested, in the case 
of Pakistan, a positive association between receiving regular 
information about COVID-19 and individual risk perception, 
although the association was only statistically significant for 

those who informed themselves very regularly. The cross 
analysis in this section further examines the relationship 
between exposure to COVID-19 information and risk 
perception. The analysis is conducted based on 1,486 
participants in the Nepal CRA of December 2020 who were 
also interviewed in the COVID-19 TV/radio survey of October 
2020. 

a) Relationship between listening to radio with 
COVID-19 risk perception

Respondents who reported listening to the radio were 
examined for their COVID-19 risk perception. As shown in 
Figure 30, the frequency of listening to the radio was related 
to one’s individual risk perception for COVID-19. Among 
those who listen to the radio often, individual risk perception 
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Figure 30: Proportion that think they are at risk of COVID-19 infection, by frequency of listening to radio (Nepal)

for COVID-19 was 42 per cent, which is a statistically-significant difference from those who listen seldom (36 per cent, 
p-value:<0.001) and those who never listen (28 per cent, p-value<0.001).

b) Knowledge of radio/TV programmes by individual risk perception for COVID-19 infection

The Nepal TV/Radio Survey inquired about knowledge of specific radio and TV programmes that covered specific COVID-19 
messages and information. The below box presents a summary of each programme.

Box: COVID-19 radio and TV programmes covered in the Nepal Radio/TV Survey 

• Corona Capsule radio programme: The radio programme was broadcast from 500 commercial and 
community-based radio stations across the country every alternate day at 6:00 AM reaching out to 
more than 14 million people. The programme covered content related to COVID-19 and issues related 
to COVID-19. Altogether 104 episodes of five minutes length of Corona Capsules were added to the 
very popular news-based radio programme called Kaya Kairan and Sajha Khabar.20

• Corona Care TV programme: The Corona Care programme is aired every day during the 8:00 PM 
news broadcast of Nepal Television covering the whole country. According to the Media Landscape 
Survey 2020, Nepal Television was one of the most-watched television channels in the country and the 
8:00 PM news was the most-watched programme compared to others; the reason for which content 
related to COVID-19 was embedded within this programme. Nepal Television is mainly watched in 
urban areas, hills and mountains compared to the rural and terai region.

Shown in Figure 31 below, knowledge of the Corona 
Capsule radio programme was statistically significantly 
related to individual risk perception for COVID-19 
(p<0.001). While 41 per cent of respondents who had 
knowledge of the Corona Capsule radio programme 
perceived themselves at risk of COVID-19 infection, this 
percentage was considerably lower (33 per cent) among 
those who did not know the programme. A similar, 
statistically-significant relationship is observed among 

listeners of the Kaya Kairan programme. For the other 
programmes, the relationship goes in the same direction 
but is not statistically significant. This could mean that 
these programmes contribute to raising people’s risk 
perception. However, the causal relationship could also 
be reverse, (i.e. that people who perceive themselves at 
risk seek more information about COVID-19) or that a third 
factor is driving both exposure to the programmes as well 
as risk perception.

[20]  Singh, Shreya and Preena Shrestha. ‘Bite-sized doses of fact’, UNICEF, Kathmandu, 2020, accessed 20 February 2021. https://www.unicef.org/rosa/stories/
bite-sized-doses-fact
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Figure 31: Knowledge of radio/TV programmes on Corona by individual risk perception for COVID-19 infection 
(Nepal)

c) Knowledge and exposure to radio/TV programmes by 
handwashing to prevent COVID-19 infection

The CRAs also collected data on COVID-19 preventive 
behaviours, more specifically regarding handwashing, 
wearing masks and physical distancing (see Chapter 
6 for further analysis). The cross analysis between the 
radio/TV data and the CRA data on COVID-19 preventive 
behaviours overall do not point to a clear, statistica-
lly-significant relationship between the knowledge and 
exposure to COVID-19-related programmes and uptake of 
preventive behaviours. However, this may be influenced 
by a limited sample size for some cross-group analysis. 
Furthermore, the analysis is based on data from the end 
of 2020 when people had already been exposed for some 
time to messages about COVID-19 risk and protective 
practices. 

In the case of handwashing, which is the preventive 
behaviour that is reportedly most practiced in Nepal among 
the preventive behaviours examined (see Section 6.1), 
the data in Figure 32 indicates that the relationship with 
respondents’ knowledge and exposure to the COVID-19 
messages goes in the expected direction (i.e. those 
knowing about or being exposed to the programmes have 
a higher likelihood of reporting frequent handwashing to 
prevent infection from COVID-19). However, the difference 
in the percentage of respondents who report frequent 
handwashing between those who have been exposed 
versus not exposed to the respective programmes is 
generally small and not statistically significant. Only those 
who know the Corona Care TV programme (64 per cent) 
were significantly more likely to practice handwashing to 
prevent COVID-19 compared to their counterparts who did 
not know the programme (55 per cent) (p<0.001).

Figure 32: Knowledge of radio/TV programs on Corona by handwashing to prevent COVID-19 (Nepal)
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d) Knowledge and exposure to radio/TV programmes by 
wearing a mask to prevent COVID-19 infection 

Concerning mask wearing to avoid COVID-19 infection, none 
of the exposure variables to TV and radio programmes are 
statistically significant. Therefore, based on the datasets 
we cannot conclude that there is a difference in preventive 
mask wearing practices between those respondents who 
know or have been exposed to COVID-19 related radio and 
TV programmes and those who were not (see Figure 33).

Figure 33: Knowledge of radio/TV programmes on Corona by wearing a mask to prevent COVID-19 infection (Nepal)

Figure 34:  Knowledge of radio/TV programmes on Corona by social distancing to prevent COVID-19 infection (Nepal)

e) Knowledge and exposure to radio/TV programmes 
by keeping two metres of distance while in public to 
prevent COVID-19 infection 

The CRA survey also asked respondents about the regular 
practicing of physical distancing when in public places (see 
Section 6.1). Similarly, none of the exposure variables to 
TV and radio programmes were significantly related to the 
practice of keeping two metres of distance while in public to 
prevent COVID-19 infection.
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f) Other predictors of individual risk perception for COVID-19 infection 

A number of other predictors in the Nepal TV/Radio Survey were analysed for their relationship with COVID-19 risk 
perception. As shown in figures below, respondents whose main source of information to hear about the Coronavirus and 
other news is TV, Newspapers/Magazines, Facebook, Twitter or YouTube are significantly more likely to report individual 
risk perception for COVID-19 infection compared to their counterparts who do not use these as their main sources of 
information. Contrarily, those whose main source of information is radio were not significantly more likely to perceive 
themselves at risk of COVID-19 infection.

 © UNICEF/Bangladesh /UN0391465/Khaliduzzaman/2020

Figure 35:  Radio/TV, newspapers and social media as a main source of information by individual risk perception for 
COVID-19 (Nepal)
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CHAPTER 6: PROTECTIVE BEHAVIOUR AGAINST COVID-19 

Protective behaviour for COVID-19

This study looked at the following protective behaviours against COVID-19: handwashing, wearing a mask 
and keeping two metres of distance while in public (physical distancing). Practicing these behaviours was 
defined as those who reported doing so all the time or most of the time; data was predominantly based on 
self-reported, individual behaviour. In the Afghanistan CRA, data on mask wearing and physical distancing 
was based on what the respondents observed amongst people in the community.

• In Afghanistan (December 2020), 65 per cent of respondents reported that they often practiced 
handwashing to prevent COVID-19 infection. When asked about the extent that people in their 
community were wearing masks and keeping at least two metres of distance, respectively 39 per cent 
and 36 per cent of respondents reported that these measures were practiced by a lot of people or 
(nearly) everyone on the community. 

• In Nepal, a high percentage of respondents reported practicing handwashing (92 per cent) and wearing 
masks (77 per cent) in August 2020. Physical distancing was only reported to be practiced all the 
time or most of time by around half of the respondents (53 per cent). The uptake of these behaviours 
declined significantly over time and by December 2020, 57 per cent of respondents reported often 
practicing handwashing, 54 per cent reported often wearing a mask and 30 per cent reported often 
physically distancing.

• In Pakistan, around 80 per cent of respondents reported often practicing preventive behaviours, more 
specifically 87 per cent reported handwashing, 80 per cent reported physical distancing and 79 per 
cent reported wearing a mask. While this declined less strongly as compared to Nepal over time, the 
percentage nonetheless dropped significantly to 80 per cent, 68 per cent and 71 per cent respectively.

Barriers to protective behaviours against COVID-19

The fear that practicing protective behaviour puts their jobs at risk was the main barrier cited in Afghanistan (31 per 
cent) and Pakistan (roughly 50 per cent) while in Nepal this was the second-most cited barrier (11 per cent). A lack 
of infrastructure was also mentioned by sizeable proportions in Afghanistan (30 per cent), Nepal (72 per cent), and 
Pakistan (roughly 17 per cent). Notably, some respondents believed that protective measures against COVID-19 did 
not work while others did not believe that the virus was real, although this remained a small minority.

Intention to seek healthcare upon onset of COVID-19 symptoms

In Afghanistan (data collected in December 2020), approximately half of respondents mentioned that they 
intended to seek support from health services (e.g. go to clinic, call public helpline or try to get tested). In 
Nepal (data collected in August 2020), the per cent of respondents that intended to seek healthcare was much 
higher (above 80 per cent). While in Pakistan, information from three time points showed that the proportion 
of respondents that intended to seek healthcare for COVID-19 increased from 40 per cent in August to 57 per 
cent in September to 63 per cent in October 2020.

Associations

In Nepal, respondents from urban areas and with higher-education levels were more likely to report practicing 
protective behaviours. Notably, the opposite was observed Pakistan. Also in Nepal, female respondents 
were less likely to report taking protective behaviours, whereas in Pakistan they were more likely to do so. 
In both countries, respondents who perceived themselves at risk of COVID-19 infection were significantly 
more likely to practice protective behaviours. Furthermore, data from Pakistan indicated a positive association 
between practicing protective behaviours and high-frequency exposure to COVID-19 information, although this 
association was only statistically significant when respondents indicated they were learning about COVID-19 all 
of the time. The Pakistan data confirmed that trust makes a difference: respondents who trusted information 
from health workers, religious leaders or NGOs, were more likely to report practicing protective behaviours for 
COVID-19 compared to their counterparts who did not trust the information.

Key findings
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According to WHO, COVID-19 spreads primarily from person 
to person via droplets released when people infected with 
the Coronavirus cough or sneeze. The Coronavirus can 
also spread from person to person when one gets in close 
contact with someone who is infected. Several protective 
behaviours against COVID-19 are recommended.21 Those 
investigated by the CRAs include: washing hands often, 
wearing a mask, keeping two metres of physical distance 
when in public; avoid touching eyes, nose and mouth as 
well as staying home as much as possible. The former three 
behaviours will be the focus of the below analysis.

The questions that were used to measure the practice of 
protective behaviours were asked considering respondents’ 
individual behaviours in the case of the Pakistan and Nepal 
surveys, while in the Afghanistan survey questions about mask 
wearing and physical distancing were asked based on what 
respondents observed in their community and public places. 
Questions about individual behaviours were asked in terms of 
the regularity of practicing these behaviours using a five-point 
Likert scale.22 Questions about observed community behaviour 
(about the extent people were observed to be practicing the 
behaviour) were assessed again using a five-point Likert scale.23 
In the below analysis, the Likert scale has been transformed 
in a binary variable of preventive practice, aggregating the two 
highest levels of regular or extent of practice (i.e. ‘all the time’ 
plus ‘most of the time’) and the three lowest levels of regular 
and extent of practice (i.e. ‘sometimes’ plus ‘rarely’ plus ‘never’).
As indicated in the chapter on methodology, behaviours 

were self-reported, which likely has been subject to 
a degree of social desirability bias, and therefore may 
measure a mix of intent to perform behaviour (and a 
recognition of socially-desirable behaviour) and 
actual behaviour. In the case of Afghanistan the 
publicly-observable behaviours were asked indirectly based 
on observed community behaviour to counter the potential 
social desirability bias. Therefore, the prevalence estimates 
of the preventive behaviours in absolute terms should be 
interpreted with caution. 

6.1 Trends in protective behaviour against 
COVID-19

The trends in protective behaviours are assessed separately 
for Afghanistan and Nepal/Pakistan due to the fact that data 
from only one data collection round was available in the case 
of Afghanistan and the questions were asked in a different 
way, as discussed above. 

In Afghanistan, 65 per cent of respondents reported 
practicing handwashing ‘all the time’ or ‘most of time’ 
to prevent COVID-19 infection (see Figure 37). This was 
not significantly different between male and female 
respondents. When asked to what extent people in their 
community were wearing a mask and keeping at least two 
metres of distance, respectively 39 per cent and 36 per cent 
of respondents indicated these practices were widespread 
(i.e. ‘everyone/nearly everyone’ or ‘a lot of people’).

  [21]  WHO Western Pacific Region, ‘COVID-19 transmission and protective measures’, WHO, Manila, Philippines, accessed 20 February 2021 
  https://bit.ly/3eEpsc2
  [22]  The following questions were asked: ‘in the past week/over the past 30 days, how often have you [reference to specific behaviour]’. 
  The answer options were: ‘all the time’, ‘most of the time’, ‘sometimes’, ‘rarely’ and ‘never’.
  [23]  The following questions were asked: ‘in the past, to what extent are people in your community/in public place [reference to specific behaviour]’. 
  The answer options were: ‘nearly everyone or everyone’, ‘a lot of people’, ‘some people’, ‘a small number of people’, ‘barely anyone’ or ‘no one’.
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Figure 36: Protective behaviours against COVID-19 (Afghanistan, Dec. 2020)

Note: Handwashing behaviour refers to self-reported individual practice. Regarding mask wearing and physical distancing, respondents were asked to what 
extent they observed these practices amongst people in their community.

By residence setting, respondents residing in villages reported a higher practice of handwashing behaviour compared 
to those in cities (see Figure 38). Individual handwashing was reported by 72 per cent and 63 per cent of village and city 
residents, respectively. Also, the extent to which people in their communities were wearing a mask was 39 per cent in 
villages and 38 per cent in cities; the extent to which they kept a physical distance was 36 per cent in villages and 35 per 
cent in cities.  By age group, notable differences were seen in handwashing practices between young respondents aged 20 
to 24 years (74 per cent) and those aged 50 years and above (59 per cent) (see Table 13 in the Annex).

Figure 37: Protective behaviours against COVID-19, by residence (Afghanistan, Dec. 2020)
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In the CRA in Pakistan and Nepal, three questions 
were asked in some rounds, though not consistently 
across rounds. As illustrated in Figure 38, while a 
large proportion of respondents reported practicing 
handwashing and mask wearing in both countries, 
keeping a distance of two metres  was practiced more 
in Pakistan (80 per cent) compared to Nepal (53 per 

cent). A 35 per cent and 25 per cent significant decline in 
handwashing and mask wearing, respectively, were then 
observed in Nepal between August and December 2020.24 
In Pakistan, there were significant declines, though of a 
lesser magnitude in handwashing (86 per cent to 80 per 
cent) and mask wearing (from 79 per cent to 71 per cent) 
between August and October 2020.25

Figure 38: Trends in practice of protective behaviours against COVID-19 (Nepal and Pakistan)

To understand the practice of protective behaviours in Nepal 
and Pakistan by selected demographic characteristics, 
an index, combining all three behaviours across the 
three rounds was created. Figure 39 visualizes how the 
index changed over time for respondents with different 
demographic characteristics (by gender, rural/urban 
residence and age). 

Male and female respondents reported practicing protective 
behaviours in different ways across Nepal and Pakistan, 
although the magnitude of this difference was not large. In 
Nepal, in August 2020 the index was 7 percentage points 
higher for men compared to women, while it was almost 

the same in Pakistan. Over time, the difference between 
men and women narrowed in Nepal, while it expanded 
in Pakistan, with men reporting practicing less protective 
behaviour than women in October 2020. Overall, protective 
behaviours remained at the same level over time among 
women, while they decreased for men in both countries.

In both countries, the uptake of protective behaviours 
was reported to be higher in urban compared to rural 
areas. While this difference remained over time in Nepal, 
it disappeared over time in Pakistan. Differences in 
the practice of protective behaviours were limited for 
respondents of different ages.

  [24]See Annexes, table 14 for Confidence Intervals and p-values
  [25] See Annexes, table 15 for Confidence Intervals and p-values

© UNICEF/India/UN0392521/Kolari/2020
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Figure 39: Trends in practice of protective behaviours against COVID-19, by respondent characteristics 
(Nepal and Pakistan)

6.2 Barriers to protective behaviours against 
COVID-19

Respondents were asked about the main reasons keeping 
them from practicing protective measures against COVID-19 
aiming to reveal the reasoning behind the practice. The 
surveys inquired about socio-economic barriers (i.e. 
measures that would put jobs or relationships at risk), 
environmental/material barriers (i.e. a lack of infrastructure, 
such as running water or washrooms), certain beliefs (i.e. 
beliefs that measures do not work, the virus is not real, that 
faith or religion protect against infection) and social influence 
(i.e. how wearing a mask affects appearance, being mocked 
for practicing preventive measures). In Afghanistan and 
Nepal, this information was collected by the CRAs done in 
December 2020, while in Pakistan, data was collected across 
the three rounds of August, September and October 2020.

Shown in Figure 40, Figure 41 and Figure 42, the fear that 
practicing protective behaviours (including staying at home 
as much as possible) would put respondents’ jobs at risk 
was the main barrier cited in Afghanistan (31 per cent) and 
Pakistan (about 50 per cent) while in Nepal this was the 
second main barrier (11 per cent). A lack of infrastructure 
was also mentioned by sizeable proportions in Afghanistan 
(30 per cent), Nepal (72 per cent), and Pakistan (about 17 per 
cent). Misbeliefs and social influence were not highlighted 
by respondents as main reasons why they do not practice 
protective behaviours. However, in Pakistan these reasons 
became more important over time, while socio-economic 
barriers remained important but reduced in importance over 
time.
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Figure 40: Barriers to protective behaviour against COVID-19 (Afghanistan)

Figure 41: Barriers to protective behaviour against COVID-19 (Nepal)
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Figure 42: Barriers to protective behaviour against COVID-19 (Pakistan)

Furthermore, the barriers against practicing protective 
behaviour, based on the December 2020 CRA data for 
Afghanistan and Nepal as well as pooled data for Pakistan’s 
August, September and October 2020 CRA data, have 
been disaggregated by gender, age group and rural/urban 
residence and presented in the Annex (see Figure 62 to 
Figure 70). Although disaggregation by gender did not show 
large differences in barriers, age group and rural/urban 
residence did. By age group, the largest disparities were 
shown in the barrier that practicing the protective behaviour 
puts their jobs at risk. This was evident in all three countries 
with people below 50 years being more worried that 
practicing the protective behaviour would put their jobs at 
risk (e.g. Afghanistan 33 per cent for those younger than 50 
years versus 25 per cent for those aged 50 years and above; 
Nepal: 72.5 per cent for those younger than 50 years versus 
64.7 per cent for those aged 50 years and above; Pakistan: 
50.6 per cent for those younger than 50 years  versus 46.5 
per cent for those 50 years and above). On the other hand, 
in Afghanistan and Nepal, a significantly higher proportion 
of older respondents (aged 50 years and above) identified 
beliefs regarding faith and religion providing protection and 
the virus not being real, respectively, as the main reasons 
keeping them from practicing protective behaviours.

In Pakistan, the barriers to practicing protective behaviour 
against COVID-19 were collected in all three surveys, 
making it possible to show some trends in the top barriers. 
The top three reported barriers were summarized by rural/
urban residence of the respondents. As shown in Figure 
43, the most common reason for non-practice of protective 
behaviour against COVID-19 was that ‘Protective behaviour 
against COVID-19 put their job at risk’, followed by a ‘lack 
of infrastructure (e.g. water, washrooms and overcrowding) 
to implement these measures’ and lastly ‘belief that 
measures don’t work’. In August 2020, 66 per cent of rural 
residents and 40 per cent of urban residents reported that 
protective behaviour against COVID-19 put their job at 
risk. This percentage reduced among rural residents and 
increased among urban residents to 45 per cent in October 
2020. Increases were seen amongst respondents that 
reported that they were limited by a lack of infrastructure 
(e.g. water, washrooms and overcrowding) to implement 
protective measures; among rural residents from 16 per 
cent to 23 per cent and urban residents from 12 per cent 
to 19 cent. Lastly, the percentage who believed that 
measures do not work increased from 6 per cent in August 
to 9 per cent in rural areas and from 5 per cent to 7 per 
cent in urban areas.
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Figure 43: Trends in main barriers against COVID-19 behavior, by rural/urban residence (Pakistan)

Figure 44: Relationship between individual risk perception and practice of protective behaviour (Nepal and Pakistan)

6.3 Factors associated with protective behaviour 
against COVID-19

In order to further examine the relationships between the 
practice of protective behaviours (using the combined 
index variable) and some potential influencing factors — in 
particular respondents’ social demographic characteristics, 
risk perceptions and exposure to information — cross 
tabulations and a regression analysis was undertaken for 
Nepal and Pakistan.26

Relationship between individual risk perception and 
practice of protective behaviour

To determine this relationship, individual risk perception was 
cross tabulated with three protective behaviour practices 

(handwashing, wearing a mask and keeping two metres 
distance) using pooled data collected from three rounds 
(August, October and December 2020 for Nepal and August, 
September and October 2020 for Pakistan).

As shown in Figure 44 below, respondents in Nepal and 
Pakistan who perceived themselves at risk of COVID-19 
infection (‘yes’ category) were significantly more likely to 
hand wash and wear a mask in both countries (p-values 
of the difference test were below the 0.05 threshold of a 
statistically-significant difference). Also in Pakistan, they 
were significantly more likely to practice physical distancing, 
though this was not the case in Nepal.

Similar to Section 4.2 of this report, logistical regression 
models were run to estimate odds ratios (OR) and analyse 

  [26]  The findings for Afghanistan are not presented due to challenges arising from a high rate of non-response for some of the data.
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  [27] Note that the odds ratio is a measure of association; it does not imply any causal direction of the association.

the association between a reported uptake of protective 
behaviours against COVID-19 (measured through the 
combined index of the three protective practices) and 
respondent characteristics. The odds ratios provide a 
measure of the likelihood that different characteristics of 
respondents are associated with respondents’ practice of 
protective behaviour against COVID-19. An odds ratio of 
one indicates no association, while an odds ratio below or 
above one, if statistically significant, indicates respectively 
less or more likelihood that respondents with a certain 
characteristic (e.g. being female) compared to its reference 
value (e.g. being male) practice protective behaviour against 
COVID-19.27 If the confidence interval around the value 
of the odds ratio includes one, no statistically-significant 
association is found. When the confidence intervals 
are below or above one, the factor value is respectively 
negatively or positively associated with practice of 
protective behaviour against COVID-19. Results for Nepal 
and Pakistan’s models are summarized in Table 6 and Table 
7 below. The tables present the odds ratios as well their 95 
per cent confidence interval (95 per cent CI) and p-values.

In Nepal, the odds ratios indicate that females were 
27 per cent less likely to report practicing protective 
behaviours for COVID-19 when compared to their male 
counterparts [OR: 0.735], a statistically-significant 
difference in likelihood (p-value: <0.001) (see Table 6). 
Also respondents who resided in Municipalities were 

72 per cent [OR: 1.72] more likely and those from Sub/
Metropolitan Cities over two times [OR: 2.36] more 
likely to report practicing protective behaviour for 
COVID-19 compared to their counterparts who resided 
in Rural Municipality, again statistically-significant results 
(p-values: <0.001). By education level attained, higher 
levels predicted a practice of protective behaviour against 
COVID-19. Specifically, those with intermediate education 
were 34 per cent [OR: 1.34] more likely and those with 
post-secondary were 22 per cent [OR: 1.22] more likely 
to report practicing protective behaviour for COVID-19, 
compared to their counterparts without any schooling. 
Plausibly related to education, respondents who 
considered social media as their most trusted source of 
information about COVID-19 were also 46 per cent [OR: 
1.456] more significantly more likely to report practicing 
protective behaviours compared to those who trusted 
interpersonal communication (IPC) most, while the odds 
were somewhat lower for those who trusted radio and TV 
most [OR: 0.897], but this was not statistically significant. 
Individuals’ perceived risk of COVID-19 infection was also 
significantly associated with the practice of protective 
behaviour, confirming the cross tabulations presented in 
Figure 44. Respondents who perceived themselves at 
risk were 18 per cent [OR: 1.180] more likely to report 
practicing protective behaviour for COVID-19 compared to 
their counterparts who did not perceive themselves  
at risk. 

© UNICEF/Nepal/UN0373353/Mathema/AFP/2020© UNICEF/India/UN0387412/Altaf Ahmad/2020
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Table 6: Model of factors associated with practice of protective behaviour (Nepal)

Factors Adjusted odds ratios (OR) 95% CI P-value

Age

18-49 years Reference (OR=1.00) -

50+ years 0.813 0.695, 0.950 0.009

Gender

Male Reference (OR=1.00) -

Female 0.735 0.662, 0.816 <0.001

Setting

Rural Municipality Reference (OR=1.00) -

Municipality 1.724 1.456, 1.923 <0.001

Sub/Metropolitan City 2.360 1.983, 2.807 <0.001

Education

No school Reference (OR=1.00) -

Primary 0.804 0.695, 1.092 0.063

Matric 1.050 0.901, 1.223 0.533

Intermediate 1.338 1.106, 1.618 0.003

Post-secondary 1.218 1.031, 1.428 0.021

Most trusted source of information on COVID-19

IPCa Reference (OR=1.00) - -

TV/radio 0.897 0.784, 1.027 0.115

Social media 1.456 1.212, 1.698 0.012

Individual risk perception

No Reference (OR=1.00) - -

Yes 1.180 1.080, 1.281 0.036

a Interpersonal communication (IPC) refers to communication channels that involve exchange of information between two or more people.

When examining the factors associated with protective 
behaviours in Pakistan a different picture arose in 
comparison to Nepal (see Table 7). In Pakistan, women 
were 39 per cent [OR: 1.392] more likely to report practicing 
protective behaviour for COVID-19 compared to their male 
counterparts, which confirms the gender disaggregated 
trend analysis of protective practices presented in Figure 
39. Furthermore, urban residents were significantly less 
likely (28 per cent) to indicate practicing protective behaviour 
for COVID-19 compared to their rural counterparts. Those 
who attained higher education levels were also significantly 
less likely to indicate practicing protective behaviour for 
COVID-19 compared to their non-educated counterparts. 

The analysis also examined the association between 
protective practices, information and trust. As presented in 
Table 7, respondents who received COVID-19 information all 
the time were 53 per cent [OR: 1.534] more likely to report 
using protective behaviour against COVID-19 compared 

to their counterparts who did not receive information. 
This confirms an expected positive association between 
practicing protective behaviours (or its intent) and high 
frequency exposure to COVID-19 information. However, 
the data indicated that respondents who sometimes or 
often learned about COVID-19 were as likely to practice 
protective behaviours as those who indicated never learning 
about it, which suggests that regular exposure to COVID-19 
information may not be sufficient for an uptake of protective 
behaviours. Furthermore, those who received info via media 
(e.g. TV, radio, print media, social media) were 31 per cent 
[OR: 1.309] more likely to indicate using protective behaviour 
against COVID-19 compared to their counterparts who 
received information through interpersonal channels. 

Additionally, an index measure on trust of information from 
health workers/experts, religious leaders/institutions, and 
NGOs was also found to be significantly associated with 
the practice of protective behaviour. Those who trusted 
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information from these actors were 49 per cent [OR: 1.49] 
more likely to report practicing protective behaviour for 
COVID-19 compared to their counterparts who did not 
trust the information. As was the case in Nepal, individuals’ 
perceived risk of COVID-19 infection was significantly 

associated with the practice of protective behaviour – those 
who perceived themselves at risk were 39 per cent [OR: 
1.39] more likely to report practicing protective behaviour for 
COVID-19 when compared to their counterparts who did not 
perceive themselves at risk.

Table 7: Model of factors associated with practice of protective behaviour (Pakistan)

Factors Adjusted odds ratios (OR) 95% CI P-value

Age

20-49 years Reference (OR=1.00) - -

50+ years 1.090 0.871, 1.364 0.451

Gender

Male Reference (OR=1.00) -

Female 1.392 1.181, 1.642 <0.001

Setting

Rural Reference (OR=1.00) - -

Urban 0.718 0.573, 0.899 0.004

Education

No school Reference (OR=1.00) - -

Primary 0.889 0.700, 1.130 0.336

Matric 0.707 0.556, 0.900 0.005

Intermediate 0.699 0.533, 0.912 0.010

Post-secondary 0.692 0.526, 0.909 0.008

Frequency of learning about COVID-19 in a regular week

Never Reference (OR=1.00) - -

Sometimes 0.924 0.740, 1.138 0.474

Often 1.049 0.820, 1.317 0.694

All the time 1.534 1.216, 1.936 <0.001

Index measure on trust of information from health workers, religious leaders, NGOs

No Reference (OR=1.00) -

Yes 1.490 1.273, 1.743 <0.001

Most trusted source of information on COVID-19

IPCa Reference (OR=1.00) - -

Mediab 1.309 1.087, 1.576 0.004

Individual Risk Perception

No Reference (OR=1.00) - -

Yes 1.385 1.186, 1.617 <0.001

a Interpersonal communication (IPC) refers to communication channels that involve exchange of information between two or more people
b Media refers to social media, print media (radio and television) and radio and television 
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6.4 Intended actions to take upon onset of 
COVID-19 symptoms

Respondents were asked about the first action they intended 
to take if they believed they had COVID-19 symptoms with 
the aim to examine individuals’ intended health-seeking 
behaviour. Answers included ‘do nothing’, ‘call public helpline 
on COVID-19’, ‘go to a clinic or hospital’, ‘treat it myself (home 
remedies)’, ‘go to see a religious leader or a traditional healer’, 
‘try to get tested’, and ‘isolate myself at home’.

From the one CRA done in Afghanistan in December 2020 
(see Figure 45), upon onset of COVID-19 symptoms a 
majority of respondents would actively seek support from a 
health service (29 per cent would call a public helpline, 18 per 
cent would go to a clinic or hospital, and 5 per cent would 
try to get tested), 30 per cent reported that they intended to 
treat themselves with home based remedies and 10 per cent 
indicated that they would isolate themselves at home. 

Figure 45: Intent to take specific actions upon onset of COVID-19 symptoms (Afghanistan)

Figure 46: Intent to take specific actions upon onset of COVID-19 symptoms (Nepal)

In Nepal, from the CRA done in August 2020 questions were 
asked in a way that permitted multiple responses. Upon onset 
of COVID-19 symptoms, 80 per cent of the respondents 
reported that they intended to go to a clinic or hospital, 48 per 
cent reported they would try to get tested and 10 per cent 

reported they would call the public helpline on COVID-19 (see 
Figure 46), which indicated an intention to actively seek health 
service support. Furthermore, 28 per cent of respondents 
indicated that they would isolate at home, which is in line with 
general advice at the onset of COVID-19 symptoms.

In Pakistan, this information was collected at three 
timepoints: August, September and October 2020. Upon 
the onset of COVID-19 symptoms, the proportion of 
respondents that reported that they intended to call a 
public helpline on COVID-19 increased from 23 per cent 
in August to 34 per cent in October 2020, while those 

intending to go to a clinic or hospital increased from 9 per 
cent to 23 per cent. Those who indicated that they would 
try to get tested remained stable at around 8 per cent (see 
Figure 47). Notably, those who intended to do nothing 
decreased from 30 per cent in August to 11 per cent in 
October 2020.
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Figure 47: Trends in intent to take specific actions upon onset of COVID-19 symptoms (Pakistan)

© UNICEF/Bnagladesh/UN0393266/2020

Pakistan

Aug 20 Sep 20 Oct 20

Isolate myself at home

Try to get tested

Go to see a religious leader or a tradi

Treat it myself (home remedies)

Go to a clinic or hospital

Call public helpline on COVID-19

Do nothing
0%

20%

40%

60%

80%

100%

%
 R

es
p

o
n

d
en

ts



50

CHAPTER 7: COPING STRATEGIES AND EMERGING NEEDS  

Self-efficacy to provide for family during COVID-19 pandemic

This data was collected only in the CRA surveys of Pakistan by asking respondents for their confidence 
in providing for their family during the COVID-19 epidemic using a five-point Likert scale (‘very 
confident’, ‘somewhat confident’, ‘not sure’, ‘somewhat not confident’, ‘not confident at all’). Answers 
indicating very confident and somewhat confident are aggregated into an index of self-efficacy.

While self-efficacy was high in August 2020 (88 per cent), it declined to 76 per cent in September and 
further to 65 per cent in October 2020. Self-efficacy started higher in rural areas (93 per cent) versus 
urban areas (79 per cent) in August 2020 but declined strongly in rural areas to 62 per cent and less 
strongly to 70 per cent in urban areas by October 2020.

Self-efficacy was positively associated with the uptake of protective behaviours. Respondents who 
reported wearing masks or physically distancing all the time or most of the time were significantly 
more likely to feel confident to provide for their family. Also, respondents who did not revert to coping 
strategies (such as borrowing money and sending children to work) in order to supplement family 
income had significantly better self-efficacy to cope during the COVID-19 pandemic.

Coping strategies adopted by families during COVID-19 pandemic

• In Nepal, the main strategies were borrowing money and saving money; over 40 per cent of 
respondents mentioned using one or both strategies. Borrowing money was more prevalent in 
rural areas. A small percentage reported receiving financial assistance from the government (10 per 
cent at the Rural Municipality level, 7 per cent at the Municipality level, and 6 per cent  at the Sub/
Metropolitan City level).

• In Pakistan, the rural-urban differences were more obvious. 68 per cent of rural and 40 per cent 
of urban residents borrowed money to cope, while more than half (56 per cent) of rural families 
sold household assets to cope versus 25 per cent in urban areas. Also, a third (33 per cent) of 
rural respondents, versus 12 per cent of urban respondents, sent children to work in order to raise 
some income for the family to cope. Government efforts to provide financial assistance to families 
reached only a limited percentage of respondents, as only 15 per cent of rural and 7 per cent of 
urban families received this form of assistance.

Key findings

Due to lockdowns in most economies, the COVID-19 
pandemic disrupted employment opportunities (and 
therefore incomes of many families) as well as access 
to social services. Consequently, individuals and families 
had to devise means of coping. This section examines 
the self-efficacy of families to cope during the COVID-19 
pandemic, stigma experienced, and the main coping 
strategies used by families. 

7.1 Self efficacy to provide for family during 
COVID-19 pandemic

During the CRA surveys of Pakistan, respondents were 
asked about their confidence to provide for their family 

during the COVID-19 epidemic, using a five-point Likert 
scale (‘very confident’, ‘somewhat confident’, ‘not sure’, 
‘somewhat not confident’, ‘not confident at all’). 
For the current analysis, answers indicating very confident 
and somewhat confident are aggregated into an index of 
self-efficacy. Afghanistan and Nepal did not collect data on 
this parameter.

As shown in Figure 48, among respondents from 
Pakistan, self-efficacy to provide for the family during 
the COVID-19 pandemic was high in August 2020 but 
dropped significantly from 88 per cent in August to 76 
per cent in September and further to 65 per cent in 
October 2020.28 

  [28]  See Annex Table 20 for confidence intervals and p-values testing statistical significance.
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Figure 48: Trends in confidence to provide for family during COVID-19 pandemic (Pakistan)

Self-efficacy was initially, statistically significantly higher 
in rural areas versus urban areas: 93 per cent amongst 
rural respondents and 79 per cent amongst urban 
respondents in August 2020 (see Figure 49). However, it 
declined more strongly in rural areas, where only 62 per 
cent of respondents still indicated that they were able to 
provide what was needed for their families by October 
2020. Amongst urban respondents, it remained more or 
less the same between August and September and then 
declined in October to 70 per cent, which is statistically 

significantly higher than amongst rural respondents in 
the same period.

The self-efficacy amongst respondents of different ages is 
similar although the data indicates that by October 2020 
a significantly lower percentage of older people indicated 
having confidence in their ability to provide for their family.
Likewise, amongst the younger adult population, the 
percentage with confidence declined significantly from 89 
per cent in August to 68 per cent in October 2020.

Figure 49: Trends in confidence to provide for family during COVID-19 Pandemic, by rural/urban residence 
and age group (Pakistan)

7.2 Stigma due to COVID-19

As part of the Pakistan CRA surveys for August, September 
and October 2020, the stigma linked to COVID-19 was 
examined using a pooled dataset for the three surveys. 
People can be subject to negative and/or collective views 
and beliefs when being affected by COVID-19 or associated 
with COVID-19 due to their behaviour or characteristics (e.g. 
returning migrants). The issue of stigma linked to COVID-19 
was examined by asking respondents what form of stigma 
would concern them the most. As shown in Figure 50, 
the main concern of COVID-19-related stigma, amongst 

both urban and rural respondents, was to become socially 
isolated. Material concerns (i.e. losing housing and/or job) 
were notably also an important concern amongst rural 
respondents (23 per cent of rural respondents), while this 
was relatively less of a concern amongst urban respondents. 
Interestingly, urban respondents felt less concerned about 
being blamed for putting loved ones at risk. Social influence 
did play a role amongst urban respondents: 16 per cent 
indicated that they were mostly concerned of being treated 
differently at home, in community and at work, while 10 per 
cent were concerned of being discriminated for not being 
able to pay for healthcare. 
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Shown in Figure 51 and Figure 52, disaggregating this 
analysis further by gender and age group, did not show 
differences in concerns in stigma linked to COVID-19. For 
instance, nearly the same proportions of male (32 per cent) 
versus female (31 per cent) and youths aged 20 to 24 years 
(34 per cent) versus older adults aged 25 years and above 

(31 per cent) were concerned about becoming socially 
isolated due to COVID-19. Material concerns (i.e. losing 
housing and/or job) were also fairly balanced by gender 
(males: 22 per cent; females: 19 per cent) and age group 
(20 to 24 years, 21 per cent; 25 years and above, 20 per 
cent). 

Figure 50: Most concerning stigma linked to COVID-19, by rural/urban residence (Pakistan)

Figure 51: Most concerning stigma linked to COVID-19, by gender (Pakistan)

Figure 52: Most concerning stigma linked to COVID-19, by age group (Pakistan)

0%

5%

10%

15%

20%

25%

30%

35%
32% 31%

22%
19%

6% 7%

15% 14%
12%

14%

17%

12%

Becoming
socially
isolated

Losing my
housing

and/or job

Blamed for
putting my
loved ones

at risk

Being treated
differently at

home, in
community
and work

Being
discriminated
for not being
able to pay

for healthcare

Other

%
 R

es
p

o
n

d
en

ts

Pakistan

Female

Male

0%

5%

10%

15%

20%

25%

30%

35%
30%

33%

24%

15%1 5%16%
19%1 9%

7%
5%

10%
8%

Becoming
socially
isolated

Losing my
housing

and/or job

Blamed for
putting my
loved ones

at risk

Being treated
differently at

home, in
community
and work

Being
discriminated
for not being
able to pay

for healthcare

Other

%
 R

es
p

o
n

d
en

ts

Pakistan

Urban

Rural

0%

5%

10%

15%

20%

25%

30%

35%

40%

34%
31%

21%20%

5% 7%

14%
12%

15% 16%16%

10%

Becoming
socially
isolated

Losing my
housing

and/or job

Blamed for
putting my
loved ones

at risk

Being treated
differently at

home, in
community
and work

Being
discriminated
for not being
able to pay

for healthcare

Other

%
 R

es
p

o
n

d
en

ts

Pakistan

25+ yrs
20-24 yrs



53

7.3 Main coping strategies adopted by families 
during COVID-19 pandemic

During the COVID-19 pandemic, families adopted several 
coping strategies. To assess these strategies, respondents 
in both Nepal and Pakistan were asked to mention the 
main coping strategy they used during the COVID-19 
pandemic. In Nepal, this data was collected in three rounds 
(August, October and December 2020) while in Pakistan, it 
was mainly collected in August and September 2020.

In Nepal, the main strategy mentioned was borrowing 
money: 49 per cent by Rural Municipality respondents, 
44 per cent by Municipality respondents and 37 per cent 

among Sub/Metropolitan City respondents. Similarly, 
a large percentage of Rural Municipality (42 per cent), 
Municipality (42 per cent) and Sub/Metropolitan City 
(44 per cent) residents reported using their savings. 
Also, a small percentage reported receiving financial 
assistance from government: 10 per cent amongst Rural 
Municipality residents, 7 per cent amongst Municipality 
residents and 6 per cent among Sub/Metropolitan City 
residents. Some respondents reported that they or their 
family members sold household assets, again higher 
in rural areas: 9 per cent amongst Rural Municipality 
residents, 7 per cent amongst Municipality residents and 
4 per cent among Sub/Metropolitan City residents (see 
Figure 53). 

Figure 53:  Household coping strategies adopted by families during COVID-19 pandemic, by rural/urban residence 
(Nepal, Aug., Oct., Dec. 2020 – pooled data)

In Pakistan, similar to Nepal, more respondents in rural 
areas reported having to revert to borrowing money as 
a coping strategy. There were also significant rural-urban 
differences in the use of selling household assets and 
having to send children to work as a coping mechanism 
(see Figure 54). For instance, 68 per cent of rural residents 
compared to only 40 per cent of urban residents borrowed 
money to cope. Also, more than half (56 per cent) of rural 

families sold household assets to cope with the scarcity 
arising during the COVID-19 pandemic. It is also concerning 
that a third (33 per cent) of rural residents sent children 
to work in order to raise some income for their family to 
cope. Government efforts to provide financial assistance to 
families reached only a limited percentage of respondents, 
as only 15 per cent of rural and 7 per cent of urban families 
reported receiving this form of assistance.
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Figure 54: Main coping strategies adopted by families during COVID-19 pandemic, by rural/urban residence (Pakistan, 
Aug. to Oct. 2020 – pooled data)

7.4 Factors related to self-efficacy to provide for 
family during COVID-19 pandemic

To determine factors related to self-efficacy to provide 
for family during the COVID-19 pandemic, variables on 
preventive practices and coping strategies were cross 
tabulated with self-efficacy. Overall, people who reported 
practicing COVID-19 preventive behaviours all the time or 
most of the time were more likely to report self-efficacy 
to cope during the COVID-19 pandemic, indicating again a 

relationship between the uptake of preventive behaviours 
and socio-economic factors. As shown in Figure 55, 
respondents who reported wearing a mask were more 
likely to report self-efficacy to provide for family during 
the COVID-19 pandemic (79 per cent) compared those 
who did not wear masks (69 per cent) (p-value<0.001). 
Also, respondents who often kept two metres of physical 
distance were more likely to report self-efficacy (79 
per cent) compared those who did not (68 per cent) 
(p-value<0.001).

Figure 55:  Relationship between practicing protective behaviour and self-efficacy to provide for family (Pakistan)
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Figure 56:  Relationship between adapting coping strategies and self-efficacy to provide for family (Pakistan)

Furthermore, as expected, people who did not revert to 
coping strategies such as borrowing money and sending 
children to work in order to supplement family income 
had significantly better self-efficacy to cope during the 
COVID-19 pandemic (see Figure 56). Respondents who did 
not borrowed money were more likely to report self-efficacy 

to provide for family during the COVID-19 pandemic (89 per 
cent) compared to those who borrowed money (77 per cent) 
(p-value<0.001). Respondents who reported that a child 
was sent to work due to a loss of income were less likely to 
report self-efficacy (66 per cent) compared to those who did 
not report this (88 per cent) (p-value <0.001).

To further understand and quantify factors associated with 
having self-efficacy with protective behaviour and coping 
strategies, a logistic regression model was run to produce 
odds ratios (OR) for Pakistan (see clarification about the use 
of odds ratios in previous sections). The data confirms the 
findings based on the cross-tabulations presented above. 
As shown in the results for the model summarized in Table 
20 in the Annex, respondents who wore masks most of 
the time were 79 per cent [OR: 1.79] more likely to report 
self-efficacy to provide for family during the COVID-19 
pandemic compared to their counterparts who did not 
wear masks. Those who physically distanced whenever 
in public were 74 per cent [OR: 1.74] more likely to report 

self-efficacy to provide for family during the COVID-19 
pandemic compared to their counterparts who did not 
physically distance. Also, respondents who did not send 
a child to work due to a loss of income were more than 
three times [OR: 3.39] more likely to report self-efficacy to 
provide for family during the COVID-19 pandemic compared 
to their counterparts who sent a child to work due to loss of 
income. Lastly, respondents who did not report borrowing 
money from others in the previous 30 days were nearly 
twice [OR: 1.911] as likely to report self-efficacy to provide 
for family during the COVID-19 pandemic compared to their 
counterparts who had reporting borrowing money from 
others in the previous 30 days.
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CHAPTER 8: CONCLUSIONS

COVID-19 is a pandemic affecting billions of lives across the 
world. Effective management of the pandemic depends on 
communication about the pandemic; people’s knowledge, 
attitudes, behaviours and practices about it; as well as the 
effective engagement of communities and local
Organizations in emergency response. The CRA data from 
Afghanistan, Nepal and Pakistan has helped examine 
behaviours and their drivers related to COVID-19, which 
is invaluable in the pandemic response. The data helped 
unpack the factors that influence individual and collective 
behaviours related to COVID-19 to avoid a misalignment of 
efforts. Recognizing that behaviour and social change are 
complex phenomena, providing further insight into public 
opinion, levels of trust and engagement mechanisms will 
enable better programme strategies that are community-
responsive and people-centred.

a) Risk perception for COVID-19. Trend data for Nepal and 
Pakistan indicate that individual risk perception regarding 
COVID-19 infection reduced significantly over time (a statisti-
cally-significant decrease of around 10 percentage points 
from the August 2020 levels). By December and October 
2020, less than half of respondents in Nepal/Afghanistan 
and Pakistan respectively perceived themselves at risk of 
COVID-19 infection. When disaggregated by respondent 
characteristics, in Nepal, respondents from urban areas 
with a higher level of education were more likely to perceive 
themselves at risk, while youth aged 20 to 25 years old 
were less likely to perceive themselves at risk compared 
to their older counterparts. In Pakistan, on the other hand, 
urban residents and respondents with a higher education 
were less likely to perceive themselves at risk of contracting 
COVID-19 compared to their rural and uneducated 
counterparts. Young respondents aged 20 to 24 years did 

not report significantly different risk perception compared 
to their counterparts aged 25 years and above. Furthermore, 
data from Pakistan showed a reducing proportion of 
respondents with perceived severity of COVID-19 over time. 
These findings underpin the importance of disaggregating 
COVID-19 risk data along several dimensions (gender, age, 
urban versus rural, perceived severity, etc.). The availability 
of such disaggregated data can help tailor SBC and CE 
interventions to local conditions and needs.  

b) Trusted sources of information. Overall, radio and 
TV remained the most-trusted sources of information on 
COVID-19 in Nepal and Pakistan. However, other sources 
were cited by a sizeable proportion of respondents – 
including mobile ringtone and social media. The majority 
of respondents trusted health workers/experts, religious 
leaders/institutions and NGOs providing them information; 
this trust remained mostly unchanged over time. Findings 
further suggest that receiving information about COVID-19 
on a regular basis is likely to influence risk perception. In the 
analysis done to compare exposure to radio/TV messages by 
key outcomes, listening to radio was significantly related to 
increased individual risk perceptions for COVID-19, though 
the relationship with the practice of protective behaviour 
against COVID-19 was not consistently confirmed by 
the data. Data from Nepal indicate that local groups like 
mother groups and women’s groups are trusted platforms 
to support the COVID-19 response, which confirms their 
potential as a platform for community engagement during 
the response.

c) Protective behaviour against COVID-19. The study 
has shown significant declines in handwashing, mask 
wearing and physical distancing in Nepal and Pakistan 
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although at different magnitudes. Handwashing was the 
protective behaviour most reported as being practiced. 
The most common barriers for practice of protective 
behaviours against COVID-19 (including staying at home) 
cited by respondents were socio-economic (e.g. fear that 
practicing protective behaviour puts jobs at risk) or material 
in nature (e.g. a lack of infrastructure such as running 
water, washrooms, overcrowded neighbourhoods). Some 
respondents believed that the protective measure against 
COVID-19 did not work, while others did not believe 
that the virus was real, although this remained a small 
minority. Some barriers were specific to certain areas and 
demographic characteristics, emphasizing that different 
demographic groups may have very different behaviours, 
motivations and needs. The cross-analysis of protective 
behaviours with respondents’ characteristics indicates a 
significant relationship between the likelihood of practicing 
protective behaviours and respondents’ rural/urban 
residence as well as education level, although the direction 
of this relationship varied by country. Both in Nepal and 
Pakistan, respondents who perceived themselves at risk of 
COVID-19 infection were significantly more likely to practice 
protective behaviours. In Pakistan the data confirmed a 

positive association between trust in information from 
actors (such health care workers) and respondents’ uptake 
of protective behaviours.

d) Self-efficacy to provide for family during COVID-19 
pandemic. Findings from the Pakistan survey showed 
that over time respondents’ confidence to provide for 
their families during the COVID-19 pandemic reduced 
significantly. This decline was most evident amongst rural 
residents; indicative of how this pandemic has affected the 
livelihoods of families in rural areas. Consequently, families 
adopted coping strategies (such as borrowing money from 
others, selling household items and sending children to 
work) in order to supplement household income. These 
coping strategies were again more prevalent amongst 
respondents from rural areas in Pakistan. In both Pakistan 
and Nepal, a small minority of respondents reported having 
received financial assistance from the government, which 
may have countered the declining self-efficacy to provide 
for family. Furthermore, practicing protective behaviours 
against COVID-19 was found to be significantly associated 
with confidence to provide for families during the COVID-19 
pandemic. 
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ANNEXES

Table 8: Distribution of background characteristics of respondents, by country

Table 9: Trends in individual risk perception 

Background 

Characteristics

Afghanistan (Dec 2020) Nepal (Aug, Oct, Dec 2020)b Pakistan (Aug, Sep, Oct 2020)

% (95% CI)a % % (95% CI)

Age

20-24 years 22.7 (20.8-24.7) 9.1 17.8 (17.1-18.6)

25-29 years 17.7 (15.8-19.7) 17.4 15.1 (14.4-15.9)

30-39 years 22.7 (20.1-25.4) 38.5 23.5 (22.4-24.6)

40-49 years 16.4 (13.8-19.4) 22.5 16.6 (15.5-17.7)

50 years and above 20.6 (17.5-24.1) 12.4 27.0 (25.2-28.9)

Gender

Female 48.8 (45.6-52.1) 48.6 48.1 (46.6-49.6)

Male 51.2 (47.9-54.4) 51.4 51.9 (50.4-53.5)

Setting

Rural/Villages Villages: 26.0 (23.6-28.5) Rural Municipality: 41.2 Rural: 63.0 (61.4-64.6)

Urban/Cities Cities: 74.0 (71.5-76.4)
Municipality: 46.0

Urban: 37.0 (35.4-38.6)
Sub/Metropolitan city: 12.8

Education

No school 34.7 (31.3-39.0) 22.9 22.1 (17.0-19.4)

Primary 19.6 (17.2-22.3) 25.3 18.4 (13.4-15.4)

Matric 20.1 (17.7-22.7) 22.7 21.3 (17.2-19.6)

Intermediate 11.8 14.3 (34.8-37.9)

Post-secondary 25.6 (23.0-28.5) 17.3 24.9 (12.0-13.8)

Country Aug 2020 Sep 2020 Oct 2020 Dec 2020

Afghanistan    41.1% [37.3-45.0]

Nepal
 

48.1%  48.3% 37.4%

  p-value: 0.893 p-value: <0.001

Pakistan 
 

59.0% [56.1,61.0] 52.3% [49.7,55.3] 49.0% [46.3,51.8]

 p-value: 0.002 p-value: <0.001  

a Confidence interval; b pooled data across CRA rounds

Note: The p-value in this table is a comparison of the value in the current CRA round with respect to the first CRA round.
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Table 10: Individual risk perception for COVID-19, by selected characteristics (Afghanistan)

Table 11: Individual risk perception for COVID-19, by selected characteristics (Nepal)

Background Characteristics
Individual Risk Perception, 

P-value
Dec 2020, % (95% CI)

Total 41.1 (37.3-45) -

Age group

20-24 years 46.0 (41.4-50.6)

-

25-29 years 39.9 (33.5-46.6)

30-39 years 41.4 (33.6-49.6)

40-49 years 43.2 (31.8-55.3)

50+ years 34.7 (24.8-46.2)

Gender

Male 44.2 (38.0-50.5)
0.111

Female 38.0 (33.8-42.4)

Setting

Cities 41.1 (35.1-47.4)
0.989

Villages 41.1 (36.6-45.7)

Education

Completed primary schooling 39.2 (31.2-47.8)

-
Completed secondary schooling 38.3 (30.5-46.8)

Completed tertiary (diploma or degree) 40.8 (33.5-48.6)

No schooling completed 44.1 (37.6-50.8)

Background Characteristics
Aug 2020 Oct 2020 Dec 2020

Percent, % Percent, % Percent, %

Total 48.2 48.5 37.6

Age group

18-20 years 44.0 40.0 30.8

20-24 years 41.3 42.3 31.1

25-29 years 46.2 46.9 37.4

30-39 years 48.9 49.4 38.5

40-49 years 49.9 51.1 41.0

50+ years 49.9 48.4 33.7

Gender

Male 49.7 48.7 36.0

Female 46.4 48.4 39.3

Setting

Rural municipality 45.1 44.7 34.9

Municipality 50.4 49.8 36.6

Sub/Metropolitan city 49.7 54.3 48.5

Education

No school 48.6 44.7 32.3

Primary 42.7 43.4 32.1

Matric 47.5 47.7 37.4

Intermediate 54.2 55.5 44.2

Post-secondary 52.3 57.4 48.1
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Table 12: Individual risk perception for COVID-19, by selected characteristics (Pakistan)

Table 13: Handwashing to prevent COVID-19 infection, by selected characteristics (Afghanistan)

Background Characteristics
Aug 2020 Oct 2020 Dec 2020

Percent, % 
(95%CI)

P-value
Percent, %

(95%CI)
P-value

Percent, %
(95%CI)

P-value

Total 58.6 (56.1-61) - 52.3 (49.7-55.3) 0.002 49.0 (46.3-51.8) 0.085

Age group

20-24 years 56.0 (52.5-59.4)
 
 
-
 
 

47.8 (44.2-51.3)
 
 
-
 
 

57.0 (53.9-60.0)

-

25-29 years 54.3 (50.1-58.4) 47.8 (43.4-52.2) 46.0 (42.2-49.9)

30-39 years 56.6 (52.3-60.7) 48.8 (44.2-53.3) 44.4 (40.6-48.2)

40-49 years 58.9 (53.0-64.5) 59.2 (52.6-65.5) 46.0 (39.9-52.2)

50+ years 64.3 (57.4-70.7) 57.4 (49.3-65.2) 51.3 (43.1-59.5)

Gender

Male 57.5 (55.2-59.7)
0.374

51.9 (49.2-54.6)
0.675

47.4 (44.5-50.3)
0.247

Female 59.7 (55.3-63.8) 53.1 (48.2-57.9) 50.6 (46.0-55.1)

Setting

Rural 60.9 (58.2-63.6)
0.026

51.2 (47.9-54.5)
0.271

54.3 (50.9-57.6)
<0.001

Urban 54.7 (49.8-59.4) 54.7 (49.5-59.8) 40.1 (35.6-44.8)

Education

No school 65.2 (60.1-70.0)

-

57.3 (51.2-63.2)

-

63.2 (55.7-70.1)

-

Primary 61.1 (55.4-66.4) 55.90 (49-62.6) 52.5 (45.9-59.1)

Matric 55.1 (49.9-60.2) 48.2 (41.4-54.9) 49.5 (43.4-55.6)

Intermediate 56.8 (52.1-61.4) 54.8 (49.7-59.8) 42.1 (37.4-47.0)

Post-secondary 54.1 (47.6-60.5) 40.5 (34.6-46.7) 46.5 (40.4-52.6)

Background Characteristics
Handwashing 

P-value
Dec 2020, % (95%CI)

Total 65.3 (61.9-68.6) -

Age group

20-24 years 73.6 (69.7-77.3)

-

25-29 years 62.8 (57.0-68.3)

30-39 years 63.1 (56.1-69.6)

40-49 years 67.6 (57.3-76.5)

50+ years 59.3 (48.8-69.0)

Gender

Male 66.4 (60.6-71.8)
-

Female 64.3 (60.4-68.1)

Setting

Cities 71.7 (66.7-76.3)
-

Villages 63.0 (58.8-67.1)

Education

Completed primary schooling 68.6 (61.8-74.7)

-
Completed secondary schooling 63.4 (56.6-69.7)

Completed tertiary (diploma or degree) 63.4 (56.6-69.7)

No schooling completed 65.9 (59.8-71.4)
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Table 14: Handwashing for COVID-19 prevention, by selected characteristics (Nepal)

Table 15: Handwashing for COVID-19 prevention, by selected characteristics (Pakistan)

Background Characteristics
Aug 2020 Dec 2020

Percent, % Percent, %

Total 91.9 56.9

Age group

18-20 years 84.0 43.6

20-24 years 90.3 58.3

25-29 years 92.6 57.7

30-39 years 91.6 58.1

40-49 years 91.3 56.4

50+ years 94.1 53.9

Gender

Male 91.6 54.4

Female 92.1 59.8

Setting

Rural municipality 89.7 52.2

Municipality 93.0 58.3

Sub/Metropolitan city 94.7 65.6

Education

No school 90.3 57.3

Primary 90.0 53.5

Matric 92.9 54.8

Intermediate 94.7 61.0

Post-secondary 93.7 61.6

Background Characteristics
Aug 2020 Sep 2020 Oct 2020

Percent, % 
(95%CI) P-value Percent, % 

(95%CI) P-value Percent, % 
(95%CI) P-value

Total 86.8 (85.1-88.2) - 82.2 (80.1-84.2) <0.001 79.9 (77.5-82.1) 0.136

Age group

20-24 years 85.4 (82.8-87.6)

-

77.5 (74.5-80.3)

-

80.2 (77.7-82.5)

-

25-29 years 86.8 (83.8-89.3) 83.4 (80.1-86.2) 81 (77.8-83.8)

30-39 years 85.1 (82.0-87.8) 81.4 (77.8-84.6) 80.8 (77.7-83.6)

40-49 years 86.2 (81.8-89.6) 79.1 (73.6-83.7) 82 (76.6-86.3)

50+ years 89.4 (84.7-92.8) 87.3 (80.7-91.8) 77.1 (69.2-83.4)

Gender

Male 84.7 (83.1-86.2)
0.018

80.0 (78.0-82.0)
0.046

79.6 (77.2-81.8)
0.814

Female 88.7 (85.8-91.0) 84.3 (80.6-87.4) 80.2 (76-83.8)

Setting

Rural 86.4 (84.4-88.2)
0.622

80.7 (78.3-83.0)
0.090

80.1 (77.3-82.7)
0.816

Urban 87.3 (84.3-89.8) 84.8 (80.6-88.1) 79.5 (75.1-83.4)

Education

No school 86.4 (82.2-89.7)

-

82.6 (78.8-86.0)

-

75 (67-81.7)

-

Primary 89.4 (86.5-91.7) 78.4 (72.9-83.0) 80.4 (74.3-85.3)

Matric 82.2 (76.9-86.5) 83.1 (78.1-87.1) 80.5 (74.2-85.6)

Intermediate 88.4 (85.6-90.7) 83.0 (78.6-86.6) 81.3 (77.6-84.5)

Post-secondary 84.6 (80.0-88.3) 82.4 (77.8-86.1) 80.6 (75.6-84.8)
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Table 16: Mask wearing for COVID-19 prevention, by selected characteristics (Nepal)

Table 17: Mask wearing for COVID-19 prevention, by selected characteristics (Pakistan)

Background Characteristics
Aug 2020 Dec 2020

Percent, % Percent, %

Total 77.4 54.0

Age group

18-20 years 80.0 43.6

20-24 years 74.3 54.3

25-29 years 75.7 51.8

30-39 years 77.8 56.2

40-49 years 80.5 53.0

50+ years 75.1 52.6

Gender

Male 82.5 54.0

Female 72.0 54.1

Setting

Rural municipality 68.1 49.8

Municipality 83.1 55.0

Sub/Metropolitan city 86.8 61.5

Education

No School 74.3 52.9

Primary 71.1 49.6

Matric 80.7 55.3

Intermediate 85.5 55.9

Post-secondary 82.2 58.9

Background Characteristics
Aug 2020 Sep 2020 Oct 2020

Percent, %
(95%CI)

P-value
Percent, %

(95%CI)
P-value

Percent, %
(95%CI)

P-value

Total 78.7 (76.5-80.7) - 67.4 (64.7-70.0) <0.001 70.5 (67.9-72.9) 0.100

Age group

20-24 years 81.9 (79.3-84.3)

-

68.5 (65.1-71.6)

-

72.7 (69.9-75.4)

-

25-29 years 78.9 (75.3-82.0) 71.6 (67.6-75.2) 74.0 (70.5-77.3)

30-39 years 76.4 (72.7-79.8) 64.5 (60.1-68.7) 70.4 (66.8-73.7)

40-49 years 79.0 (73.9-83.3) 65.3 (58.8-71.2) 69.8 (63.9-75.1)

50+ years 78.2 (71.6-83.5) 68.2 (60.3-75.2) 67.5 (59.4-74.7)

Gender

Male 77.9 (76.0-79.7)
0.478

65.7 (63.1-68.2)
0.216

68.6 (65.8-71.2)
0.158

Female 79.4 (75.5-82.8) 69.0 (64.3-73.3) 72.2 (67.9-76.2)

Setting

Rural 78.1 (75.7-80.3)
0.509

63.7 (60.4-66.8)
0.001

70.2 (66.9-73.2)
0.760

Urban 79.7 (75.4-83.4) 73.7 (69.1-77.9) 71.0 (66.6-75.1)

Education

No school 81.1 (76.6-84.9)

-

65.5 (59.3-71.2)

-

69.7 (62.2-76.3)

-

Primary 80.3 (75.6-84.2) 57.9 (50.8-64.6) 70.7 (64.3-76.3)

Matric 72.9 (67.5-77.7) 67.9 (61.3-73.8) 71.1 (65.3-76.3)

Intermediate 79.0 (74.7-82.8) 71.2 (66.4-75.5) 71.4 (66.8-75.7)

Post-secondary 79.2 (74.3-83.4) 68.8 (63.0-74) 68.1 (62.0-73.7)
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Table 18: Trends in perceived severity of COVID-19 to individual and family, by selected characteristics (Nepal)

Table 19: Trends in self-efficacy to provide for family during COVID-19 pandemic, by selected 
characteristics (Pakistan)

Background Characteristics
Aug 2020 Sept 2020 Oct 2020

Percent, % 
(95%CI)

P-value
Percent, % 

(95%CI)
P-value

Percent, % 
(95%CI)

P-value

Total 75.1 (73.0-77.1) - 66.8 (64.0-69.4) <0.001 58.1 (55.4-60.9) 0.100

Age group

20-24 yrs 72.5 (69.3-75.5)
 
 
-
 
 

69.8 (66.5-72.8)
 
 
-
 
 

63.3 (60.3-66.1)

-

25-29 yrs 71.9 (67.9-75.5) 69.3 (65.2-73.2) 63.1 (59.2-66.7)

30-39 yrs 74.6 (70.9-78.0) 65.1 (60.7-69.3) 61.0 (57.2-64.6)

40-49 yrs 77.4 (72.4-81.8) 65.5 (59.1-71.4) 62.2 (56.1-67.9)

50+ yrs 77.6 (71.6-82.7) 65.6 (57.5-72.9) 47.1 (38.9-55.4)

Gender

Male 72.4 (70.3-74.4)
0.014

64.8 (62.2-67.3)
0.156

55.9 (53.0-58.8)
0.125

Female 77.6 (73.9-80.9) 68.6 (63.9-73.0) 60.2 (55.5-64.7)

Setting

Rural 75.8 (73.5-78.2)
0.348

62.8 (59.5-65.9)
<0.001

56.2 (52.9-59.6)
0.092

Urban 73.3 (69.7-77.4) 73.6 (68.7-78.0) 61.0 (56.5-65.9)

Education

No school 78.0 (73.5-81.9)

-

61.1 (54.8-67.0)

-

62.8 (54.8-70.1)

-

Primary 78.1 (72.8-82.6) 65.9 (58.9-72.4) 62.9 (56.4-69.0)

Matric 72.4 (67.8-76.7) 65.3 (58.8-71.3) 55.5 (49.3-61.6)

Intermediate 75.2 (71.3-78.8) 70.0 (65.0-74.5) 56.5 (51.6-61.3)

Post-secondary 68.8 (62.1-74.7) 68.9 (63.0-74.2) 56.5 (50.2-62.7)

Background Characteristics
Aug 2020 Sept 2020 Oct 2020

Percent, %
(95%CI)

P-value
Percent, % 

(95%CI)
P-value

Percent, % 
(95%CI)

P-value

Total 88.1 (86.1-89.6) - 76.2 (74.1-78.7) <0.001 65.1 (62.0-67.4) <0.001

Age group

20-24 yrs 89.0 (86.4-91.2)
 
 
-
 
 

80.4 (77.5-83.0)
 
 
-
 
 

68.1 (65.2-70.8)

-

25-29 yrs 88.8 (85.7-91.3) 73.3 (69.2-77.1) 70.5 (66.8-73.9)

30-39 yrs 86.8 (83.6-89.4) 74.6 (70.5-78.3) 65.8 (62.0-69.3)

40-49 yrs 88.3 (84.0-91.5) 77.7 (72.0-82.6) 61.2 (55.0-67.0)

50+ yrs 87.5 (81.5-91.8) 76.5 (69.3-82.5) 60.6 (52.1-68.4)

Gender

Male 88.4 (86.8-89.9)
0.568

74.6 (72.2-76.9)
0.138

65.8 (63.0-68.5)
0.452

Female 87.5 (84.0-90.2) 78.2 (74.0-81.8) 63.8 (59.1-68.2)

Setting

Rural 93.3 (91.9-94.5)
<0.001

73.5 (70.5-76.4)
0.002

61.4 (58.0-64.8)
0.002

Urban 78.8 (74.5-82.6) 81.5 (77.5-84.9) 70.4 (65.8-74.5)

Education

No school 94.4 (92.1-96.1)

-

76.5 (71.5-80.8)

-

62.3 (54.5-69.4)

-

Primary 93.2 (90.4-95.2) 69.2 (62.2-75.4) 66.9 (60.8-72.5)

Matric 91.1 (88.1-93.5) 71.3 (64.7-77.1) 62.3 (55.9-68.2)

Intermediate 82.0 (77.7-85.7) 81.3 (77.2-84.9) 67.1 (62.2-71.6)

Post-secondary 83.6 (78.5-87.6) 77.5 (72.3-81.9) 63.5 (57.0-69.6)
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Table 20: Selected factors associated with having self-efficacy (Pakistan, Aug. to Oct. 2020 – pooled)

Figure 57: Reasons for not adopting protective behavior, by gender (Afghanistan, Dec. 2020)

Factors Adjusted Odds Ratios (OR)* 95%CI P-value

Hand wash most of the time

No Reference (OR=1.00) -

Yes 0.871 0.658, 1.153 0.335

Wear a mask most of the time

No Reference (OR=1.00) -

Yes 1.793 1.377, 2.334 <0.001

Social distance whenever in a public place

No Reference (OR=1.00) -

Yes 1.744 1.329, 2.289 <0.001

Send child to work due to loss of income in last 30 days

Yes Reference (OR=1.00) -

No 3.388 2.757, 4.163 <0.001

Borrowed money from others in last 30 days

Yes Reference (OR=1.00) -

No 1.911 1.503, 2.429 <0.001

Received financial assistance from Gov’t in last 30 days

Yes Reference (OR=1.00) -

No 1.16 0.893, 1.507 0.267

* Adjusted for age, gender, rural/urban setting and education
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Figure 58: Reasons for not adopting protective behavior, by gender (Nepal, Dec. 2020)

Figure 59: Reasons for not adopting protective behavior, by gender (Pakistan, Aug., to Oct. 2020 – pooled data)
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Figure 60: Reasons for not adopting protective behaviour, by age (Afghanistan, Dec. 2020)

Figure 61: Reasons for not adopting protective behaviour, by age (Nepal, Dec. 2020)
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Figure 62: Reasons for not adopting protective behaviour, by age (Pakistan, Aug. to Oct. 2020 – pooled data)

Figure 63: Reasons for not adopting protective behaviour, by rural/urban residence (Afghanistan, Dec. 2020)
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Figure 64: Reasons for not adopting protective behaviour, by rural/urban residence (Nepal, Dec. 2020)

Figure 65: Reasons for not adopting protective behaviour, by rural/urban residence (Pakistan, Aug. 
to Oct. 2020 – pooled data)
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