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Executive Summary 

Background 

The Covid-19 pandemic and its subsequent protocols have greatly affected all populations worldwide, 

particularly most vulnerable groups (MVGs) of the society. The Forcibly Displayed Myanmar Nationals 

(FDMN) in refugee camps in Cox’s Bazar, Bangladesh, one of the largest refugee populations in the world, 

and adjacent host community are also experiencing new challenges in diverse areas of daily life such as 

social, household finance, food security, education, general health services etc. The Covid-19 and the 

accompanying containment measures have had a significant impact on women, girls and boys, and people 

with disabilities and other marginalized groups, across all camps and the host community.5  

The participatory action research project, Bridging Communities in Cox’s Bazar: Mitigating Risks and 

Promoting Gender, Governance, and Localization of Humanitarian Responses in COVID-19 Era is a three-

year project which aims to undertake longitudinal research in three phases (baseline-midline-end line) 

within the host and forcibly displaced Myanmar nationals (FDMN) communities for providing critical 

evidence to assist in policy making, promote greater civic engagement within and between the FDMN and 

the host communities, encourage peace building initiatives, facilitate space for psychosocial well-being, 

and use gender transformative approaches to mitigate the effects of the pandemic on the MVGs. This project 

is being undertaken in partnership with our implementing partner - the Centre for Peace and Justice (CPJ), 

BRAC University, who will utilize the evidence to mobilize a network of Youth Volunteers, camp-based 

organizations, and self-help groups to organize workshops, develop training manuals, and create 

appropriate contextually relevant messaging and tools to create awareness within the communities. The 

youth volunteers from within the communities, will be trained after the project mobilization phase and then 

they will conduct weekly community meetings in pairs for six months to disseminate information on 

COVID-19 symptoms, preventive measures etc.  This report is based on the phase-1 research aiming to 

investigates existing knowledge, attitudes and practice of C-19 and its impacts on the vulnerable people of 

both communities.   

Methodology  

A mixed-method research design was applied whereby a formative qualitative research was conducted 

followed by a quantitative household survey and further qualitative assessments of MVGs (pregnant and 

lactating women, adolescents of age 10-19 years, elderly people of age 64+ years, people with disability 

and single female headed household with no or low income) identified with help of literature and expert 

opinions in research design workshop.   
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This report draws on the findings from the 111 qualitative interviews and survey of 2,063 households 

conducted during November 2020 to March 2021. During the qualitative data collection phase, in the 

FDMN community, a total of 58 interviews were conducted which included 21 IDIs, 6 KIIs, 12 case studies, 

and 19 FGDs. In the host community, a total of 52 interviews were conducted, which included 27 IDIs, five 

KIIs, 5 case studies, and 16 FGDs.  

Key results  

Perceptions regarding causes, consequences, and modes of transmission of COVID-19 The primary 

cause of COVID-19 was reported to be religious in both communities owing to the religious conservative 

views, existing in both FDMN and host communities. However, the FDMN community appeared to be less 

afraid of the disease than the host. The FDMN community people believed that COVID-19 would only 

cause death for them if God wanted it to and were somewhat ‘fatalistic’ in their attitudes. However, the host 

community feared the consequences of COVID-19 to be death itself, which caused fear and panic amongst 

them. Respondents in both communities were able to identify modes of transmission such as coughing and 

sneezing, touching but there was still a lack of correct information, which led to a lack of practice of safety 

measures.  

Observations of practice of safety measures and misinformation impacting practices The researchers 

observed that there is a clear gap between knowledge of safety measures among the community people and 

compliance with those measures. Many different reasons were reported and observed for the lack of 

compliance, including religious beliefs, fewer reported cases of COVID-19 in both communities and 

absence of deaths and the lack of adequate hygiene supplies.  

COVID-19 Vaccination The primary data showed that there is a gap in knowledge regarding COVID-19 

vaccine in both communities. Most respondents had not heard about a vaccine at the time of the study. 

However, when asked about a COVID-19 vaccine, they were willing to avail the vaccine given the male 

household heads permitted everyone to avail it. There were some concerns regarding vaccine rollout, 

particularly in the host community, regarding whether they or FDMN communities would be prioritized 

during the rollout, and misinformation regarding high costs of accessing these vaccines. Currently the 

national level vaccine roll out in the country is free. Additionally, there was religious propaganda against 

the vaccine in both communities. This was mostly reported by adult males who are household heads, and 

decision makers for the rest of their household members, including for their spouses.  

Effective methods of information dissemination The preferred methods of information dissemination 

differ between men and women in both communities. Women prefer methods that will provide them with 

first-hand information at their homes from trusted sources such as community health workers. On the other 
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hand, men prefer to receive information outside their homes from religious or community leaders. This 

could be due to the different aspects of mobility among men and women, with women who were much 

more confined to their homes. 

Impacts of COVID-19  

Social impact: The COVID-19 induced lockdown affected regular social activities such as religious 

gatherings and marriages in both communities. This resulted in a loss of social networks for the community 

people which negatively impacted their psycho-social wellbeing and mental wellbeing.  

Economic impact: One of the greatest impacts of COVID-19 was the loss in earning sources, especially 

for the already economically vulnerable. This had far reaching consequences, especially on people’s food 

security and food consumption which was greatly affected. However, in this regard, the FDMN community 

suffered less than the host community as they regularly received rations and relief from government and 

humanitarian agencies. Most affected were female headed households.  

Impact on food security:  

The economic impact of COVID-19 also impacted the food security situation in both communities. 

Respondents from both communities reported a loss in food consumption and an inability to stock food for 

the future due to a lack of money.  

Impact on general health seeking behavior: Due to the COVID-19 induced lockdown, there were reports 

of issues with affordability and accessibility of health services in both communities and poor quality of care 

and bad behaviour by providers and doctors. This led to a brewing mistrust of formal health care providers 

among the community people. Many respondents seemed to prefer informal health care providers.  

Impact on mental health: In both communities, respondents reported an increase in mental stress, anxiety, 

and depression due to the threat of COVID-19, the complete lockdown, and financial hardships that people 

were facing due to social restrictions and small jobs, businesses and labour being adversely affected.  

Impact of COVID-19 on the MVGs  

Pregnant and lactating women: During the lockdown period, home deliveries increased compared to 

deliveries in hospitals in both communities. This was due to both socio-cultural norms and barriers in the 

health systems.  In the FDMN communities, Women primarily prefer home births and for both communities 

there was inadequate services available during this period.   
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Adolescents: The pause in formal education was the biggest impact in the lives of adolescents during 

lockdown. However, the impact was disproportionately felt in the host community and led to a loss of 

mobility, social networks, and in the case of adolescent girls, an increased risk of early marriage.  

Elderly: In the FDMN community the elderly faced challenges in seeking health services and in the host 

community, elderly reported adverse mental health impacts, stemming from worries about the pandemic 

and its impact on their lives.  

People with disabilities (PWDs): In the FDMN community, the PWDs reported feelings of inadequacy and 

feeling like a burden on their families in the middle of an ongoing crisis. While in the host community, 

PWD Respondents reported health care accessibility issues to be the primary impact of COVID-19.  

Single female household heads: The primary impact of COVID-19 on single female household heads was 

economic. In the host communities, these women did not work or worked in very low paying jobs. As a 

result, there was loss of income and consequent food security issues during the lockdown. They seem to be 

the worst affected in host communities, whereas those in FDMN received ration, but with reduced amounts 

being distributed during the pandemic, this impacted on their food consumption.  

Gender-based vulnerability index: We derived an index, numerical score of each household derived from 

a linear combination of a set of indicators that determine vulnerability, to identify and classify the 

households into different vulnerable groups such as low, medium and acute. Findings suggest that FDMN 

household are relatively more vulnerable than the host household and the intensity of vulnerability is 

comparatively high among female headed households compared to the other MVGs groups.  

Conclusions  

Findings suggest that the community people have some misconceptions on knowledge and practices of 

COVID-19, which may make them difficult to prevent the disease. There are major economic, social, health 

impacts on the people of both communities, which are exacerbated by their pre-existing vulnerabilities. 

Considering the misconception of COVID-19 disease and its subsequent impacts, the national and 

international agencies who are working for well-being of such vulnerable people can take effective plans 

and policies to address this as well as reduce pandemic-burden to some extent. 
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Chapter One  

Introduction 

The COVID-19 pandemic has triggered lockdowns and declarations of emergencies in countries worldwide. 

Bangladesh has been no exception to that following the detection of the first COVID-19 case in the country 

on March 8, 2020 (Chowdhury et al., 2020). In the beginning, the number of cases in Bangladesh remained 

low; however, there was a surge in cases since April 2020. Although case numbers reduced during the end 

of 2020, since March 2021, there has been another rapid surge in the number of cases in Bangladesh (Sujan, 

2021). 

The pandemic poses a serious threat to the Bangladeshi host and the Rohingya, hereafter referred to as the 

forcibly displaced Myanmar nationals (FDMN), populations living in Ukhiya sub-district of Cox’s Bazar, 

Bangladesh. The first case of COVID-19 was detected in Cox’s Bazar on 23 March 2020, and accordingly, 

a lockdown was declared in the district, including the 34 FDMN camps following the first detected case. 

The first case in the camps was detected on 14 May 2020 (World Vision, 2020). As the FDMN have been 

living in a highly congested area, with approximately 40,000 people per square kilometer, there was an 

initial fear for a massive spread of the virus within the FDMN community. After the lockdown was initiated, 

both the FDMN and the host community faced massive challenges in their lives. The lockdown measures 

included a district wide ban on travelling to and from the district, ban on public gatherings, and reduced 

travel into the FDMN camps (Aziz, 2020).  

The primary challenge is in terms of lack and loss of jobs and health care seeking challenges for general 

health concerns including care for pregnant and lactating mothers, child health, and care for chronic 

diseases. There were also challenges regarding COVID-19 testing and treatment. In the FDMN camps, the 

health sector responded to the pandemic by enhancing community-based surveillance initiatives through 

which the FDMN were provided targeted services if they exhibited any COVID-19 symptoms (Relief web, 

2020). Since the first COVID-`9 case detected in Cox’s Bazar, the Health Sector partners have established 

14 Severe Acute Respiratory Infection Isolation and Treatment Centers (SARI ITCs) inside FDMN camps 

and surrounding host community with a total capacity of 1,200 beds and equipped to treat mild to severe 

COVID-19 patients from both FDMN and host community (WHO, 2021). 

Around 860,000 FDMN currently reside in the densely populated camps in Ukhiya and Teknaf sub districts 

of Cox’s Bazar in Bangladesh, (UNOCHA, 2019; World Vision, 2020). The FDMN are a Muslim majority 

ethnic group who have lived in Myanmar for centuries. They have also faced persecution in Myanmar for 
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decades which has led to them fleeing the country towards Bangladesh starting in the 1970’s. However, 

the largest influx into Bangladesh happened in August 2017 when almost 750,000 FDMN fled into the 

country and have since remained in Bangladesh (UNOCHA, 2019). The FDMN community is largely 

dependent on humanitarian aid from different non-governmental organizations (NGOs), International non-

governmental organizations (INGOs) and United Nations (UN) organizations who provide basic services 

to them and most of these people don’t have a minimal source of income (Khaled, 2021). 

They are surrounded by a minority of less than half million Bangladeshi host population (UNDP, 2018) 

who are one of the poorest population groups in the country with a poverty rate of approximately 32% 

(Relief web, 2018). Since the arrival of the FDMN in 2017, the host community has faced a multitude of 

issues including the fact that they are outnumbered by the FDMN.  As mentioned above, this community 

is one of the poorest in Bangladesh and were already struggling economically prior to the arrival of the 

FDMN. Additionally, since their arrival, there have been health risks whereby eradicated diseases such as 

diphtheria have resurfaced; the labour market has become competitive with the FDMN laborers reducing 

wages by agreeing to work for lower wages; overall living expenses have increased as daily essentials are 

now more in demand (Yasmin & Akther, 2020). Moreover, the host community perceives that they do not 

receive humanitarian aid as the FDMN do while they are bearing many of the costs of the influx (Khaled, 

2021). These episodes of rising tension between the Bangladeshi host community and the FDMN 

community have somewhat been exacerbated by the pandemic (Anas, 2020). 

Project objectives and work packages 

Two institutes of BRAC University - BRAC James P Grant School of Public Health (JPGSPH) and Centre 

for Peace and Justice (CPJ), have partnered and initiated a three-year long participatory action research 

(PAR) project titled “Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, 

Governance and Localization of Humanitarian Responses in COVID-19 Era, in both FDMN and the host 

communities. The overarching objective of this project is to provide critical evidence to influence policies 

and interventions using gender-transformative approaches, which will promote tolerance and peace 

building, encourage civic engagement and facilitate psycho-social well-being to mitigate the adverse 

impacts of COVID-19 on the most vulnerable groups (MVGs) among FDMNs and host communities in 

Cox’s Bazar. This will be achieved through three interconnected work packages (WPs) conducted phase by 

phase over a three-year period from August 2021 to July 2023.   

The WP-1 in year 1 focuses on COVID-19 awareness and preparedness among FDMN and the host 

communities. The WP-2 and 3 will be informed by the evidence and learnings of WP-1, and will be 

implemented in year 2 and 3 (Phase II-III). The following flow-chart describes the overall design of the 
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project over the 3-years period under three phases. To know more about the project and different work 

packages, see the project overview here. 

 
This research report draws findings from the formative and baseline research of phase-1 (WP1) of this 

PAR conducted from November 2020 to March 2021. The overarching objective of phase one (WP1) is to 

provide critical evidence to support policies and interventions, by using gender-transformative approaches, 

to mitigate the adverse impacts of COVID-19 on the most vulnerable groups (MVGs) in the FDMN camps 

and the host community in Cox’s Bazar.  

Organization of the report 

This report presents primary data collected during the qualitative and quantitative studies conducted in the 

FDMN and the host communities in Cox’s Bazar, which is triangulated with secondary data extracted from 

various published reports. the report is divided into twelve chapters with different themes and organized 

as follows. chapter one discussed the overall introduction of the study. We discuss the literature review in 

chapter two and the chapter three of the report details out the pre-set objectives following which the 

research was conducted. The chapter four presents detailed methodology. The chapter five describes the 

demographic profile of study population and chapter six describes knowledge and perception of the 

respondents regarding COVID-19. The chapter seven we discuss general practices as safety measures for 

preventing covid-19 and in chapter eight describes the general perception on COVID-19 vaccine and the 

willingness to take vaccine. The chapter nine discusses COVID-19 information dissemination from the 

perspectives of both communities and in chapter ten we discuss impacts of COVID-19 in diverse aspects 

such as social, economic, health seeking behavior, food security, mental health. The chapter eleven impacts 

of covid-19 on most vulnerable groups and gender-based vulnerability index that can describe the intensity 

of vulnerability and in chapter twelve provides some recommendations for the studied communities.  

Phase-I: Baseline

•WP1: Awareness raising 
and preparedness around 
Covid-19 Pandemic.

•Duration: 12 months.
•Year: 1

Phase-II:Midline

•WP2: Mitigating safety 
and security of MVGs and 
other vulnerable groups in 
Post C-19. 

•Duration: 24 months
•Year: 2-3
•Endline of Phase-I and 
baseline of Phase II-III

Phase-III:Endline

•WP3: Civic 
Engagement (Community 
voice, humanitarian values 
principles and social 
cohesion)

•Duration: 24 months
•Year: 2-3
•Endline of Phase-II



Literature Review 

 

Page | 4  

Picture for chapter two  



Literature Review 

 

Page | 5  

Chapter Two 

Situation analysis in the wake of COVID-19: A Literature Review 

On 11 March 2020, the World Health Organization (WHO) declared the COVID-19 outbreak a worldwide 

pandemic, causing nation-wide quarantines and national emergencies. Bangladesh was no exception to that 

and the government undertook a nationwide lockdown in various phases in late March, 2020 (The Daily 

Star, 2020). More specifically, on 14 May 2020, Bangladesh officially acknowledged the presence of 

COVID-19 in the FDMN camps of Cox's Bazar (WHO, 2020). There was considerable fear among the 

community and service providers, that if left unchecked, the pandemic could wreak havoc in the camps. 

As of 31 December, 2020, there were 367 confirmed cases of COVID-19 in the camps with a total of 10 

deaths and 5,401 confirmed cases with a total of 73 deaths among the Bangladeshis in Cox’s Bazar (Relief 

web, 2021). The COVID-19 crisis could have a considerable effect on the economy. Many residents of the 

camps reported that their jobs have been put at risk, and the food supply has worsened (Human Rights 

Watch, 2020). Moreover, the Bangladeshi host community surrounding the camps remain one of the 

poorest communities in the country who already faced much economic hardship following the sudden 

influx of the FDMN in 2017 (Yasmin & Akther, 2020). As the lockdown was announced in 27th March 

2020 and all economic activities came to a halt across the country, Bangladeshis in Ukhiya feared that they 

may suffer from the lack and loss of jobs. Prior to the pandemic, one in every five households in the host 

community experienced poor food consumption patterns. Coupled with the economic effects of the 

pandemic, this number was expected to increase drastically. 

In Bangladesh, COVID-19 prevention would need long-term transformative and inclusive interventions 

that are sustainable, especially in the context of humanitarian crises. The host community lives adjacent to 

the camps of the FDMN community, and there are five camps which have overlapping boundaries with 

the host community. The largest camp contains approximately 23,000 people, of which women and 

children are the majority. In most camps, the majority of families have only one shelter with minimal 

access to water, toilets, proper hygiene, and fresh food. Five hospitals are available in Kutupalong, which 

can each accommodate a maximum of 630 beds (Spoerri et al., 2020). A COVID-19 outbreak within a 

FDMN camp would be catastrophic. On the other hand, the host community also suffers from inadequate 

health infrastructure with the entire district of Cox’s Bazar having only 1900 hospital beds (ISCG, 2020). 

Although the health infrastructure was inadequate, UNHCR and other humanitarian partners were able to 

provide care to 600 COVID-19 cases in both the FDMN and the host communities. In the host community, 

the aid agencies installed 96,428 tippy taps and in the FDMN community, 14,928 hand washing devices at 



Literature Review 

 

Page | 6  

latrine blocks, and 307 public handwashing facilities were installed (UNHCR, 2020). These were expected 

to aid in the process of hand hygiene to combat the spread of COVID-19. During the pandemic, in order 

to aid in the process of livelihood generation and to create awareness and practice of wearing masks, the 

Health Sector and Livelihoods Working Group of Inter-sectoral Coordination Group (ISCG), Cox’s Bazar 

undertook an initiative of mass production of face masks by FDMN and local Bangladeshi women. This 

aimed to provide income to these women and the masks were distributed free of cost to people in the 

FDMN community (UNHCR, 2020). The aid agencies, as of now, are also working to mitigate the food 

security issues that have risen during the pandemic. In the host community, agencies are providing food, 

cash assistance, and agricultural inputs to the community. Food assistance is particularly being provided 

to the vulnerable households which have been identified in the early phases of COVID-19 in 2020. In the 

FDMN community, the food security sector in coordination with the government of Bangladesh (GoB) is 

providing food assistance while maintaining COVID-19 safety measures. 

The following are some of the conditions as found in the literature, that pose challenges to the FDMN and 

Bangladeshi host communities, especially pertaining to the COVID-19 pandemic: 

1. Overcrowding: The FDMN camps are among the world's most densely populated. The camps in Cox's 

Bazar have a population density of 40,000 people per square kilometer on average, with some places 

reaching 70,000 (ISCG, 2020). Physical separation is almost impossible due to the high population 

density, which increases the likelihood of transmission. Additionally, the Bangladeshi host community 

live in close vicinity of the camps and often share markets, roads, and economic activities with the 

camp residents. This further accentuates the risk for both communities as an outbreak in any one of 

these settings, could severely impact on each other.  

2. Inadequate health-care infrastructure: The FDMN and host communities in Ukhiya are served by 

an overburdened health-care system that lacks the required facilities (Truelove et al., 2020), personnel, 

and space to deal with the COVID-19 pandemic. The camp's ability to separate and test residents 

remains seriously questioned, added with the difficulty of obtaining basic hygiene materials. 

Moreover, the testing capacity in the host community was also inadequate with the Institute of 

Epidemiology, Disease Control and Research (IEDCR) laboratories being able to conduct up to 500 

tests a day in the district (IEDCR, 2020). The testing capacities were being scaled up since the 

beginning of the pandemic with the help of multi sector agencies operating in the humanitarian crisis. 

3. Comorbidity factors: Due to decades of unequal access to and inequality in healthcare, many FDMN 

and displaced people face health issues that put them more at risk for COVID-19 and the low rate of 
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regular vaccination that places them at a high risk of preventable diseases (Mistry et al., 2020). The 

situation is similar in the host community in Ukhiya; as one of the poorest population groups in the 

country, they have long faced health issues coupled with poor food consumption patterns (Médecins 

Sans Frontières, 2020). The interplay of these factors has resulted in a syndemic of vulnerability among 

the FDMN communities. 

4. Violence, trafficking, and drugs:  The FDMN residents fled Myanmar and came to Bangladesh with 

barely any possessions. In the camps, they rely on the relief from aid organizations for their food and 

livelihood as they are only allowed to work in jobs created by UN organizations, INGOs and NGOs 

within the camps. Even in these jobs, the money they earn is not sufficient enough to support their 

families. They require the extra money because the food supply in the camps is reportedly limited and 

sometimes not to their liking, so the extra money is beneficial to procure extra food from the markets 

and other basic necessities (Banerjee, 2019). Additionally, even though there are some education 

programmes within the camps, according to the Joint Response Plan (JRP) 2019 report, 97% of youth 

and adolescents lack access to quality education or formal learning opportunities (ISCG, 2019). As the 

youth and adolescent population groups lack access to formal education and have ample time in their 

hands, they are more likely to engage in other illicit activities in their vicinity, due to boredom, despair, 

desperate financial needs and a lack of options regarding their future. They are also at greater risk of 

being lured by drug traffickers, in the hope of earning money in exchange for trafficking drugs 

(Banerjee, 2019). 

5. Impact on vulnerable groups: The vulnerable groups in these communities already faced many issues 

in their daily lives which have now been exacerbated by the pandemic. Particularly, women and girls 

are facing an increase in unpaid care work as a greater number of family members stay at home due to 

the lockdown, greater safety risks in and out of their homes as instances of intimate partner violence 

and gender-based violence increases, and more mental health issues. However, they are less able to 

access lifesaving services and support due to socio cultural constraints which limits their access to 

information and restricts mobility (Relief Web, 2020). 

6. Increased tensions between host and refugees: Due to the prolonged nature of the humanitarian 

crisis, whereby the FDMN have been living in Bangladesh for over three years, there are increasing 

inter-community tensions between the FDMN and the host, arising primarily from livelihood related 

issues. High commodity prices in the market, alongside falling wages of low-skilled workers, are 

adversely affecting host populations. There are also huge concerns about environmental degradation, 

excessive pressure on already weak infrastructure and public services which are adding to the growing 

tensions among the FDMN and host communities (Hosen & Shahria, 2020).
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Chapter Three 

Objective and Research Questions 

Overarching Objective: The overarching objective of the formative and baseline research was to identify 

MVGs in both FDMN camps and the host community and new forms of gendered vulnerabilities, and to 

understand the impacts of COVID-19 on MVGs in both communities. The first phase of the broader 

research also tried to explore both communities COVID-19 related knowledge, perceptions and practices 

as well as their reflections on the existing COVID-19 responses by the humanitarian actors.  

Specific research questions 

• Who are the most vulnerable groups (MVGs) in FDMN camps and the host community and why? 

• What are the new vulnerabilities emerging due to the COVID-19 pandemic on MGVs in both FDMN 

and host communities? How does these groups cope, navigate and experience these everyday existing 

and new realities in this context? 

• How has the pandemic exacerbated challenges – health, social and economic among these groups?  

• What are the health impacts of this pandemic? What are the local, social, economic, cultural and 

behavioral responses, knowledge, prevention and health seeking behaviors?  

• What are the sources of information and support available for healthcare and psycho-social wellbeing 

for the MVGs in FDMN camps and the host community? 

• What are the existing challenges to follow any precautionary guidelines as outlined by 

government/implementing stakeholders?  

• How are communities mobilizing to respond, protect themselves and manage prevention within the 

camps? 

• How have gender dynamics (roles, norms and expectations) been adversely affected or changed in light 

of the COVID-19 pandemic in FDMN camps and the host community?  
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Chapter Four 

Methodology 

This chapter presents the methodology we followed to undertake this research in Phase I of the project. 

This Phase-I of the research employed a sequential exploratory mixed-methods study design using both 

qualitative and quantitative techniques. An exploratory formative qualitative research was followed by a 

household baseline survey followed by in-depth qualitative assessments, conducted with a broad range of 

stakeholders including adults, adolescents, elderly, key community members including community-based 

health workers, local leaders, programme staff and different key stakeholders/gatekeepers from within the 

community.  

This chapter is further divided into six sub-sections. These sub-sections include a comprehensive detail on 

the settings in which the research was conducted followed by a description of how the most-vulnerable 

groups were identified and reached-out was done, in both FDMN and the host communities, and a detailed 

description of each research method applied in the formative research and the baseline study.  

The ethical considerations and the safeguarding measures which were taken in account while conducting 

the research amid the pandemic, followed by the challenges faced while conducting this research and 

researchers’ positionality are also explained at the later part of this section. 

Section One: Study settings 

This research was conducted in 10 selected FDMN camps (1E, 2E, 3, 4, 5, 6, 7, 8E, 9, and 10) and four 

wards in the surrounding host communities of Rajapalong union (wards - 2, 5, 6 and 9) in Ukhiya sub-

district of Cox’s Bazar (Figure-4.1). The study sites were selected based on the coverage areas of the 

implementing partner CPJ i.e., the areas where the piloting of the community-based intervention models 

will be conducted.  
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Section Two: Study design  

This research employed a sequential exploratory mixed-method design combining both qualitative and 

quantitative methods in two sequential phases termed as ‘formative phase’ and ‘baseline study’ (Figure 

4.2). The qualitative formative research was conducted to understand community dynamics, and explore 

community perspectives regarding COVID-19 and its impacts. Subsequently, the baseline research design 

Figure 4.1: Study locations in FDMN camps 
and the host community (Rajapalong union) in 
Ukhiya sub-district, Cox’s Bazar 

Picture 1: Ukhiya sub-district 

Picture 2: Rajapalong union (host community 
wards)) 

Picture 3: FDMN camps 

Sources:  
Picture 1: ISCG, Cox's Bazar 
(https://www.humanitarianresponse.info) 
Picture 2: ReliefWeb, (https://reliefweb.int) 
Picture 3: Source: Karin et al., 2020. Open Access 
Library Journal, 7: e5831 
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and tools development were guided by the findings of the formative phase. The baseline research included 

a household-level Knowledge, Attitudes and Practices (KAP) survey. In addition, qualitative assessments 

of the baseline study were conducted simultaneously with the survey to get more in-depth understandings 

on communities’ perspectives and better explains some of the socio-cultural and contextual factors 

identified in the formative phase.  Participatory approaches were applied in both formative and baseline to 

ensure research findings were community driven and reflect the community’s actual perspectives. Figure 

4.2 below illustrates the overall design of this study. The in-detail descriptions of each phase and each 

method are given in the subsequent sections below. 

Figure 4.2: Overall Study design for Phase-I research 

Formative phase Baseline 

FDMN 
community
Kutupalong 

Registered camp

13 IDIs

11 FGDs

4 KIIs

Informal 
discussions

Observations 

Host 
community
Rajapalong 

unions

21 IDIs

5 FGDs

5 KIIs

Informal 
discussions

Observations 

FDMN 
community
10 FDMN 

camps

8 IDIs

8 FGDs

2 KIIs

12 case 
studies

Host 
community
Rajapalong 

unions

6 IDIs

11 FGDs

5 case 
studies

10 FDMN amps 
(1028 HHs) 

4 wards in 
Rajapalong union 
(1036 HHs) 

Rapid 
Literature 
Review

Research 
Design 

Workshop
Qualitative 

Assessments
Household 

Survey
Qualitative 

Assessments



Methodology 

 

Page | 12  

Target population: The Respondents for the formative study included adults, adolescents and elderly 

people from the FDMN and the host communities of Ukhiya sub-district of Cox’s Bazar. The Respondents 

for baseline study were selected from the MVG identified in the formative research.  The MVGs included 

pregnant and lactating mothers, adolescent boys and girls, people with disabilities (PWDs), single female 

headed households, and the elderly. The development of MVG criteria is discussed in-detail in the next 

section of this chapter. Additionally, as a part of baseline qualitative assessments, we also interviewed some 

key stakeholders/gatekeepers of the communities including local leaders, NGO workers, religious leaders 

and government officials.  

Study duration: This first phase of the research was conducted from 16 November 2020 to 7 March 2021. 

The duration of the formative phase was from 16 November 2020 to 2 January 2021, and the duration of 

the baseline (household survey and qualitative assessments) was from 3 January to 7 March 2021. For both 

formative and baseline, we first collected data in the host community and then in the FDMN camps.  

Section Three: Identification of MVGs 

The MVGs from the host and the FDMN communities of Ukhiya, Cox’s Bazar were identified following a 

systematic sequential methodology. including a rapid literature review to list down MVGs based on 

available literature/research conducted in the same settings, and their characteristics and vulnerabilities. 

The list was then shared with key local stakeholders in a research design workshop for validating and 

updating the list based on stakeholders’ experience and expertise of working with both FDMNs and the 

host community. Feedback and inputs from the stakeholders in the research design workshop helped us to 

refine our list of MVGs and finalize the selection criteria. As we couldn’t invite respondents from FDMNs 

and the host community in the research design workshop due to the movement restrictions of FDMNs and 

some administrative challenges with the host communities, we decided to re-validate the MVGs list and 

selection criteria with the community separately through field visits as their perceptions are critical to 

inform research tools. This ensured community engagement in co-designing of tools. Finally, we conducted 

field visits in the studied communities with the aim to validate our MVG criteria. Based on the feedback 

received during these field visits, we finalized our MVG criteria. These methods are discussed in further 

detail below: 

1. Rapid Literature Review: After the inception of our project in August, 2020, the research team 

conducted a rapid literature review of the published academic papers, research and program reports, 

policy and summary briefs, web-based articles from humanitarian websites and newspaper articles 

relevant to the study area. The aim of this literature review was to understand and list down the sub-
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group of population who are considered as the most vulnerable in the context of FDMN camps and the 

host community, the types and reasons of their vulnerabilities. The articles were searched-on and 

downloaded-from the Google search engine using specific key terms tabulated in Table 3.1. The search 

strategy was kept time bound i.e., March, 2020 to September, 2020 as we only intended to review the 

literature that was published since the onset of COVID-19 pandemic in Bangladesh in March 2020. 

Some articles, mainly research and program reports, relevant to our objective, were also included from 

the database of our institution while some reports from different INGOs and NGOs working in our 

study areas were supplied by the larger research team working in this project through their personal 

networks. These articles were analyzed to identify specific groups of populations from the FDMN and 

the host communities of Cox’s Bazar that were considered the most-vulnerable by the community and 

the service providers in the context of COVID-19. The literature review also aided in the development 

of preliminary tools for the formative and baseline studies. The output from this exercise was 

consolidated in the form of a spreadsheet to be reviewed-by and discussed-with the respondents of the 

research design workshop. 

Table 4.1: Key terms used for searching google 

Vulnerable (Combined 
by ‘OR’) 

(a) 

Host (Combined by 
‘OR’) 

(b) 

Rohingya (Combined by 
‘OR’) 

(c) 

COVID-19 (Combined 
by ‘OR’) 

(d) 
Unsafe Innkeeper Refugees Corona 

Marginalized Anchor FDMN Pandemic 
Unguarded Resident 

 
SARS-CoV-II 

Unprotected Bangladeshi 
 

Coronavirus 
At-risk 

   

Endangered 
   

Note: ‘a’, ‘b’, ‘c’, & ‘d’ were combined using the Boolean operator ‘AND’ 

 

2. Research Design Workshop: The research design workshop was held on 10 November 2020 in the 

conference room of Hotel Sea Palace Limited, Cox’s Bazar. A total of 35 respondents attended the 

workshop including representatives form government, national and international NGOs working in 

FDMN and the host communities, researchers and academics, following all covid-19 protocols and 

guidelines. The Deputy Refugee Relief and Repatriation Commissioner (RRRC) was the Chief Guest, 

and the Camp In-charge of the Kutupalong FDMN Camp was the Special Guest. In the workshop, the 

respondents reviewed our list of MVGs, gender-based vulnerability indicators and preliminary research 

tools, and provided specific feedback to further strengthen them. They suggested to add a few more 
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groups in our MVGs list and also provided information on the different forms of vulnerabilities 

particular MVGs are facing and how COVID-19 has aggravated their vulnerabilities.  They also 

provided feedback on the framing of questions given the context and local terms to explain key concepts 

to the community people. The respondents provided insights on the gender vulnerability index and 

suggested additional indicators for incorporation. These indicators were separated according to the 

FDMN and host communities. This potential list of most-vulnerable groups was validated with the 

community people during the community visits. A report on research design workshop was also written 

up for our records.  

3. Community Visit: The research team conducted an extensive two-weeks field visit in two villages and 

one FDMN camp in Rajapalong Union. The purpose of this visit was to validate the MVGs based on 

the ground realities, as they were theoretically defined from the literature review but identified more 

concretely through the research design workshop. Another objective of that field visit was to get a better 

understanding about the community dynamics, their socio-cultural and gender norms and practices, 

identify key community stakeholders/gatekeepers, test-out strategies for selecting and reaching MVGs 

during data collection. During research field visits, we conducted FGDs with adult males and females 

from different socioeconomic backgrounds and local teachers. In addition, some KIIs with the key-

community members including local elected members, Sardar (community leaders), Camp in charge 

(CIC) were conducted as well. We also conducted IDIs with the five identified MVG groups from the 

validated list. The research team also conducted several informal discussion sessions with adolescents, 

youth, and community people. After the validation from the community people, the research team 

finalized the list of five MVGs for the purpose of phase-1 of this research. Description of these MVGs 

is given in Table 4.2. 

Table 4.2: Final list of MVGs 

Most Vulnerable Groups (MVGs) Description 

Pregnant and Lactating Mothers Currently pregnant or lactating mother with a child < 2 
years 

Adolescents Both boys and girls with age 10-19 years 

People with Disabilities (PWDs) Person with any type of disability and age 18+ years 

Single female headed HH without income/low 
income 

Women who are widow/divorced/abandoned by spouse 

Elderly people Both male and female of age 64+ years 
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Section Four: The Formative Research 

The formative research was conducted with the aim to understand the perspectives of the FDMN and the 

host regarding COVID-19 symptoms, transmission, prevention, treatment, information dissemination and 

impacts. The findings from the formative research helped in developing specific interventions for the 

implementers i.e., training modules for the youth volunteers to facilitate community-based COVID-19 

awareness activities and also informed the survey that was rolled out after the formative research. 

1. Sampling Technique and Sample Size 

Respondents were reached and identified using purposive, convenient and opportunistic sampling 

techniques based on pre-set criteria agreed-upon by the larger research team. These included adult men and 

women including pregnant and lactating women, single female household heads, PWDs. In addition to 

these, adolescents, and elderly were also included in the study. A total of 59 qualitative sessions were 

conducted in the formative phase, including 34 IDIs, 16 FGDs, and 9 KIIs. Table 4.3 illustrates the specific 

sample size against data collection methods and respondent categories. 

Table 4.3: Sample Size and Data collection Methods 

Data collection methods Sample size  Types of respondents 

 FDMN Host 
community 

 

In depth interviews (IDIs) 13 21 Elderly males and females (64+ years) 

Adult males and females (25 to 64 years old) 

Adolescent girls and boys (11 to 17 years old) 

Young males and females (18 to 24 years old) 

People with disabilities (PWDs) 

Focused group discussions 

(FGDs) 

11 5 Adult males and females (25 to 64 years old) 

Key informant interviews 

(KIIs) 

4 5 Host: Community leaders, UP members, Imams, 

Sardar (local cluster/area leader) & NGO workers 

FDMN: Community leaders- Block committee 

member, Imams, and NGO workers 

 

2. Data Collection Methods and Tools 

We developed separate guidelines for in-depth interviews, focus group discussions and key-informant 

interviews. These guidelines were drawn from exhaustive literature review and were reviewed by experts 

and practitioners working in the humanitarian crisis of Cox’s Bazar in a research design workshop. After 
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incorporating the feedback from the humanitarian actors, we pre-tested those guidelines in both the FDMN 

and the host communities and then the tools were finalized. A group of local data enumerators, who could 

understand and speak in the local dialects of the FDMN and the host communities, was recruited and 

trained. JPGSPH researchers paired up with local enumerators and collected qualitative data in all four-

study sited in Rajapalong union (host community) and Kutupalong registered camp (FDMN community) 

from 13 December 2020 to 2 January 2021. All IDIs, FGDs and KIIs were conducted in a place inside the 

community/at the doorsteps and time preferred by the respondents and in the local language. Local data 

enumerators played the role of translators during the interviews/FGDs. The duration of each IDI/KII was 

40-50 minutes and each FGD was 50-90 minutes. All the sessions were audio recorded with the consent 

from the respondents. Field notes were also taken during interviews/FGDs. JPGSPH researchers also took 

observation notes. Daily debriefing sessions were held where the field research team shared their experience 

with senior researchers and discussed their observations, challenged they faced and course of actions for 

the next day of data collection. The daily debriefing sessions were very helpful in identifying any 

gaps/missing information in the collected data and incorporate and emphasize those during the next day 

data collection. That strategy was found effective for ensuring data quality and to address any gaps and 

capture more in-depth data.  

3. Data Analysis 

The qualitative data analysis was carried out by the research team under the supervision of the senior 

researchers and PI. As the interviews/FGDs were conducted in local language - Bangla (the language of the 

host community) and Ruáingga (the language of the Rohingya community), the audio recorded sessions 

were first transcribed (verbatim transcriptions) into Bangla within 24-hours of data collection by the local 

enumerators. Then a group of professional translators translated the Bangla transcripts into English. 

JPGSPH researchers cross-checked both Bangla and English transcripts.  Once the collected data were 

checked and cross-checked to confirm validity, the research team familiarized themselves with the data, 

coded the transcripts inductively and identified key themes and sub-themes. The coded data were manually 

consolidated into data display matrixes in Excel according to key themes and sub-themes. Then thematic 

analysis was. Data triangulation was done between different methods applied for data collection.  

Section Five: The Baseline Research  

Guided by the formative phase, a mixed method baseline survey was conducted including a household KAP 

survey among MVGs followed by qualitative assessments (case studies, IDIs and FGDs with MVGs and 

KIIs with community leaders and key governance actors) in both communities. The details of each method 

applied in baseline are described below.  
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1. Household Survey  

a) Sampling technique and sample size 

The findings from the formative research were used to identify the MVGs in both communities and finalize 

the study tools for the household survey. The KAP quantitative survey was then conducted with respondents 

from the communities by identifying households (HHs) with at-least one member from MVGs defined in 

Table 4.2. As interventions pertaining to this project are planned to be implemented under each WP, we 

thus calculated the sample size for the quantitative survey considering 5%-20% changes in key indicators 

from the beginning to the end of the project, for different indicators under each WP. By considering 80% 

power, 5% type-I error, and 10% non-response, we estimated a maximum sample size (Household) N = 

1,130 for each community using the following formula: 

 

 , 

were, 

n = Estimated sample size 

Z 𝛼
 = The z-score at 𝛂 level of significance (𝛂 = 0.05) 

Z β
 = The z-score at 𝜷 the power of the test (one sided test) (Z value for 80% power = 0.84 

P1 = The estimated proportion at the time of the baseline survey  

P2 = The proportion at end line 

P2 - P1 = the expected magnitude of change (P2>P1) 

deff = design effect (multiplier ranging from 1.2 – 1.6). 

 

Therefore, the total sample size for both communities consisted of 2260 households.  Finally, a total of 

2064 households (Host: 1,036, FDMN: 1,028) were interviewed excluding the non-responses.  A two-stage 

cluster sampling technique was adopted in order to select the households per community. These stages are 

discussed in-detail below: 

Stage 1: Ten FDMN camps and four wards in the Rajapalong union (host community) of Ukhiya sub-

district were purposively selected. The selection was based on the sites, where implementing partner CPJ 

will pilot-test community-based COVID-19 awareness activities. The number of HHs to be surveyed from 

each camp or ward was decided based on the method of probability proportional to size (PPS). 
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Stage 2: Listing households with MVG members was not feasible due to geographical challenges and time 

constraints. Therefore, the selection of HHs for all groups of Respondents was made using a snowball or 

chain referral sampling procedure. The survey started with one individual per camp/ward providing 

information about HHs in the area with defined MVGs. The referrals were continued from one vulnerable 

household to the next. The initial screening for MVGs at each village or camp was done through a 

discussion with the local imam/Majhi/other influential people; the survey then continued based on the 

referral system mentioned above. This pattern was continued until the required number of HHs for the 

sample was reached. Within the selected HHs, at least one respondent from each MVG was selected for the 

interview. If more than one MVG respondent was found in a HH, then one (male/female) was selected 

alternatively to ensure gender balance, and on the basis of availability and interest to be interviewed. Only 

those who agreed and provided consent to participate in the research were interviewed. Table 4.4 presents 

camp and ward wise sampling distributions.   
 

Table 4.4 Camp and ward wise sampling distributions 

FDMN community (FDMN camps)  Host community (Rajapalong union) 
FDMN camps Sample size  Ward/village Sample size 
Camp 1E 188  Ward no. 2 353 
Camp 2E 130  Ward no. 5 186 
Camp 3 99  Ward no. 6 198 
Camp 4 84  Ward no. 9 297 
Camp 5 92  Total 1,034 
Camp 6 69    
Camp 7 101    
Camp 8E 91    
Camp 9 83    
Camp 10 90    
Total 1,027    

 

b) Data collection methods and tools 

The household KAP survey was conducted from 3rd January to 7th March 2021 through face-to-face 

interviews using an interviewer administered structured questionnaire. The questionnaire was developed 

initially from literature review, which then reviewed by the respondents of the research design workshop 

and finally, finalized after field tests in both the FDMN and the host communities. After finalization, the 

questionnaire was converted to electronic version compatible to KoBoToolbox1 (an open-source free 

 
1 KoBoToolbox is a free toolkit for collecting and managing data in challenging environments and is the most widely-used tool 
in humanitarian emergencies.  
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digital data collection software). Local enumerators, who could understand and speak in local host 

community and Rohingya dialects, were recruited and trained on objectives of the research, ethics, and 

collecting field survey data through electronic questionnaire using tablet computers (tabs). The information 

was collected on several indicators related to knowledge, perception and practice of COVID-19 as well as 

the impact COVID–19 on social, economic and health seeking behaviors, particularly among the MVGs. 

After each day of data collection, field researchers transferred collected data from tabs to a secured cloud 

storage and a trained senior statistician at Dhaka office checked the quality of data on daily-basis.  

 

c) Data analysis 

Stata version 16 was used for data cleaning and analysis. Descriptive statistics were used to understand 

socio-demographic characteristics, health care and service seeking behavior, knowledge related COVID–

19, practices and health seeking related to COVID–19, household finance, food security, and current state 

of mental health. The analysis was performed for data sets from both communities and compared with 

frequency and proportions for respective variables. This enabled us to assess differences in knowledge, 

financial and nutrition status, mental health, health seeking practices with respect to COVID–19. All 

quantitative variables were summarized using mean or median where appropriate, and 

qualitative/categorical variables were summarized using frequency tables or graphs. Estimates were 

reported for the whole sample and at a disaggregated level which included community and gender, as well 

as age groups (where applicable). 

 

2. Qualitative Assessment 

The qualitative assessments of the baseline focused on understanding communities’ perspectives on 

COVID-19 awareness and better explains some of the socio-cultural and contextual factors related to 

practicing COVID-19 preventive measures and impacts of COVID-19 as identified in the formative phase.   

 

a) Sampling Technique and Sample Size 

The qualitative assessments were conducted simultaneously to the household survey whereby a purposive 

sampling technique was used to identify respondents from MVGs. The potential respondents were first 

identified during the household survey and then later approached separately for qualitative interviews and 

FGDs. Some respondents were also selected from the MVGs participated in the household survey for 

conducting case studies. Two community leaders were selected for key informant interviews applying 

 
https://kobo.humanitarianresponse.info/ 
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convenient sampling. Respondents were recruited and data was collected until we reached the saturation 

level. A total of 52 qualitative sessions were conducted including 14 IDIs, 19 FGDs, 2 KIIs, and 17 case 

studies. The breakdown of the sample size is shown in table 4.5.  

 

b) Data Collection Methods and Tools 

Qualitative data was collected through IDIs, FGDs and case studies with selected respondents from MVGs, 

and KIIs with community leaders in all four-study sited in Rajapalong union (host community) and 10 

selected FDMN camps. Separate guidelines were developed for all four methods, first in English and then 

translated into Bangla. The guidelines were then pretested in both the FDMN and host communities and 

were finalized after modifications were made following the pre-tests. Similar to the formative phase, a 

group of local data enumerators, fluent in speaking the local Bangla and Rohingya dialects, was recruited 

and trained who later paired up with JPGSPH researchers during qualitative data collection. The place and 

time for the interviews and FGDs were selected according to the respondents’ preference and convenience. 

All the interviews and FGDs were conducted in local language. The duration of each IDI/KII was 40-50 

minutes and each FGD was 50-90 minutes. All the sessions were audio recorded with the consent from the 

respondents. Field notes were also taken during interviews/FGDs. The data collection methods are depicted 

in the table below in Table 4.5. 

Table 4.5: Data collection method and Sample Size of the Baseline qualitative assessments 

Data collection 
methods 

Sample size  Types of respondents 

 FDMN Host community  
In depth interviews 
(IDIs) 

8 6 Elderly females (64+ years) 
Adult males and females (25 to 64 years old) 
Adolescent girls (11 to 17 years old) 
Young males (18 to 24 years old) 
People with disabilities (PWDs) 

Focused group 
discussions (FGDs) 

8 11 Elderly males (64+ years) 
Adult females (25 to 64 years old) 
Adolescent boys and girls (11 to 17 years old) 
Young males (18 to 24 years old) 

Key informant 
interviews (KIIs) 

2 - Camp In-Charge 

Case Studies 12 5 Adult females (25 to 64 years old) 
Young females (18 to 24 years old) 
Adolescent girls (11 to 17 years old) 
People with disabilities (PWDs) 
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c) Data Management 

JPGSPH developed a data management policy during the inception period. The data was collected, 

converted, transferred, maintained and disseminated following this policy. We are attaching this policy as 

an annex to this document as a reference for IDRC (Annex-1, at the end of the document). 

 

d) Data Analysis 

The qualitative data analysis was carried out by the research team under the supervision of the senior 

researchers. As the interviews/FGDs were conducted in local language - Bangla (the language of the host 

community) and Ruáingga (the language of the Rohingya community), the audio recorded sessions were 

first transcribed (verbatim transcriptions) into Bangla within 24-hours of data collection by local 

enumerators. Then a group of professional translators translated the Bangla transcripts into English. 

JPGSPH researchers cross-checked both Bangla and English transcripts.  Once the collected data were 

checked and cross-checked to confirm validity, the research team familiarized themselves with the data, 

coded the transcripts inductively and identified key themes and sub-themes. The coded data were manually 

consolidated into data display matrixes in Excel according to key themes and sub-themes. Then thematic 

analysis was. Data triangulation was done between different methods applied for data collection.  

Section Six: Ethical Considerations 

Ethical clearance for this study was sought from the independent Institutional Review Board (IRB) of 

BRAC University (IRB guideline is attached separately). The IRB is the central body responsible for 

developing/setting technical and ethical standards and ensuring and overseeing their application and 

adherence by all researchers. The IRB of BRAC University has been established to achieve a quality and 

consistent ethical review mechanism for conducting research studies involving human and animal subjects 

and social and biomedical research. The goal of the IRB is to assess the technical, ethical and moral standard 

maintained in the researches that are under the purview of this IRB as deemed acceptable by the wider 

community in generally. 

The project received approval from the Refugee, Rehabilitation and Repatriation Commissioner (RRRC) 

and Camp In-Charges (CICs) of 10 refugee camps for conducting the research in the refugee camps. The 

project also received approval from the Deputy Commissioner and Upazila Nirbahi Officer (UNO - the 

Chief Executive Officer of a sub-district) of Ukhiya sub-district to conduct the research in the host 

community.  
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This study was conducted following the WHO recommended safety protocols. Considering the risk of 

getting contracted with the virus, a clear protocol of risk assessment and mitigation strategies were included 

in the research design. To ensure the protection, precautionary measures were taken and considered as the 

highest priority for the respondents as well as the researchers, including the local enumerators. All research 

team members and the respondents were provided with masks and hand sanitizers during the interview and 

physical distance was maintained strictly. Additionally, BRAC JPGSPH’s COVID-19 safe data collection 

policy was strictly followed during the data collection period.  

Considering the local political sensitivity and reservations with signing any written documents among both 

FDMN and host community respondents, verbal informed consent was obtained from prior to conducting 

interviews, FGDs and any discussions. The participation was entirely voluntary. During the interview, the 

respondents had the right to discontinue their participation at their own will. Additionally, parental consent 

from adolescents as well consent from adolescents were obtained prior to interviewing adolescent girls and 

boys. All the interviews were audio recorded with consent. The respondents were also provided with 

compensation in the form of a gift package which contained personal hygiene products - three (3) masks, 

one soap, one mini pack toothpaste, one toothbrush, and one mini pack shampoo. 

All respondents’ personal identification information has remained confidential throughout the research. It 

was emphasized during the interview that identification information would not be shared externally. 

Moreover, pseudonyms have been used in the report to maintain privacy of the Respondents and protect 

their confidentiality.  All the audio records and raw data were erased from the devices after transferring to 

a secure password protected cloud folder. Paper copies of all the transcripts were preserved in a locked 

cabinet and typed transcripts were stored in a secure password protected cloud folder. Only designated 

research team members have access to that folder and cabinet.   

Section Seven: The researchers and field implementation 

A team of eight (8) researchers from BRAC JPGSPH conducted the data collection in Cox’s Bazar from 

November 2020 to March 2021. The research team members come from multidisciplinary backgrounds 

including anthropology, social science, public health, and statistics. Prior to data collection, the research 

team visited the field several times to understand the context and culture of the local community and build 

some trust and rapport with them. Additionally, a total of 36 (17 female and 19 males) local data 

enumerators were also recruited to bridge the language barrier, as well as to gain entry to these communities.  
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The research was overseen and supervised by the senior research team members and the PI. The local 

enumerators assigned for the qualitative assessments were provided six (6) days of training on the project’s 

objectives, ethics, methods of interview, role play, note taking, and transcription. The local enumerators 

recruited for the survey data collection were given 10 days training on the project's objectives, intervention, 

completion of questionnaire, role play, and field practice. All the data enumerators were also given 

orientation on research ethics, gender sensitive data collection and safeguarding. The data enumerators were 

trained on ODK (an open-source Android app that replaces paper forms used in survey-based data 

gathering) and they also pre-tested the questionnaire on the tablets. Male researchers and data enumerators 

collected data from male respondents, and female researchers and data enumerators collected data from 

female respondents.  

Section Eight: Challenges 

While conducting research with vulnerable people, researchers often experience unique obstacles and 

challenges, which usually require both extra and special attention. This section below summarizes   some 

of the researcher experiences during phase-1 of the fieldwork:   

1. Language barrier: One common challenge the research team faced in the studied communities was 

the language barrier. The Ruáingga language is mostly different from the standard Bangla language 

the researchers speak but partially similar to the local Bangla dialect that the host community speaks. 

This affected the rapport build-up with the communities. Whilst the researchers tried to engage with 

the host community people in the field and FDMN residents in a tea stall, sometimes there were 

barriers to understanding what they were trying to state.  The language barrier creates an invisible 

space between the researchers and the respondents which can impact on gaining immediate trust and 

the quality of data collected. To mitigate this challenge, local data enumerators were recruited from 

the host community. These enumerators had proficiency in the local language spoken in Ukhiya and 

Ruáingga. Most of them had completed their graduation or post-graduation. Also, they had experience 

of collecting data in our studied communities and had worked in different capacities for the 

humanitarian organizations in the both FDMN and the host communities. They were well trained by 

the researchers on engaging with the communities, rapport build-up, qualitative data collection and 

safeguarding and both teams worked well together within the communities. 

2. Local and political tensions between the FDMN and the hosts: The issues of underlying tensions 

between the host and the FDMNs are a known fact, and the COVID-19 pandemic has added pressure 

on the already strained social, economic and political dynamics in Cox’s Bazar, which has affected the 



Methodology 

 

Page | 24  

relationship between the two communities. Combating the language barrier, the research team 

recruited local enumerators hailing from the host community. This strategy indeed helped mitigate the 

language barrier in both the communities but also led to mistrust between the FDMN residents and the 

research team as the host community residents (data enumerators) represented the research team to the 

FDMN. Often the FDMN residents would deny engaging in conversations with the researcher teams 

and even refuse to help navigate to a certain block within the camps. In such a situation, the local 

FDMN residents couldn’t be hired as data enumerators due to the Bangladesh government’s policy 

that prohibits any sort of employment provision and monetary benefits to the FDMN. Hence this issue 

was somewhat mitigated by apriori meetings with the community gatekeepers/leaders in the FDMN 

camps; Majhis, imams and NGO volunteers. These gatekeepers introduced the research team to the 

FDMN residents and helped initiate conversations. This aided in gaining trust of the community and 

the respondents opened up leading to better in-depth data collection.  

3. Being ‘outsiders’: Living in the context of humanitarian crises, the FDMN community is in general 

wary of outsiders – referred to as non-locals and non-Bangladeshis. The FDMNs blame the 

international community for their longstanding statelessness. In one FGD with the block leaders, the 

respondents blamed the international humanitarian agencies for not amplifying the unheard voices of 

the Rohingyas. They claimed that they had been talking to the international community for decades, 

yet there has been no improvement in their status and their lives remain in limbo.  They also reported 

that often their voices were misinterpreted by journalists and researchers in documentaries and reports 

sparking episodes of conflict between them and the Bangladeshi army. This led to many Rohingya 

residents initially being reluctant to speak to the research team.  However, initial field visits with local 

enumerators and with local leaders from within the FDMN communities helped greatly as 

communities were clearly briefed about the objectives of the research. It was also observed that the 

camp residents have innate trust upon the CICs who are responsible for the overall management and 

coordination in the respective camps. Hence, the signed permission letter to conduct interviews with 

them were shown to each block leader, who helped gain access to the residents. 

4. Relocation of Rohingyas to Bhasan Char: The government of Bangladesh has recently undertaken 

an initiative to relocate 100,000 Rohingya to Bhasan Char (a remote island somewhere in the Bay of 

Bengal) 147km away from the camps. The government has already relocated more than 40,000 

Rohingyas to the Bhashanchar and continued doing so during our data collection.  As a result, the 

community people were often unwilling to share information with the researchers as they thought this 

was an attempt to persuade them for relocation. To mitigate this issue, the research team postponed 

many questions and variables from the tools to the end of the interview. These included block number, 
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shelter number, name of the household head, number of family members and seeking their identity 

cards (ration cards, FDMN registration card, UNHCR refugee card etc.) 

5. Interviewing the FDMN Women and girls: FDMNs are extremely religious, conservative and 

extremely male dominated. Men engaging in conversations with Rohingya women is frowned upon 

by the residents. However, our data collection teams were a mix of female and male data collectors 

led by a supervisor from the research team. Due to the presence of male members in the data collection 

team, the household heads would often not allow the team to interview any women from their 

household.  

Therefore, the research team regrouped the data collection teams such that each team had two female 

data collectors, and one male data collector who was there for support but would not approach the 

household. The female data collectors were encouraged to approach the household heads to talk to 

women 

6. Asking sensitive questions: Another immense challenge for the researchers was to ask sensitive 

questions, especially on gender-based vulnerabilities to the women in the community given the 

conservative nature of both the communities. In both the communities, the make household head would 

want to be present while we interview any female member from their household. This has implications 

on the quality of data and led to respondents being reluctant to speak freely due to fear of back lack 

from their male head.  To mitigate this, the interviews were conducted in multiple slots and the 

sensitive questions were only asked during the absence of the male household member. The multiple 

slots also helped in building better rapport with women living in the communities. 

7. Unavailability of male respondents: The research team conducted data collection from 9 am to 5 pm. 

During this time period, the government had already lifted off the lockdown and most of the male 

members of the host community were observed to be working in the fields. Hence, during our visits it 

was difficult to interview the male respondents because it would entail disturbing them during their 

work hours which would have numerous opportunity costs. This issue was mitigated by scheduling 

interviews with the males at their convenient times. Often this entailed having to visit them in the field 

during their lunch breaks or on Fridays after the afternoon prayer. 

8. Maintaining physical distance during the group discussion: The FDMN camps are highly 

congested, with the density being approximately 40,000 people per square kilometer. Average family 

members are 6.8 living in one small room. Due to the cramped conditions in the camps, it was difficult 

for the research team to maintain physical distance during data collection. Especially within 

households, where there was often no space for multiple people to sit comfortably, it was difficult to 

maintain social distance. To mitigate this challenge, female researchers tried to sit at or near the door 



Methodology 

 

Page | 26  

of households and ask the respondent to sit inside and maintain the distance accordingly. Male 

researchers were able to talk to the men outside in roads/markets and had more leeway to maintain 

distance. 

9. Focus group discussions with community and crowd control: Conducting group conversations in 

the FDMN camps invited huge crowds. Additionally, the research team had to conduct interviews with 

male residents on tea stalls which are subjected to crowds. This issue led to undermining the quality 

of the interview due to distractions and noise. In such circumstances, two male members; the 

supervisor and the data collector, were deployed for crowd control. Secondly, involvement of 

community elders also helped us mitigate this issue. In many circumstances, interviews were shifted 

to CIC offices, schools and other closed, yet public spaces. 

10. Harassment for female interviewers: Most female researchers and data enumerators in the team 

faced some forms of harassment in the FDMN Camps. This was usually in the form of unsolicited 

comments and remarks from men in the camps which hampered the data collection as the female 

researchers were fearful for their safety. To mitigate this, the research team tagged at least one male 

member to a group of two female data collectors. Additionally, the team attempted to stay near each 

another and the sub-groups were not allowed to venture too far. 

11. Vulnerability of researchers and safeguarding: Discussions in conservative settings like Rohingya 

camps were at times challenging given that the research team had mostly female members. In lieu of 

this, a safeguarding policy was generated before leaving for the field and distributed among all 

researchers. This involved carrying a fully charged mobile phone and keeping contact numbers of CPJ 

field staff at all times, always being accompanied by the male supervisor and exiting the camps before 

5:00 PM. 
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Chapter Five  

Study Respondents and Demographic Profile 

This chapter presents the respondents and the demographic profile of both FDMN and host communities, 

in two sub-sections, first profile on formative qualitative, and the second on quantitative baseline survey. 

Section One: Respondents of Qualitative Assessments 

Five categories of respondents were included in qualitative assessments from both FDMN and host 

communities - adolescent girls or boys, male and female youths, adults male and female, elderly male and 

female, and male and female persons with disabilities. All FDMN respondents and majority of the host 

community respondents were Muslim by religion and most of the respondents from both communities were 

male. The FDMN respondents’ age ranged from 12 to 70 years and the host community respondents were 

between 15 and 85 years of age. Among the respondents from both communities, males were mostly the 

key bread earners, whereas females were mostly engaged in managing household chores and taking care of 

family members.  Table 5.1 and 5.2 presents the profile of FDMN and host community respondents 

respectively.   

Table 5.1: Profile of the FDMN Respondents 

 Number of respondents    Total 
Characteristics IDI (n=21) KII (n=6) FGD (n=87; 19 

FGDs) 
Case Studies 
(n=12) 

n = 126 

Gender Male 11 5 56 4 76 
Female 10 1 31 8 51 

Age range (years) 12-70 21-45 16-61 12-65  
Occupation Homemaker 5 … 15 4 24 

Unemployed 7 … 14 8 29 
Student 1 … 10 … 11 
Driver … ... 1 … 1 
Shopkeeper 1 … … … 1 
Fisherman 1 … 1 … 1 
Small business … … 19 … 19 
Community leader … 3 4 … 7 
Day Labourer 5 …. 13 … 18 
Service Holder 1 3 10 … 14 

Types of 
Income 

Daily wage earner  7 …. 33 … 40 
Monthly wage 
earner 

1 6 15 …. 22 

No income 13 … 39 12 64 
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Table 5.2:  Profile of Respondents from host community 

 
Characteristics 

Number of respondents Total 
IDI (n=27) KII (n=5) FGD (n=67; 

16 FGDs) 
Case Studies 
(n=5) 

n = 105 

Gender Male 13 5 37 1 56 
Female 14 0 30 4 48 

Age range (years) 11-70 21-85 11-68 21-41  
Religion Muslim 21 4 47 3 75 

Hindu 1 … 14 ... 15 
Buddhist 5 1 4 2 12 

 
Occupation 

Homemaker 5 … 12 2 19 
Unemployed 3 … 2 2 7 
Student 5 … 18 … 23 
Hawker …. …. ... 1 1 
Tailor  1 …. 1 … 2 
Service holder 1 …. 4 … 5 
Small business …. .... 12 … 12 
Farmer 2 …. 5 … 7 
Day laborer 4 …. 13 … 17 
UP Member .... 1 …. … 1 
Community leader …. 3 ….. … 3 
NGO Worker ….. 1 …... … 1 

Types of 
Income 

Daily wage earner 4 …. 25 1 30 
Monthly wage earner 4 5 10 …. 19 
No income 13 …. 32 4 49 

 

Section Two: Survey Respondents 

A total of 2,064 households (HHs) (Host: 1,036; FDMN: 1,028) with at least one family member belonged 

to one of the MVGs were interviewed from January 2021 to March 2021. Table 5.3 presents the distribution 

of the Respondents and HHs from both FDMN and the host communities. One respondent from each HH 

responded to questions related to household and community perspectives, and one or more respondents 

from MVGs answered questions from respective MVG module. A total of 1,615 respondents in Host and 

1,509 in FDMN from different MVGs were interviewed.  There is a difference in the distribution of 

respondents of each MVG between the FDMN and the host communities. For instance, there is a greater 

proportion of pregnant and lactating women in the host community (30.6%) compared FDMN community 

(23%), the trend is similar for elderly people (Host: 25.5% vs FDMN 14.0%). Single female headed HHs 

are much higher in FDMN camps than in host community (Host: 8.8%, FDMN: 25.5) (Table 5.3). There 

were similar trends for PWDs and adolescents. 
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Table 5.3: Distribution of Respondents and HHs in both communities 

MVGs Host FDMN 
 n % n % 
Pregnant or lactating woman 494 30.6 347 23.0 
Elderly (Age>64) 250 25.5 212 14.0 
Adolescent boy/girl (10-19 years) 495 30.7 382 25.3 
Single female headed HH 142 8.8 327 21.7 
Person with disability 234 14.5 241 16.0 
Total Respondents from MVGs 1,615 100 1,509 100 
Total HHs surveyed 1,036 1,028 

 

Table 5.4 presents demographic details of the primary Respondents (either HH heads or his/her proxy 

respondents while the head was unavailable) of both communities. In contrast to the host community, 

almost twice as many of the primary respondents were the household heads; less HH heads were present in 

host communities as interviews were conducted in the morning and afternoon. 

Table 5.4: Demographic details of the primary respondents 

 Host FDMN 
Age Range of Primary Respondents n % n % 
10–19 62 5.91 38 3.70 
20–35 567 54.94 489 47.61 
36–55 263 25.48 269 26.19 
56–64 57 5.52 101 9.83 
> 64 83 8.04 127 12.37 
Gender of Primary Respondents         
Male 219 21.22 222 21.78 
Female 813 78.78 805 78.38 
Marital Status of Primary Respondents         
Married 860 84 577 56.40 
Unmarried 33 3 30 2.93 
Divorced/Widow/Separated 136 13 416 40.37 
Primary Respondents as HH Head  368 35.69 672 65.43 

 

In the FDMN community, the majority of the primary respondents (74%) were in the age range of 20-55 

years, whereas the age range of most of the primary respondents (proxy respondents in the absence of HH 

heads) from the host community was 20–35 years. Similar to the host community, most primary respondents 

were female (79%), where there is a greater proportion of HH heads who are female (65%). Interestingly, 

the FDMN community had three times as many divorced or separated respondents (40%) than the host 

community where only 5% reporting being divorced/separated.  
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Table 5.5 presents the demographic characteristics of the MVGs from both communities. With respect to 

the MVGs interviewed in this survey, additional questions pertinent to each of their respective situations 

were deployed. There were more lactating mothers in the host communities (71%) as compared to the 

FDMN communities (57%). Among the adolescent respondents, there were almost an equal number of 

male and female adolescents. 

Among the host community respondents from MVGs, lactating women make up 72% of pregnant and 

lactating women (PLW) respondents, where 29.4% were pregnant at the time of survey. Almost 12% PLWs 

were below 20 years (adolescents), and 85% are between ages 20–35 years, with the rest above 35 years of 

age. Among the adolescents, 47% are boys and 53% are girls. Among the adolescent girl Respondents, 

around 2.5% were already married. Almost 16.5% of adolescents had dropped out of formal education. 

Elderly Respondents were 55% male and 45% female. Majority of the elderly Respondents (87%) are below 

80 years of age. Of the PWDs, 41% are male and 59% are female, where 27% are unmarried and 61% are 

married, with the rest widowed/divorced/separated. Regarding type of disability, 53% reported to have 

physical disability; 12% have visual problems, 10% have hearing problems, and 20% report some sort of 

mental disorder. 

Among the FDMN respondents from the MVGs, over half of the FDMN adolescents were married (54%). 

Around 63% of adolescent respondents reported being in school at the time of the survey, with 19% 

reporting they had never gone to school. There were almost twice as many female elderly respondents than 

males, with the majority (51%) of all elderly respondents aged between 65 and 70 years. The age 

distribution of PWDs is more evenly split, with the overwhelming majority reporting some sort of physical 

disability (56%); where 40% required a proxy respondent to help answer survey questions. 

Table 5.5: Demographic characteristics of the MVGs 

 Host FDMN 
 n % n % 
Pregnant or lactating mothers     
Pregnant 142 29.4 147 42.98 
Lactating mother 341 70.6 195 57.02 
Age Range     
10–19 56 11.59 32 9.44 
20–35 412 85.3 283 83.48 
36–55 14 2.9 23 6.78 
>56 57 11.80 33 9.73 
Marital Status     
Married 474 98.54 326 95.88 
Divorced/Widow/Separated 7 1.5 14 4.59 
Total 481 100 340 100 
Adolescents     
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 Host FDMN 
 n % n % 
Male 234 47.27 193 50.13 
Female 261 52.73 192 49.87 
Average age 14.56  14.24  
Marital Status     
Married 12 2.42 206 53.79 
Unmarried 481 97.58 18 4.70 
Divorced/widowed/separated   159 41.71 
Educational Status     
Student at present 408 82.93 239 62.08 
Drop out 81 16.46 73 18.96 
Never went to school 3 0.61 73 18.96 
Total 492  385  
Elderly (>65)     
Male 133 54.73 75 34.82 
Female 110 45.27 140 65.28 
Age Range     
65-70 155 63.79 110 51.16 
71-80 62 25.51 72 33.49 
81-90 18 7.41 23 10.70 
>91 8 3.29 10 4.65 
Total 243 100 215 100 
Persons with Disabilities (PWDs)     
Male 90 41.1 110 44.03 
Female 129 58.9 150 55.97 
Total 219 100 260 100 
Age Range     
Less than 5 9 4.11 15 5.75 
5-20 45 20.55 85 32.57 
21-40 96 43.84 74 28.35 
41-60 49 22.37 55 21.07 
>61 20 9.13 32 12.26 
Marital Status     
Married 129 61.72 185 69.03 
Unmarried 56 26.79 18 6.72 
Divorced/widowed/separated 24 11.49 65 24.03 
Type of Disability     
Physical 116 53.46 150 55.97 
Visual 27 12.44 44 16.42 
Hearing 21 9.68 22 8.21 
Mental disorder 43 19.82 41 15.30 
Speech disorder 10 4.61 11 4.10 
Proxy for PWD 103 47.25 107 39.93 
Total 234  241  
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Chapter Six 

Knowledge and Perceptions of COVID-19 

This chapter presents findings on communities’ perceptions and understanding of COVID-19 pandemic 

under the themes; causes of COVID-19, symptoms, mode of transmission and rumours and fear against 

COVID-19. People’s perceptions of diseases and health issues are often shaped by their identities, 

positionality and the community and surrounding environment they live in, such as race, socio-cultural 

norms, ethnicity, gender, socio-economic status, physical and mental health conditions, age, nationality as 

well as shared beliefs and values of the community. It is the same for the FDMN and the host communities 

in Cox’s Bazar whereby their ideas about COVID-19 are shaped by their environment and life experiences.  

Section One: Causes of COVID-19 

This section discusses the perceived causes of COVID-19 shared by the respondents from both 

communities, their perceptions on COVID-19 and its causes and consequences were explored through 

qualitative fieldwork.  

 

FDMN community: The qualitative data revealed that there were various rumors among the FDMN 

community, some fact and some fiction, around its origins and cause. Some of the elderly males perceived 

that the increased sin of human beings resulted in COVID-19 in the world. More specifically, COVID-19 

was termed as “Allah r Gojob” (God’s curse). Some elderly male respondents perceived that the increased 

sin of human beings to be the cause of COVID-19. The adult male respondents perceived that COVID-19 

would not affect practicing Muslims. Being a Muslim community, many FDMNs perceived themselves to 

be safe. Furthermore, they shared that non-Muslims might be prone to contracting COVID-19.  

On the other hand, the female respondents expressed mixed opinions regarding COVID-19 and adolescent 

girl, in general, shared that they do not know the causes. This may be due to the religious restrictions on 

their mobility as one female adolescent participant stated that she was unaware of the causes of COVID-19 

because she rarely ventured out of the house and thus was unable to obtain this information. However, some 

female adolescents perceived that non-Muslim communities, including Hindus and Christians, were at risk 

of getting infected with COVID-19. They also added that “Allah” (God) saved those who believed in him.  

This could be related to media exposure where television at the time displayed various Western countries 

(i.e., Italy, New York) being affected by COVID-19, or this could be related to rumors they have heard 

from religious leaders. Some adult female respondents mentioned that eating cat-fish caused COVID-19 
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and one of them believed that a contaminated fish was sold in a Chinese market which started the disease. 

As one adult female said, “I heard that when people died from Corona in China, they threw the bodies in 

the ocean. Then the fish ate those bodies and became poisonous with Corona. So, I don’t eat fish anymore” 

(35 years old female, Homemaker, FDMN).  

One male PWD appeared to be confused about COVID-19, and referred it as a myth, as he did not find or 

know of any individuals in the camps who have been infected with the disease, but then went on to share 

that if the virus existed then nobody could escape from the pandemic. He said, “If coronavirus truly existed, 

then why it has not come to our overcrowded area?”.      

Host community: Regardless of gender and age, most of the respondents could not specify the causes of 

the disease. According to them, they did not have specific ideas regarding the cause of the disease. However, 

some adult female respondents, male PWDs and male adolescent respondents similar to FDMN 

communities, believed that this disease came from Allah as a curse upon his followers because of people’s 

misdeeds and sins, as one 30 years old female participant stated,  

“Corona Virus was sent from God as a curse upon His followers. God wants to turn away his 

followers from sin, and make them repent”.  (30 years old female, Homemaker) 

On the contrary, many elderly Muslim male respondents identified Corona as a “Gujob” (rumor), spread 

by non-Muslims to “prevent the Muslims from offering prayers (Namaz)”. Some of them also mentioned 

that Corona was “Allah r Gojob” (God’s curse), because people have deviated from Him. Similar thoughts 

were shared by one Hindu adult female, who believed that Corona was the result of “Mondo Bhaggo” (bad 

fate) upon the bad deeds committed by people. According to her, COVID-19 was a reminder from God to 

remember him during the good and bad times. 

Similar to the FDMN community, some female respondents referred to eating habits as the cause of 

COVID-19. Among the female respondents, some female adults and adolescent girls specifically mentioned 

that consumption of raw meat caused COVID-19. Additionally, few female adolescent respondents 

repeatedly said that eating raw or half cooked unusual meat from snakes, octopus, monkeys etc. may cause 

COVID-19. This could be related to social media messages on Chinese population eating all kind of meats, 

as well as misinformation spreading rapidly based on conversations with others. One of the adolescent 

females mentioned that she had heard that a girl drank a juice made from monkey’s brains and that began 

the COVID-19 virus. However, many females also perceived COVID-19 as nothing but the common cold 

and cough. Some female adults and elderly respondents said that nowadays people call the common cold 
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as COVID-19 and thus everyone was trying to remain safe from catching a cold. They were unable to 

specify why the common cold was suddenly being called COVID-19.  

 

Section Two: Mode of transmission 

Respondents’ perceptions on COVID-19 transmission were explored in the formative qualitative research 

and their knowledge on the mode of virus transmission was assessed in the follow up baseline survey.  

 

Figure 6.1 presents the mode of transmission of COVID-19 reported by the FDMN and the host respondents 

in the household survey. The survey findings revealed that the majority of the respondents (over 70%) from 

the both communities thought that a person's close contact or touching, sneezing and coughing were the 

main ways of transmission of COVID-19. Reported quantitative results also show that both communities 

have similar knowledge; the top three most reported modes of transmission were the same (Figure 6.1). 

Other reported modes include ‘spreading through dirt’, around 16% males and 20% females from the host 

community reported dirt as one of the main sources of transmission. In the FDMN community, more 

respondents reported dirt as a transmission mode (27.4%), around nine percentage points greater than the 

host. This is an indication that misinformation still persists and may be attributed to factors such as 

information through social media, or through religious meetings, as well as speaking to others in the 

communities, as was the case with the FDMN community. 
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*Note: Percentages of responses does not add up to 100% as this was a multiple response question 

FDMN communities:  The qualitative findings showed that regardless of age and gender, there was a 

common consensus regarding the mode of transmission of COVID-19 among the FDMN respondents. 

Similar to survey findings most respondents were aware of modes of transmission of COVID-19 and cited 

close contact with people, touching those who are infected, COVID-19 infected air, and organisms as 

possible modes of transmission. Among the FDMN respondents, there were no groups who were unable to 

identify any modes of transmission of the disease. This might be due to the massive awareness building 

efforts of government and NGOs/INGOs in FDMN camps.  

Most of the respondents reported that COVID-19 spread through “batash” (air), and some of them 

specifically referred to “wala batash” (air contaminated by coronavirus which people breathe in).  

Furthermore, a female respondent reported that the polluted air with the mixture of corona germ was 

responsible for spreading the disease. Additionally, many adult male respondents, COVID-19 typically 

transmitted as people came into contact with “jibanu” (organisms) or sick persons who would have a fever, 

sneeze, or cough. On the other hand, social contact such as “manus hath dhore” (touching people’s hands) 
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and “jhorai dhore” (hugging people) increased the possibility of getting infected with COVID-19. The 

youth mentioned that close contact was seen as a major driver of COVID-19. Elderly male and some adult 

female respondents believed that flies spread COVID-19 to humans, particularly when the flies sit on 

infected corpses and then come and sit on food that other people eat. 

 

Host community: The qualitative data suggested that most respondents from the host community, across 

age and gender groups, were able to identify modes of transmission of COVID-19 to some degree, which 

can be attributed to the information they gathered from miking, door-to-door visits by NGO or community 

health workers, the community members and/or social media sites. Qualitative findings from the host 

community revealed, almost all adults, youth, persons with disabilities, and adolescent respondents shared 

almost identical thoughts about the transmission of COVID-19. Many of them mentioned that touching a 

COVID-19 infected person, or sitting near them, or eating from their food can cause COVID-19. One 28 

years old female participant said, “If I touch the belongings of the person having the disease, I will get 

infected”. Most of the adult male respondents perceived that COVID-19 spreads through “Thanda” (cold) 

and “Kashi” (cough). Some also believed that COVID-19 transmitted through “Oxygen” (air), implying 

that the virus is present in the air/environment and enters the human body as people inhale it.  Some of the 

adult male respondents also attributed “musafa” (shaking others hands with one’s both hands), “thu thu” 

(spit), and standing face-to-face less than three-meter apart as modes of transmission of COVID-19. 

Furthermore, they stated that COVID-19 could spread via money as people exchange money and come into 

contact with contaminated notes. A male adolescent respondent also added that COVID-19 could propagate 

by “Sporsho” (touching each other) in addition to any of the above potential modes of transmission. In his 

own words, “This disease transmits if one person touches another person” (17 years old male, Student, 

Host).  

 

Furthermore, one male adolescent reported that the disease is transmitted through cold, coughs, sneezes, 

breath, handshakes and saliva. On the other hand, one female adolescent respondent mentioned that 

COVID-19 spreads through people meeting and talking to each other. However, adult females were unsure 

of how the disease spread. One of them mentioned that this spreads through “Moyla” (dirt), and 

“Oporiskar” (uncleanliness). Some male elderly respondents stated that the disease is transmitted by 

“Hachi” (sneezing) and “Kashi” (coughing). One male PWD, however, suggested that “Thanda” (cold), 

“Hachi” (sneezing), and “Kashi” (cough), “Oxygen” (air), and “Musafa” (handshakes) may be potential 

modes of transmission. Unlike the FDMN community, the elderly females were unable to identify the mode 

of COVID-19 transmission. Similarly, none of the female PWDs could not recognize how COVID-19 
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spread. This can be attributed to their lack of access to information or that even when they are gathering 

information, it is not reaching them in a manner that they could remember it. Additionally, some female 

adult Respondents mentioned that COVID-19 may spread from dirt and general uncleanliness based on 

local rumors in the community; which is testament to the fact that their information sources are not first-

hand and some gaps in information remain.  

Table 6.1: Knowledge about the symptoms of COVID-19 

 
Host (%)  FDMN (%) 

Symptoms Male Female Total Male Female Total 
Fever 89.91 89.14 89.3 80.54 81.05 80.94 
Dry cough 90.83 81.48 83.46 69.68 71.32 70.97 
Breathing difficulty 34.4 26.79 28.4 17.19 10.35 11.83 
Tiredness/Fatigue 12.39 10.25 10.7 6.33 7.36 7.14 
Sore throat 77.52 78.89 78.6 49.77 61.85 59.24 
Runny nose 59.17 45.31 48.25 41.63 41.77 41.74 
Nasal congestion 15.6 11.85 12.65 9.5 4.99 5.96 
Ache/Pain 28.44 24.81 25.58 24.89 17.08 18.77 
Vomiting 0.92 0.74 0.78 0.45 0.25 0.29 
Red eyes 0.92 0.37 0.49 0.45 0.62 0.59 
Diarrhea 1.38 0.62 0.78 2.26 1.37 1.56 
Dizziness  0.92 4.44 3.7 1.81 3.37 3.03 
Don’t know 0.92 3.09 2.63 9.05 7.36 7.72 
Others Code 0 0.86 0.68 0.05 0 0.05 
Total response 301 3070 3971 693 2476 3169 
Total cases 218 810 1028 221 802 1023 

         Note: Percentages of cases does not add up to 100% as this was a multiple response question 

Host community: Similar to the FDMN respondents, most of the host community respondents also 

reporting knowing symptoms of COVID-19 (Table 6.1). The most commonly reported symptoms were 

fever (89%), dry cough (83%), sore throat (79%) and running nose (48%).  

In the qualitative interviews and FGDs, the most common symptoms mentioned by the respondents 

regardless of age and gender are: “Jor” (fever), “Kashi’ (Cough), “Thanda” (cold), and “Gola Betha” (throat 

ache). One male adolescent added that “shukna kashi” (dry cough), “eksho degree r upore jor” (high grade 

fever over 100 degrees), and “Gola Betha” (throat ache) were common symptoms of COVID-19.   

Additionally, a group of elderly men perceived “gaye betha” (body ache), “ledami” (fatigue) as the early 

symptoms of COVID-19. One of them explained that once a person contracts COVID-19, that person lose 
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all energy (manus er shokti harai jai), and thus not able to do any work. On the other hand, some elderly 

females mentioned that they don’t know the symptoms. Apart from adult female respondents, all the other 

female groups including youth and adolescents identified COVID-19 symptoms as follows: fever, cough, 

cold, and “matha betha” (headache). However, one female adult added “Khichuni” (convulsion) as one of 

the symptoms of COVID-19. One caregiver of a female PWD believed that “Gola Phule Jawa” (Throat 

swelling) and “nishash na nite para” (shortness of breath) were pivotal symptoms of COVID-19.  

Section Three: Rumor and fear around COVID-19 positive cases 

Qualitative findings revealed that there are wide-spread rumors and fear prevailed around the few COVID-

19 positive patients in both FDMN and host communities. In general, both communities have some ideas 

on COVID-19 testing, isolation, and quarantine. However, there many rumors and misinformation about 

the ‘isolation center’ and the perceived consequences if taken to an isolation center, left many anxious. 

 

FDMN community: 

Some adult female respondents mentioned the panic and fear   around the community, especially about any 

households who had COVID-19 patients. They shared that if a COVID-19 patient was found in any 

particular block, there would be a mobility restriction in that block. They shared that they had heard that 

the infected patient would be taken away to an isolation center and the rest of the family members would 

have to do COVID-19 test and would be in self-quarantine. If any of the family members tested positive, 

the whole family would be moved to the isolation center. Many respondents of them were unable to share 

the actual location of the isolation center. There was a lot of anxiety about being taken to isolation centers. 

The fears were around the isolation center being a dark place, which is far away from their camps and 

patients have to stay alone and possibly die alone, without their family members. One of the adult females 

narrated that, “If someone gets corona then a red car comes and takes them away to an unknown place 

which is very far away from the camp. Only if the patient recovers, then he or she is returned to the camp 

otherwise we don’t know what happens to that patient” (32 years old female, Homemaker, FDMN).  

 

Some of the respondents across gender and age groups mentioned that elderly people were most vulnerable 

to death after being infected by COVID-19. An adolescent male participant mentioned, “I heard about the 

death of a few elderly people in other camps who were buried in separate places’’ (16 years old male, 

Unemployed, FDMN). Additionally, a male youth mentioned that if anyone dies from this disease, then 

UNHCR (United Nations High Commissioner for Refugees) will take that body. The socio-cultural and 

religious fears around burials and the dead not receiving a proper burial was also a huge concern. According 
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to this respondent, he shared concerns within the community that a person who dies with COVID, no one 

would be able to see that dead body even for the last time, and this body would just be buried without the 

proper rituals, leading to suffering in the afterlife. Another adult male participant mentioned that people 

had become fearful when they saw ambulances taking patients from the camps. This could have led to 

underreporting or access to any of the services available.  

 

However, some male adult respondents did not seem to be as fearful and mentioned that the consequence 

of COVID-19 is simply ‘sickness for a couple of days. This sickness would be similar to usual flu, viral 

fever or seasonal cough, and patients could rest at home and take rudimentary treatment from the hospital 

and recover quickly. In a group discussion (comprising male respondents), one participant said “One can 

recover from covid-19 by a week or maximum 10-12 days if he gets proper treatment” (35 years old male, 

small business owner, FDMN). However, a few respondents, across different age and gender groups, also 

mentioned that they did not hear about or notice any COVID-19 cases in their blocks and camps. So, they 

were unaware of what happens if anyone diagnosed as COVID-19 positive. Overall, there seems to be no 

risk communication messages that address these social, cultural and religious concerns around Covid-19 

isolation, quarantine and burials.   

 

Host community: In the host community, the overall findings from the qualitative study were slightly 

different from those of the FDMN community. Here, death was considered as the direct consequence of 

COVID-19. Most of the Respondents across age and gender groups believed that the primary and most 

threatening consequence of COVID-19 would be death. Most female adult Respondents, female PWD 

Respondents, male adult Respondents reiterated that if someone had COVID-19 they would die. As one 

adult female said, “When I first heard about this disease, I got so scared since many people were dying 

from that disease. Many doctors, and nurses were dying here and there. People would die if they catch this 

disease” (42 years old female, Homemaker, Host).  

 

However, one elderly female respondent disagreed with the opinion that COVID-19 would result in 

people’s death. Similar to the FDMN community, she believed that death is only caused by God and if 

people believed that COVID-19 could kill them then they would lose their “iman” (faith). Similar to FDMN 

respondents, some host community respondents also informed that as no one in their vicinity had the 

disease, they were not aware of what happen to the infected patients or their families. They did not voice 

any fears around isolation, quarantine and burials. 
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Chapter Seven 

Practice of COVID-19 safety measures 

This chapter presents the studied communities’ practice of following recommended COVID-19 safety 

measures required to prevent the coronavirus transmission. Human behaviours are shaped and influenced 

by their surroundings. An array of COVID-19 related misinformation has emerged globally; the misleading 

information creates obstacles to combat the pandemic (Mistry et al., 2021).  Low literacy and lack of reliable 

sources of information lead to the development of misinformation among the refugee and displaced 

population (Mian & Khan, 2020). Accordingly, misinformation prevents individuals from practicing safety 

measures.  

This section documents the existing behaviors related to the practice of COVID-19 safety measures 

explored through direct field observations by the researchers due the data collection.  

FDMN Community: Table 7.1 presents the self-reported COVID-19 prevention practices of FDMN 

respondents reported during the household survey. The most reported practices were drinking hot water 

(90.21%), frequent handwashing (83.45%) and wearing masks (78.94%). Although a majority of the 

respondents knew wearing a mask could help them to prevent COVID-19, more than half of them admitted 

that they do not always wear a mask when going outside (Figure 7.1). As shown in Figure 7.1, there are 

also differences in wearing masks among male and female respondents. Nearly half (46.6%) of FDMN 

male respondents reported always wearing masks when going out of home, whereas only one third (24.3%) 

of the female respondents reported always wearing masks and around half (48.8%) of them admitted that 

they sometimes wear masks outside home. Regarding the availability of masks, most of the respondents 

reported buying with their own money. In terms of frequent handwashing with soap as a preventive 

measure, around 58% male and 74% female respondents reported not knowing how to wash hands properly. 

Almost all survey respondents (94%), both males and females, claimed maintaining physical distance in 

public places. Qualitative findings below give some explanations on these behavioral differences. 

During exploratory field visits, while collecting data during post lockdown around from December 2020 to 

March 2021, our research team found very few FDMN camp residents wore masks, however, those who 

did not, did not wear it properly with their mouth and nose not covered by the mask.  Males were found 

gathered in the local markets without wearing masks and maintaining physical distance. During the in-

depth interviews, an adult male mentioned, “I really do not find wearing masks a pleasant experience as it 
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feels very suffocating. That's why they (Community people) don't wear masks” (40 years old male, Day 

laborer, FDMN).  

 

Interestingly, it was found in the field observation that FDMNs usually wore masks for availing facilities 

including rations collection, when attending NGOs’ awareness campaigns and in the health centers. 

However, they seemed to wear masks more out of fear of punishment and that they would not be given any 

ration/services if they didn’t follow guidelines. In FGDs, male respondents admitted that they usually wear 

masks when they met army personnel at the relief distribution centers. One elderly woman mentioned that 

she wears a mask when she goes to the community hospital (located inside the camps). When the 

interviewer requested her to demonstrate how she wears a mask, she demonstrated it incorrectly - mouth 

was covered, but the nose was exposed. Moreover, respondents reported receiving masks and soaps from 

NGOs/INGOs, but they were unwilling to use these because most of them reported that the fear of COVID-

19 had eroded after lockdown was lifted off in June 2020 and hence, they will not contract this disease any 

more. Secondly, they do not get enough water to suffice the need of frequent handwashing and hence do 

not use the soap because that would consume more water. During the fieldwork, it was observed that some 

households had many unused masks scattered on the floor and around the area.  

  

Photo 2: FDMN people gathering at tea stall 
without wearing masks 

Photo 1: Host community people without masks 
during the data collection 
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Additionally, government and non-governmental 

organizations had set-up many handwashing stations in the 

FDMN camps, however, most of these were poorly 

maintained. The field researchers found many 

handwashing stations without water and/or soaps supply. It 

was evident that most of those were not in use as they had 

developed rust over the taps and the sinks were often filled 

with debris.   

 

 

 

 

 

 

Photo 5: Unused Hand washing station 
in FDMN camps 

Photo 3: Some FDMN residents are wearing 
mask during service listing 

Photo 4: FDMN residence are wearing mask 
and washing hands before entering a service 
delivery centre 
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Table 7.1: Respondents’ self-reported COVID-19 prevention practices 

 Host community FDMN community 
Self-reported practices Male (%) Female (%) Total Male (%) Female (%) Total 
Keep home cleaner than usual 96.33 90.51 91.74 0.45 0.63 0.59 
Frequent handwashing 87.16 89.77 89.21 79.64 84.5 83.45 
Wearing masks when going out 88.07 85.57 86.1 78.73 79 78.94 
Staying at home 71.56 65.47 66.76 29.41 27.88 28.21 
Not allowing visitors at home 52.75 43.03 45.09 37.1 28.38 30.26 
Less touching of faces, mouths & noses 29.82 25.65 26.53 17.65 15 15.57 
Maintain hygiene 2.29 5.55 4.86 3.17 8.38 7.25 
Keep 3 feet distance from people 0.46 1.36 1.17 0.45 0.13 0.2 
Praying to God    0.45 0.37 0.39 
Use hand sanitizer 0 0.74 0.58 0 0 0 
Drink hot water 0.46 0.49 0.49 93.21 89.38 90.21 
Don’t follow any preventive measures 3.21 0.74 1.26 9.95 5.25 6.27 
Refused to answer 0 0.12 0.1 0.45 0.37 0.39 
Others 0.46 0.86 0.78    
Total responses 943 3,324 4,267 789 2,799 3,588 
Total cases 218 811 1,029 221 803 1,024 

 

 

Figure 7.1: Mask wearing practices 
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Host Community: As shown in Table 7.1, the most self-reported practices were keeping home clean 

(91.74%), frequent handwashing (89.21%), wearing masks (86.21%), staying home (66.76%) and not 

allowing visitors at home (45%). Although most of the respondents knew wearing a mask could help them 

to prevent COVID-19, almost half of them admitted that they do not always wear a mask when going 

outside in public (Figure 7.1). However, unlike the FDMN respondents, the practice of wearing masks by 

male and female survey respondents was almost similar, 57.6% and 47.1% respectively reported always 

wearing masks outside their homes. Almost 72% respondents reported buying masks by themselves and 

only 17% reported receiving supply from an NGO. Those who reported not practicing frequent 

handwashing, mentioned unaffordability of buying soaps as the reason. In addition, more than 50% host 

community respondents admitted that they don’t know how to wash hands properly for 20 seconds to 

prevent COVID-19.  

Findings from qualitative assessments, presented below, found some discrepancies between the practices 

of preventive measures reported by respondents in survey and qualitative assessments as well as in field 

observation by the researchers.  

In the host community, during the qualitative data collection, the researchers observed people roaming 

around in market/public places and gathered in small local tea stalls without wearing face masks or 

maintaining any distance. Across all respondents, irrespective of age and gender, there was a common 

consensus of ‘reduction in fear of COVID-19 since the lockdown was lifted off’ as very few cases and deaths 

had been identified from the community, which made many reluctant to follow guidelines. One of the male 

respondents, 37 years old day labor, mentioned, “No one is wearing masks here. If this virus exists, then 

why don't they wear masks!”  

Almost all adult male respondents explained that post-lockdown (in November 2020) with few known 

deaths in their locality and reopening of economic activities, many in the host community had resumed 

their previous job or were involved in new jobs which required intensive physical labor, as earning money 

was a priority. Wearing masks while working in the paddy fields or as day-labors was inconvenient and 

uncomfortable as people could not breathe properly. One of them said, “Mask porle unnasi lage (feel 

suffocated/uncomfortable after wearing masks)”. The respondents also reported that after the lockdown 

lifted social gatherings had increased, especially attending marriage ceremonies, and going to the mosque 

for prayers. Some male FGD respondents confessed that they sometimes wear masks in public places 

because of being afraid of police harassment for not wearing masks.  
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Interestingly, researchers’ observations revealed that even though the adult populations were reluctant to 

wear face masks, the adolescent and youth population groups were found wearing masks while venturing 

outside or even playing in the fields. During a group discussion with male adolescents, they shared that 

they learnt about COVID-19 preventive measures and the importance of maintaining those from online 

information videos in social media, which encouraged them to wear face masks and follow other safety 

measures such as hand washing. Female adolescent respondents also shared similar experience with 

COVID-19 preventive measures related information available in social media.  

Very few elderly males were observed to be wearing masks and in an interview with one elderly respondent, 

it was reported that they only wore face masks when they were heading towards mosques as the imam 

would stress on it during religious discussions, indicating not wanting to displease the command of the 

Imam. In his own words, “We wear a mask whenever we go to the mosque because imam sahib has asked 

us to do so” (70 years old male, Unemployed, Host).  

Similar to the FDMN female respondents, host community female respondents also had the same perception 

of considering cover their mouth with “Neqab” (covering face with cloths) as the substitute of wearing face 

masks. One woman said, “We wear “niqab”. So why should we wear mask! our “niqab” are similar to 

mask. This serves the same purpose”. The female respondents also stressed that they were not allowed to 

go to public places; therefore, they were not worried about wearing masks. As one of them mentioned, “We 

don’t even go outside so much. Then what is the need for masks for us?” (37 years old, Homemaker, Host). 
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Chapter Eight 

COVID-19 Vaccination 

The government of Bangladesh has initiated nation-wide COVID-19 National Vaccination Programme on 

7 February 2021. While the mainstream media has been publicizing various information regarding the 

invention of COVID-19 vaccine, various rumors also prevailed on this. The acceptability of the vaccine 

invariably eases the implementation of the vaccination programme. Although this research was conducted 

before and during the initial stage of COVID-19 vaccine roll-out in Bangladesh, it revealed important issues 

around the acceptability of COVID-19 vaccination to FDMN and the host community. Differences have 

been observed among two communities in terms of vaccine awareness and acceptance, which are mostly 

due to their access to information and local beliefs and rumors around COVID-19 vaccine. This section 

presents both communities perception and knowledge on COVID-19 vaccine, and their willingness to 

receive vaccine.  

Section One: Perception and knowledge on COVID-19 vaccine 

FDMN community: The survey data indicated that FDMN respondents were comparatively less aware of 

COVID-19 vaccine than the host community respondents. In general, more than 55% FDMN respondents 

did not hear about COVID-19 vaccine; only 49.7% males and 38.9% females heard about COVID-19 

vaccine (Figure 8.1) mostly from their neighbors, relatives, and friends (around 64%). Figure 8.2 presents 

different sources of COVID-19 vaccine information survey respondents reported. Data revealed some 

differences among male and female respondents in terms of access to information sources. For instance, 

more male FDMN respondents than their female counterparts reported having COVID-19 vaccine 

information from their social networks and media (TV, radio, newspapers), whereas more female FDMN 

respondents than male informed learning about COVID-19 vaccine from community health workers 

visiting home, miking announcements inside the camps and schools. This gender difference indicates 

FDMN women’s less access to outside world due to culturally imposed mobility restrictions.  

Like the survey respondents, the qualitative findings also showed that most of the FDMN respondents, 

irrespective of age and gender, had not heard about COVID-19 vaccine at the time of data collection. 

Among the respondents who heard about COVID-19 vaccine, most of them informed that they had heard 

about the COVID-19 vaccine from YouTube and Facebook, but they remained unclear about the details of 

how the vaccine is administered and how it will help to prevent COVID-19. Some of them also added that 

they do not know what will happen if they take the vaccine. However, there was confusion among some 

female respondents who thought COVID-19 vaccine might be similar to vaccines given to children after 
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birth. One of the elderly female respondents shared that she heard   about vaccines being given to under 

two years old children, however, she was unclear whether it is for COVID-19 or other illnesses. Some 

female adolescents showed their hesitancy towards this vaccine. As narrated by one 16 years old FDMN 

female adolescents, “I heard about this vaccine. But I actually don't know if this is a good vaccine or a bad 

one”. 

Among the male respondents, some elderly respondents mentioned that COVID-19 vaccine was invented 

after intensive research to help people overcome the COVID-19 disease and many countries made this 

vaccine available for mass populations to end the pandemic. Some male PWD shared similar notions about 

COVID-19 vaccine.  

However, many adult male respondents perceived that the COVID-19 vaccines were only for those infected 

and ill. As shared by one 32 years old male day labour participant, “Why should I take the vaccine when I 

am completely fine (free of any disease)?” The respondents who heard about the vaccine informed that they 

were unclear about who will get and from where to get the vaccine. An elderly male participant stated, “I 

am not sure where to get this vaccine from? I have heard about it but I do not know how it can save me 

from the disease (COVID-19)?” (69 years old male, Unemployed, FDMN). 

Qualitative data also revealed some local rumors around COVID-19 vaccine. Most of the adult male 

respondents mentioned that the vaccine was made in the United States with “Shukorer rokto” (pigs’ blood) 

which is “haram” (prohibited) for Muslims. As mentioned by one of them (45 years old male, unemployed); 

“The vaccine has been made from pig’s blood. I, as a Muslim cannot take it”.  

In the FDMN community, the data shows that misinformation and rumors against the vaccine was rampant 

which more based-on their understandings of ‘religion’, rather than facts. It is unclear what role local 

religious leaders played in these understandings and whether mistrust of being refugees in a foreign country 

had a role in these fears. For most, the logic for the need for a vaccine was also unclear. The issue of concern 

here is that these rumors were cited mostly by adult male respondents who are the key decision makers in 

the patriarchal Rohingya culture, and thus their beliefs could affect entire households’ decisions to avail the 

vaccine. 

Some adult male respondents shared the expectation that NGOs would provide them vaccine like all other 

healthcare services but were not completely sure whether this would take place. As mentioned by one of 

them; “Maybe the NGOs will provide us the vaccine, but we don’t know as we have not been told as yet” 

(52 years old male, Day labourer, FDMN). On the other hand, some female respondents mentioned that 

camp in-charge may provide them the vaccine as it is their duty as government focal persons. One of them 
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mentioned; “I think the CIC will provide the vaccine. They are responsible for everything that goes around 

in the camps” (27 years old female, Service holder, FDMN). 

 

Host community: In the host community, the survey found that around 82% respondents (males 84%, 

female 80%) had heard about the COVID-19 vaccine (Figure 8.1). Most of the respondents (around 67%; 

both male and female) had heard about the vaccine from television, which is followed by the neighbors 
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(39.2% male and 39.4% female) and social networks (10.5% male and 13% female respectively). Like 

FDMN female respondents, schools/colleges were one of the main sources of COVID-19 vaccine 

information to 30% host community female respondents, whereas less than 1% male respondents reported 

this as a source of information. However, the local health worker was rarely reported as the main source of 

information by the both male (2.2%) and female (1.6%) respondents from the host community (Figure 8.2). 

The qualitative data from the host community respondents found mixed opinions regarding COVID-19 

vaccine. Similar to the survey findings, most of the qualitative respondents, across age and gender, had 

heard about this vaccine from TV, newspaper, neighbors, and social media. Some adult female respondents 

explained that the availability of the vaccine reduced the fear of COVID-19 in the community and had made 

people “tension-free”. A few female PWD respondents mentioned that they had heard of vaccines being 

available in the Upazilla health complex (sub-district level public secondary hospital) and wished they 

could receive one so they could become ‘tension-free.’  

Some adult male respondents explained that experts from different countries were working together and 

giving their best effort to invent this vaccine. However, some female adolescent and young respondents had 

completely different opinions as they thought vaccine would not be able to save people from the virus, and 

instead, it might be harmful since there was no evidence of the effectiveness of this vaccine. These 

respondents shared that they had gathered most of their vaccine related knowledge from social media. 

Additionally, some adult male respondents perceived that the vaccine would not save them from the disease 

since this virus was unpredictable. As narrated by one of them, “I heard this virus is very complex, and 

unpredictable in nature, that is why vaccines could not save people from the transmission” (35 years old 

male, Shopkeeper, Host).  

Similar to the FDMN community, the qualitative data from the host community also found some local 

believes and rumors against COVID-19 vaccine, which are mostly from a religious perspective. Those 

wide-spread existing rumors and misconceptions were influencing community’s decision against it. Like 

FDMN men, some host community adult male respondents also perceived vaccination to be a propaganda 

by the Christian missionaries against the Muslims to convert them towards Christianity. One adult male 

mentioned that he learned from some local newspapers and magazines that COVID-19 vaccine could reduce 

the sexual power of any men under 40, thereby affecting their fertility levels, and thus would never take 

this vaccine, unless it was mandatory.  

The issue of the vaccine being too expensive was mentioned by adult male respondents as well. In a group 

discussion with adult men, few respondents mentioned that COVID-19 vaccine was being rolled out on a 

paid basis. Although in reality, the national vaccine roll out was being provided for free in the country. One 
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of them said (50 years old male, CNG driver), “If one vaccine costs 200 taka, I have a family of five (5) 

members, which makes it 1000 taka for me. How can I afford it?” In the same vein, one female PWD 

participant mentioned that the vaccine should be made available to everyone free-of-cost from the 

government as poorer people will be unable to afford this highly expensive vaccine. 

The qualitative data from the host community shows that people had various opinions about the COVID-

19 vaccine and misinformation and local rumors are also influencing people’s opinions negatively. This 

implies that there needs to be more messaging regarding the vaccine from the government and healthcare 

providers in order to provide correct information to the people, During the data collection period of this 

research, the vaccines were not yet available in Bangladesh. 

Section Two: Willingness to take the COVID-19 Vaccine  

FDMN community: Interestingly, more than 95% of 

FDMN respondents participated the household survey 

expressed interest to get vaccinated (Figure 8.3). Among the 

respondents who were unwilling to take the vaccine, all 

male respondents mentioned that by taking this vaccine 

people would die. The female respondents mentioned a few 

more reasons including death such as being afraid of taking 

injection (50%) and ‘the disease and deaths depend on 

Allah’ (31.2%).  

 

Similarly, as the survey findings, qualitative data also showed that most of the FDMN respondents across 

gender and age groups were willing to get vaccinated. However, most of the respondents, mostly female, 

perceived this vaccine to be a part of the routine immunization programs they avail and thought it would 

be beneficial for their children’s health. Therefore, most of the adult females were more receptive towards 

the vaccine since they were worried about their children’s health and that is a major driver behind their 

willingness to get vaccinated. However, they would not be able to take this decision independently as they 

will require to get permission from their husbands or male household heads. Apart from that, there was a 

misconception prevailing in the community that only those who have been infected with COVID-19 should 

get the vaccine which is impacting some people’s decision to avail the vaccine. Likewise, some other 

respondents believed that this vaccine contains some side effect that also spread doubts towards this 

vaccine.  

Figure 8.3: Willingness to take COVID-19 
vaccine by FDMN respondents 
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Some adult male Respondents said they were willing to take the vaccine when it becomes available as they 

thought this would benefit them. One male elderly shared that, “These vaccines are surely not to kill us, 

right? The vaccines will be given for our welfare, so why wouldn’t we take those?” (67 years old male, 

Unemployed, FDMN).  

Some elderly female respondents were reluctant to take this vaccine as they perceived that this vaccine may 

have few side effects. Similarly, some male youth showed their doubt in this regard. According to them, 

they would only take this vaccine after they get the confirmation about its safety. As narrated by one male 

youth, “We would take this vaccine only if we are confirmed about our safety. What if we die because of 

this vaccine?” (22 years old male, Small-scale business owner, FDMN). 

Host community: Almost all survey respondents (96.3%) 

found willing to take COVID-19 vaccine, where 98.35% 

were male and 95.68% were female. If we look at the age 

groups, we found adolescents and adults were mostly 

interested in getting the vaccine (97.67% and 97.22% 

respectively). Elderly people (93.85%) were 

comparatively less interested to go through the 

vaccination process. Of the respondents who didn’t show 

interest in taking the vaccine, overall, 40% of the 

respondents (Male: 33.3%, Female: 40.7%) considered 

“fear of taking injection” as the main reason for not taking 

the vaccine. A total 33.3% of the respondents mentioned 

that people would die if they take the vaccine where the proportion of the male and female respondents 

were similar.  

However, unlike survey data, qualitative findings found significant gendered differences in willingness to 

take the vaccine amongst the host community respondents. Like the female FDMNs, most of the host 

community female respondents were willing to get vaccinated primarily to protect themselves and their 

children against COVID-19. Similar to the females in the FDMN community, the host females require their 

husbands’ or male household heads’ permission in this regard. A female single household head said, “I 

need to save myself from corona, as my children will suffer a lot if something happens to me.” (46 years 

old female, Day labourer, Host).  

On the other hand, most male qualitative respondents factored the perceived cost of vaccines while making 

the decision to avail the vaccine or not. They thought they had to pay for the vaccines which might be 

Figure 8.4: Willingness to take COVID-19 
vaccine by host community respondents 
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expensive for them, as ‘they were exported from foreign countries.’ Additionally, some male youth shared 

that the vaccines should be provided free of any charge, and this would lead to greater uptake of vaccines 

As narrated by one male youth, “I would only take any vaccine if it is cost-free” (19 years old male, Student, 

Host). Another group of male respondents mentioned that they would not vaccinate themselves or their 

families unless the government made it mandatory, as there are many side effects of it, and they had heard 

that ‘it was an expensive medication.’ 

The qualitative data also found that the host community people were worried of the FDMNs might be 

prioritized for COVID-19 vaccination. This ongoing doubt regarding the vaccine prioritization can spread 

further tension across the communities. One of the male respondents said, “We don’t know anything about 

it (the vaccine) yet. But maybe the Rohingya may get it first. They get a lot of aid anyway” (55 years old 

male, Community leader, Host). 

It is evident from both survey and qualitative data that FDMN and host community respondents had mixed-

opinions regarding COVID-19 vaccine. The study showed that there was a gap in knowledge about COVID-

19 vaccination in both FDMN and the host communities. The majority of the respondents did not hear about 

the vaccine at the time of the data collection. Among those who heard about the vaccine, males were found 

to have more knowledge than females. Although there was insufficient knowledge, a majority of the 

respondents had positive attitudes towards taking the vaccine across the communities, but misinformation 

on vaccine costs, was mentioned as a huge barrier to willingness to be vaccinated.  Cultural and social 

norms of family decision making exists in both communities indicate that female respondents needed 

respondent’s permission from their male-counterparts for taking the vaccine.  Host community respondents 

expressed their concern regarding FDMNs being prioritized over the host community, once the COVID-19 

vaccine arrives in Cox’s Bazar. This was because the host community perceived that the government and 

NGOs were only working for the betterment of FDMN, and they were neglected.  
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Chapter Nine 

COVID-19 information dissemination from communities’ perspectives 

This chapter presents both baseline household survey findings and formative qualitative findings on 

COVID-19 information dissemination in the FDMN and host communities. This section is organized 

further into three sub-sections: a) effective dissemination channels, b) trusted person(s) in the community, 

and c) appropriate timing to disseminate COVID-19 information. 

  

Section one: Effective dissemination Channels 
FDMN Community: As shown in Table 9.1, among the FDMN survey respondents, the three most reported 

primary sources of COVID-19 information were miking in the camps (41%), NGOs/INGOs (33%) and 

friends/relatives (19%). However, to the men NGOs/INGOs were the main source of information as 

reported by 32% male respondents, while 44% female respondents identified miking from CIC offices as 

their main source of information.  

Qualitative data shows that FDMN women preferred miking and door-to-door visits by community health 

workers (CHWs) as effective methods of information dissemination because those are the ways in which 

they would be able to learn about COVID-19 first hand. In the qualitative interviews, adult female 

respondents emphasized on the miking done by CIC offices as an effective channel of disseminating 

COVID-19 information as covered a large population and women could easily listen without going out of 

their home. They also found door-to-door visits by NGO/INGO female community health workers effective 

and women friendly as they could directly learn from females without hesitation and could leverage this 

opportunity to ask face-to-face questions and learn more accurately. Since the gender norms in the 

community restrict their mobility outside their homes, hence, most of them could not attend COVID-19 

courtyard sessions and meetings. Some of the sessions were male led where females felt uncomfortable and 

hesitant to ask questions. Therefore, it is evident that there is a lack of access to information in general for 

women, and door to door visits bridged this gap and provided access.  

On the other hand, adult male respondents mentioned round table meetings with community members 

organized by NGO workers to be an effective method of information dissemination as large groups of men 

could gather at these meetings and could be provided with accurate information. Some adolescents and 

youth male respondents cited mobile-based social media platforms as effective methods of information 

dissemination despite the poor internet connection inside the camps. They believed that people are more 

likely to remember what they see on social media and remember that information. According to one male 
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adolescent, “When we see videos on WhatsApp, we remember what it said. And we try to follow it” (17 

years old male, Unemployed, FDMN). 

Table 9.1: Primary sources of COVID-19 related information 

 Host community (% of Responses) FDMN (% of Responses) 
 Male 

(n=218) 
Female 
(n=811) 

Total 
(n=1,029) 

Male 
(n=222) 

Female 
(n=805) 

Total 
(n=1,027)  

      
Radio/TV 52.75 37.36 40.62 1.8 0.36 0.69 
Friends/relatives 23.39 33.79 31.58 26.24 17.19 19.14 
Newspaper 14.68 17.39 16.81 0.9 0.12 0.29 
Community/religious leader 3.21 4.44 4.18 6.33 3.36 4.01 
Internet/Mob 3.67 3.58 3.6 1.8 0.87 1.08  
Government 1.83 3.33 3.01 0.9 0.87 0.88 
NGO/INGO workers    32.13 33 32.81 
Miking  - - - 29.86 44.33 41.21 
Don't know 0.46 0.12 0.19 0.45 0 0.1 

 

Host Community: Table 9.1 presents reported primary sources of information for COVID-19 among the 

host community. According to findings from the survey, radio or television was reported to be the main 

primary source of getting COVID-19 related information in the host community (52.75 % male and 37.36 

% female). Friends/relatives was the second most reported primary source of COVID-10 information as 

reported by around 32% respondents (23.39% male and 33.79% female), followed by newspapers 

(16.81%).  

 

Qualitative data reveals that like FDMN women, host community women also preferred miking and door-

to-door visits by NGO CHWs as an effective method of information dissemination, while the males of the 

community primarily relied upon mosques-based information, as they had more mobility. This reflects the 

gender and cultural norms of the communities where women are not allowed to go outside without the 

approval of their male counterparts and most stay outside of public spaces.  Therefore, door-to-door visits 

and courtyard meetings were regarded as the most appropriate information dissemination methods by the 

respondents. A 32 years old homemaker female participant said, “When they come to our house, its better 

because then we can ask questions and know everything without any confusion”. Additionally, some 

adolescent girls and young female respondents identified miking as the ‘best method’ of information 

dissemination as it allowed everyone to hear what was being said even if people were inside their homes. 

According to one of them (17 years old, Student) “If miking is conducted then we can hear even when we 

are inside our homes”. 
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However, according to the host community, males who participated in qualitative interviews and FGDs, 

shared those announcements made in the mosques, public ‘miking’ (on loud speakers) regarding COVID-

19 preventive measures, and television programs were regarded as the most effective information 

dissemination methods.  

Community leaders reported that announcements and miking in the mosque before Jummah prayers on 

Fridays would allow the people to learn about COVID-19 preventive measures. Usually, men in the 

community had greater access to public spaces such as markets, tea stalls, and mosques before and after the 

lockdown period. They primarily gathered their information regarding COVID-19 from these places. 

During lockdown, the men had limited access to these places, but they were still able to gather informational 

updates in the few instances they congregated in tea stalls. The elderly and adult males mentioned that the 

youth male population always had the most recent information regarding COVID-19 because of their access 

to smart phones and consequently to social media platforms. 

Television was also widely regarded as an effective method of information dissemination, especially by 

persons with disabilities across both genders. Mobile-based social media platforms were the most reported 

sources of information by young adult respondents. This was similar to the FDMN community where the 

young adult population also preferred social media platforms. Some community leaders also mentioned 

these social media platforms as effective methods of communication. On the other hand, some adolescent 

boys and young men mentioned that courtyard meetings conducted by NGO workers were useful for 

information dissemination because those meetings were conducted with various banners, hand-outs and 

leaflets etc. and that drew people’s attention and helped them remember what was being said.  

 

Section Two: Trusted Persons in the community 
FDMN Community: The qualitative findings revealed that FDMN community, across all age and gender 

groups, considered ‘Imam’ (Muslim religious leaders) as the most trusted person, as religion plays a critical 

role in their lives. Additionally, adult female respondents, adolescent boys and girls, and young male and 

female respondents identified that community people also trusted NGO workers, who regularly visit their 

homes and conduct courtyard meetings. NGO workers, who are often referred to FDMN youth volunteers, 

are from the same camps and are almost always present in the community and because of this, community 

members tend to trust them.  

On the contrary, male adult respondents cited community leaders and the CICs as individuals they trusted 

which can be partially because of their greater access and interaction with these people, unlike females who 

tend to remain inside their homes.  Most adult males also mentioned trust in and acceptability of block 
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committee members2 and the Camp-in-charge (CIC)3, who they believed provided them with credible 

information. One respondent, said, “Our block committee member already told us about COVID-19. I heard 

what he said and followed his advice… like washing hands, maintaining distance” (39 years old male, 

Unemployed, FDMN).   

Host Community: Qualitative findings in the host community was similar to the FDMN communities with 

regards to how religious leaders were perceived to be trusted members in the community. Male respondents 

cited religious leaders as well as elected members of the community as trusted individuals. This is perhaps 

because gender norms and mobility men had access to these leaders and they often engaged together in 

mass religious and political activities such as rallies and group meetings.  

In the qualitative interviews and group discussions, male host community respondents recognized ‘Khatib’ 

(title given to male Muslim mosque-based religious leaders,). They are usually well respected by the 

community for their religious knowledge about Islam, and deliver sermons in both Bengali and Arabic 

before Jummah prayers on Fridays, where communities men gather together to pray the afternoon prayers.  

‘Imam’ is another title given to male Muslim mosque-based highly respected religious leaders who lead 

worshippers in prayers at a mosque.  Religious leaders were identified as reliable and trustworthy 

individuals in the community. According to the respondents, many relied on them for information and tend 

to listen to whatever they say. Some adult and young male respondents also identified Upazilla Nirbahi 

Officers4, and local Union Parishad members5 and Chairman6 as the most-trusted individuals in the 

community.  

On the other hand, female respondents across all age-groups considered community health workers who 

visited door to door, and schoolteachers as the most-trusted individuals in the community. Most adult 

female respondents trusted female NGO workers and CHWs as they (CHWs) have access to them, engaging 

with them regularly when they do their rounds of home visits. One female adult respondent shared, “The 

apa (female NGO worker) come and talk to us all the time. They come inside our houses and chat with us 

about so many things. So, I know she will tell me the truth” (27 years old female, Homemaker, Host).  

 
2 Block Committee consists of seven members including one Chairman and six general members. Majhis (block leaders selected by CiCs and 
Bangladesh Army) are also members of block committees. This committees are formed under the direct supervision of Camp in-charge and works 
on following objectives; 1) maintain liaison with the International and national humanitarian bodies 2) first point of contact for any case of domestic 
violence and social conflict 3) Information dissemination within the camp residents.  
3 CICs are the Refugee, Relief and Repatriation Commissioner appoints civil servants on a rotation basis to act as Camp-in-Charges in all camps 
and settlements. These individuals are the government’s representatives at the camp level. They are responsible for daily administration, 
coordination, and delivery of services, in conjunction with the army. Since, they maintain liaison with the camp residents, most of the community 
people respect and trust the CICs. 
4 Chief executive member of an Upazilla (sub district)  
5 Elected members of the union council  
6 Elected chairperson of the union council 
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Section Three: Convenient time/schedule and place for effective COVID-19 information 

dissemination 
FDMN Community: In qualitative interviews and group discussions, most of the adult male respondents 

identified “Golghor” (common public meeting places) as the preferred and effective place for any sort of 

knowledge or information dissemination in the community. This is because they thought that the people 

from almost every household visited these places at least once a day and would be able to learn any 

information being disseminated. However, this was convenient mainly for males and not females who 

remain secluded from public spaces for the most part. On the other hand, almost all the female adults 

mentioned that their own households are the most effective communication place since all of them are 

taking care of their homes, and if someone came to their house to disseminate information, it would be 

much easier for them in terms of access.  

For adult males, the most convenient time to communicate with them any information would be after the 

lunch hours, post afternoon prayers (post ‘Zuhr” prayer to ‘Asr’ prayer i.e., 2:00 PM to 4:00 PM), when 

they usually return from their work and would be available to meet others and also listen. For adult females, 

almost all of them mentioned that any time was fine with them as most were available in their homes, except 

not to visit during the five Islamic prayer timings.  However, some adult females specifically mentioned 

that their convenient time would be morning time, since they were relatively free until 10 am. After 10 am, 

they shared that most become busy with household chores. Male adolescents and youth groups preferred 

afternoons, specifically after 12 pm, respondents, as they return from madrasas7/coaching/work and are 

available to attend dissemination meetings and listen to COVID-19 related announcements.  

However, all respondents, across gender and age groups, emphasized that COVID-19 related 

announcements should be scheduled according to the needs and working hours of the community residents. 

Most of the respondents they mentioned that announcements and information should not be provided on 

designated ration distribution days, as people remain busy collecting their rations, which is crucial for their 

daily survival. During data collection, we also observed that respondents as well as the community people 

were unwilling to talk to us on ration collection days. One of the adult female respondents said, “If you 

come to talk to us when we need to go get rations then we can’t listen. We are busy on those days. So better 

not to come on those days” (27 years old female, Homemaker, FDMN). 

Host Community:  Generally, the most convenient time and place mentioned by the male respondents was 

after “Jummah namaz” (Friday noon prayer) outside the mosque because almost all of them attend Friday 

 
7 Madrasas are Muslim schools that are often the part of a mosque, where religious education is provided. 
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prayers at the mosque and usually congregated to chat after the prayer.  They shared that was the best time 

and easier for them to listen to announcements at that time and maybe even discuss with each other and the 

religious leader. According to an elderly male participant, “Everyone comes for Friday prayers and listens 

to Imam sahib. So, if he says something, people will follow that” (68 years old male, Unemployed, FDMN).  

Most of the respondents in the adult male group discussions also identified the “chotkhato bazarguli” (small 

marketplaces) as effective spots for any sort of knowledge or information dissemination for the wider 

community.  They shared that individuals from almost every household visited this market area at least 

once a day and would be able to learn about any information being disseminated. The most convenient time 

to communicate with men would be in the afternoons when they have just finished their day work and 

gather around the tea stalls and courtyards and spend time chatting to other men in the community.   

On the other hand, similar to earlier findings, almost all the female adult respondents mentioned that their 

own households were the most effective communication place, since all of them remain busy taking care 

of their households. Similar to FDMN, for many women, the most convenient time to reach out to them 

was between 9:00 AM to 11:00 AM. According to the women, during these hours, their male counterparts 

are busy in the field or out to work, and therefore they had some free time available.  

This was also apparent when we were conducting our interviews as many of the female respondents 

preferred scheduling interviews in the mornings.  One of the adult female respondents mentioned, “I’m free 

in the mornings you know? Because in the afternoon I have to cook, my husband comes to eat, I need to 

bathe my children” (32 years old female, Homemaker, Host).  

In addition, mornings are the most convenient time to reach out to the persons living with disabilities as 

their care-givers are available in the mornings.  

Male adolescent respondents mentioned that due to the closure of schools, they are usually in the 

playgrounds and only return to their homes just before the sunset or at lunch time. Therefore, they preferred 

afternoons (3:00 pm to 5:00 pm) just before the sunset as the most convenient time for reaching out to them. 

One community leader mentioned that male adolescents have clubs in the community and they meet every 

Friday after the noon prayer. According to him, this could be the most convenient time and places to reach 

out to many adolescents at the same time. However, as mentioned earlier, many preferred and relied on 

social media as a platform as their source of information. On the other hand, adult females, adolescent girls 

and female elderly respondents preferred mornings for COVID-19 dissemination and closer to their homes.
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Chapter Ten 

Impacts of COVID-19 on FDMN and the host community 

This chapter describes finding on the impact of COVID-19 on FDMN and the host community. The impact 

of COVID-19 on the communities ranged from social, economic, food security, health seeking behaviors, 

and their mental health.  

Section One: Social impacts of COVID-19  

The social impacts of COVID-19 include the impacts on the social life and religious practices of FDMN 

and the host community people – attending social events/ceremonies, and practicing religious ceremonies 

and rituals, which are integral part of most communities.          

FDMN Community: Figure 10.1 presents the impacts of COVID-19 on the regular social life of FDMN 

community as reported by the survey respondents. The top most commonly reported impacts of the 

lockdown imposed due to the pandemic were - they could not go to mosque/temple/church for regular 

prayers (92%), inability to host/attend marriage ceremonies (91%), could not meet 

neighbors/relatives/friends (89%), and could not socialize at the marketplaces (81%). 

Like the survey data, qualitative respondents, across all age groups, also mentioned that to them the biggest 

social impact of COVID-19 was the banning of public gatherings including socialization at 

marketplaces/local tea stalls, not being able to arrange/attend “Waz mahfils”8 and closure of mosques. Since 

FDMN community social life for many is driven by their religious beliefs, which is strongly tied to their 

cultural life, the complete shutdown of these activities disrupted social, religious practices and relationships. 

However, many men in the community opposed a complete shutdown of mosques and tried to go to 

mosques, especially on Fridays and continued to perform prayers. As a result, the camp authorities had to 

open the mosques, but instructed them to maintain physical distancing. A male PWD respondent said, “we 

told them (Government officials and NGO workers) that we need to go to the mosque to pray, even if we 

die. Then, they told us to maintain physical distancing during prayers” (28 years old, small business owner, 

FDMN).  

 
8 It is a Muslim religious and sometimes social gathering where a large group of people gather to listen speeches of locally renowned Muslim 
scholars and perform prayers together with a belief that Allah will accept their prayers. 
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However, some adolescent girls in the interviews shared those men were not following instructions of 

maintaining physical distancing while performing prayers in the mosques. One 12 years old adolescent girl 

said, “Now, my brother goes to the mosque every day to pray…... He told me that they don’t maintain any 

distance like they did before” (12 years old female, Unemployed, FDMN). 

Another negative impact of the pandemic as reported in the qualitative data, respondents was that the 

complete shutdown affected mostly elderly people, women without male family members and PWDs, as 

they relied on the social custom of assisting each other with collecting rations and relief materials. Due to 

the movement restrictions and instructions for people to stay at home during the lockdown, the above-

mentioned groups suffered as no one could help them get their rations. Since the FDMN community is 

dependent on rations and reliefs from humanitarian aid agencies, this disruption was a significant hardship 

to their daily survival. One 68 years old female FDMN participant shared her challenges, “I had to struggle 

to bring food on the plate. No one will help me. I have so much difficulty in bringing in my ration”.  

However, in an informal group discussion with adult women and adolescent girls, some of them mentioned 

that nothing had particularly changed for them during the lockdown, as they usually remain inside their 

homes due to the gender related mobility restrictions for women, which was seen as the norm.  In contrast, 

men’s social life was greatly hampered as they had to stay home during the lockdown, which affected them 

greatly. A 14 years old adolescent girl said, “We would always stay inside anyway. We do the same now. 

But then (during lockdown) my brother and father also stayed inside most of the day and they didn’t do that 

before”.   
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Host Community: Figure 10.1 presents the impacts of COVID-19 on the regular social life of the host 

community as reported by the survey respondents. Inability to host/attend marriage ceremonies (96%), 

could not go to mosque/temple/church for regular prayers (96%), could not meet neighbors/relatives/friends 

(96%), and could not socialize at the marketplaces (87%) were the top most commonly reported impacts of 

the lockdown imposed due to the pandemic. 

According to the qualitative data, respondents, movement restriction had the greatest impact on their social 

life and relationships. The lockdown measures resulted in the closures of educational institutions, 

workplaces and markets, and social gathering was prohibited affecting the traditional social and religious 

ceremonies – for the cancelation of, Waz Mehfils and many complained that they could not arrange 

traditionally large wedding ceremonies. This movement restriction particularly impacted men in the 

community to a great extent. Prior to the pandemic, men had unrestricted access to public spaces and other 
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than their workplaces, men were accustomed to socializing in local markets, tea stalls and engaged in 

various religious events and political programs. However, the lockdown forced them into confinement.   

Additionally, some of them mentioned that the restrictions on social gatherings had affected some of their 

relationships with neighbors, relatives, and the community, as people did not see each other for extended 

periods, especially during festivities. Therefore, their social networking became slightly strained because 

of the lockdown; and this impacted on their mental health and well-being. One male adult respondent 

mentioned, “Before (the lockdown) I would go and sit in the market every evening and chat with my friends. 

But during the lockdown, I could not do that and had to sit at home. It was really sad for me at that time” 

(45 years old male, Day labourer, Host).  

Due to the gender norms in the community; pre-covid, the only form of outing and leisurely activity for 

some women was to visit their neighbors or relatives’ houses. However, with the lockdown, women were 

forced to remain at home and work. In addition, the extra workload of having all members of the household 

at home added to their stress and negatively impacted on their well-being. The restrictions on mobility were 

extremely severe in some areas, and vulnerable groups and their needs were often ignored during the 

lockdown. This impacted people’s ability to obtain essential services.  According to one male PWD 

respondent, “There was a lot of pressure on the family. The authority restricted our movement during 

Corona. They told us that we have to stay home because of Corona. So, we couldn’t go out even to see the 

doctor” (28 years old male, PWD, Unemployed, Host). 

Section Two: Economic impacts 

FDMN Community: To get an understanding of the economic impacts of COVID-19 among the FDMN 

community, the survey respondents were asked about their jobs and household (HH) income status during 

pre-pandemic and pandemic (within one month prior to the data collection) periods. The majority of FDMN 

respondents (68%) reported no change in their livelihood because of the pandemic and lockdown as they 

never had a regular job prior to the pandemic and the FDMN community members are mostly dependent 

on humanitarian aids. With regards to HH income compared to pre-pandemic period, over half of the FDMN 

respondents (54%) reported no change, whereas 26% reported a reduction and 19% reported a complete 

loss of their income (Figure 10.2). Among those who reported a reduction or complete income loss, about 

61% mentioned reducing their expenditure and 42% reported taking loans from different sources to manage 

their household expenditures. About 56% of them also reported getting support from private sources, 31% 

reported getting government support and 30% got financial or in-kind support from their extended 

families/friend/relatives. FDMN have been receiving support from the government of Bangladesh and the 

humanitarian aid agencies since their arrival in Bangladesh. They have been receiving food items and some 
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cash vouchers to buy products/materials they need which continued during the pandemic lockdown. In 

addition, the WASH sector partners distributed soaps and family hyenine kits including masks among the 

FDMNs in the camp after the COVID-19 pandemic hit in Bangladesh in late March 2020. During the 

interviews, the FDMN respondents referred to all types of relief materials distributed by CiCs as support 

received from the government. 

Table 10.1 shows other coping mechanism FDMN respondents reported in the survey to manage their 

family expenses. In terms of relief support during the lockdown, only 45% reported receiving food and only 

1.5% received cash support which were not sufficient to meet their needs (Table 10.2). Among those who 

received cash assistance, five were single female headed (SFH) households, three were households-with-

PWD, one was a household with an adolescent, and one was a household-with-a-pregnant woman. No 

gender difference was observer in the data. However, in the qualitative data, no such group mentioned 

receiving any sort of cash-assistance from either the GoB or/and the NGOs. Although, many women 

respondents from varying groups including SFH, PWD, adults and PLW mentioned occasional borrowing 

of money from their relatives and neighbors during the COVID-19 lockdown. Probably, this explains the 

cash assistance reported by Rohingya respondents in our research. Around 80% of the survey respondents 

identified cash support and 53% identified food support as their key needs. 

However, unlike survey respondents, almost all adult and young FDMN male respondents in the qualitative 

interviews and FGDs shared respondents that they had lost their daily labour jobs due to the lockdown in 

the camps. As mentioned by one young male participant, “We used to do small jobs around the camps like 

masonry, labour etc. but when they enforced the lockdown, we lost all our jobs''(22 years old male, Day 

laborer, FDMN). Some of male FDMNs also work as informal workers/day laborers in the construction 

sites inside the camps. In informal discussions with several key stakeholders, it was revealed that there is 

also illegal informal trade between the FDMN and the host communities where FDMN males work as cheap 

agriculture labors in the host communities. Those type of sources of income were hampered and, in most 

cases, stopped due to the strict lockdown imposed in the camps because of the pandemic. 

Although FDMNs mostly get food (mostly dry food – rice, lentils, cooking oils, etc.) and some commodities 

(e.g., soaps, etc.) as rations9 from humanitarian aid agencies, they were insufficient in quantity to meet the 

household hunger needs or their daily necessities. They wanted to eat, food such as meat, fish, and 

vegetables. In the past, they usually sold some of the relief materials to buy other products according to 

 
9 FDMNs defined ‘ration’ as “rice, dal, oil, chilies, onions, potatoes and some amount of taka (935 taka) they get 
from NGOs/governments regularly, which they can redeem for groceries”. To them ‘relief’ means any product 
(mostly masks) distributed/supported by any NGO or government as COVID response. 
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their own desired food items. But this was no longer possible. As the men of the families lost their jobs, the 

were unable to manage adequate food from the rations provided and were also to purchase more food, and 

unable to borrow from neighbors and friends as everyone was in a similar situation. During an interview 

with a young girl, she said, “Everyone is suffering. How can they (others) help us?” (18 years old female, 

Unemployed, FDMN).  Similarly, one female adult respondent also said, “We have to struggle to survive. 

We didn't get money so there was a struggle. We suffered for food. There are no valuables here to sell off” 

(26 years old, Homemaker, FDMN).  

Some youth males said that they had hoped things would get better once the lockdown was lifted but that 

had not happened for many people. Post-lockdown (timings), jobs remained scarce and continued to suffer 

from financial constraints. One of them said “We thought it would be like before after the lockdown was 

lifted. But that did not happen. Still now many people don’t have jobs and are suffering” (22 years old, 

Unemployed, FDMN). 

 

Table 10.1: Coping strategies for HH expenses 

 Host community (% of 
Responses*) 

FDMN community (% of 
Responses*) 

 Male Female Total Male Female Total 
Reduced household expenses  74.54 75.63 75.39 62.16 61.24 61.44 
Took loans 48.15 54.75 53.35 44.59 40.75 41.58 
Managed from savings 31.48 28.00 28.74 6.76 6.34 6.43 
Support form extended 
family/friends 

20.37 30.38 28.25 28.83 30.43 30.09 

New source(s) of income 8.33 8.13 8.17 9.46 2.86 4.28 
Support from private sources 2.78 3.88 3.64 50.45 57.14 55.7 

11
.4

2%

14
.9

4%

14
.1

9%

14
.1

9%

50
.4

5%

53
.5

1%

72
.1

5%

67
.5

3%

68
.5

1%

68
.5

1%

26
.1

3%

25
.5

4%

11
.4

2%

11
.1

1%

11
.1

8%

11
.1

8% 21
.1

7%

18
.6

2%

5.
02

%

6.
42

%

6.
12

%

6.
12

%

2.
25

%

2.
34

%

Male (%) Female (%) Total Male (%) Female (%) Total

Host FDMN

Figure 10.2: Situation of HH Income compared to pre-pandemic levels

Same Decreased somewhat Completely stopped Increased



Impacts of COVID-19 on FDMN and the host community 

 

Page | 72  

Government support 2.78 2.75 2.76 31.53 30.68 30.87 
School-going 
children/elderly/other family 
members started working 

1.39 1.63 1.57 1.35 0.75 0.87 

Sell household assets 
(host)/rations (FDMN) 

0.46 0.75 0.69 1.35 1.61 1.56 

Help from in-laws (wives’ 
parents) 

0.93 0.50 0.59 - - - 

No problem in coping 0.46 1.50 1.28 3.6 3.35 3.41 
Others 1.85 1.13 1.28 0.45 0.37 0.39 

*Note: Percentages of responses does not add up to 100% as this was a multiple response question 

Table 10.2: Types of Relief/support Received 

 Host community (% of 
Responses*) 

FDMN community (% of 
Responses*) 

 Male Female Total Male Female Total 

Food 50 61.08 58.2 42.25 46.17 45.3 

Cash 59.38 36.76 42.6 3.52 0.96 1.51 

Soap/sanitizer 37.5 36.76 36.9 89.44 88.51 88.7 

Masks 50 31.89 36.5 94.37 93.1 93.3 

Medicine 4.69 4.32 4.4 17.61 17.05 17.2 

Household products 
(balti/chula/kolsi) 

1.56 4.86 4.02 5.63 2.49 3.16 

COVID-19 testing 1.56 2.16 2.01 9.15 6.32 6.9 

Sanitary toilet       

Others 1.56 0 0.4 6.34 3.44 4.06 

 

Host Community:  About 45% of the host community survey respondents reported having a job during the 

survey. However, when asked about HH income in relation to pre-pandemic levels, approximately 69% of 

HHs reported a decrease and 11% reported a complete loss of income sources (Figure 10.2). As shown in 

table 10.1, among the respondents who reported income loss (reduced or complete loss) about 76% had to 

cut back on their household expenses and 55% reported taking loans to cope with the income loss.  Table 

10.2 presents types of COVID-19 relief received. Among 76% of host respondents who reported receiving 

‘relief’ either from the government or NGOs, more than half of them reported receiving food (58%), 42.3% 

received cash, and more than one third received soap/sanitizer and masks. In terms of their current (during 

the time of data collection) priority needs, 69% mentioned about cash and 36% wanted food support.  



Impacts of COVID-19 on FDMN and the host community 

 

Page | 73  

In comparison to FDMN respondents only 2.8% host community survey respondents reported receiving 

support from the government. Qualitative respondents shared that during the lockdown imposed in 2020, 

some NGOs and union parishad10 provided some food (rice and lentils) and cash assistance to selected ultra-

poor households in the host community. Some NGOs also distributed soaps and masks at the household 

levels and installed hand washing devices in public places. The local government representatives (local 

elected chairman and members of union parishad) prepared the lists of ultra-poor households of their 

respective unions and provided the lists to NGOs for COVID-19 relief distributions. Only the enlisted 

households received relief materials (cash or food). Some of the qualitative respondents also reported some 

irregularities in listing households and relief distributions by the union parishad. The support from union 

parishad was comparatively less than the support NGOs provided. This might be a reason for only 2.8% 

survey respondent reported receiving government support/reliefs.  Furthermore, some COVID-19 isolation 

and treatment centers have also been established inside the camps for the FDMNs and the Health sector has 

taken special initiatives for contract tracing and testing. Qualitative data also revealed that all those special 

treatments for the FDMNs created dissatisfactions among the host community and they   perceive that the 

government prioritizes the FDMN over them. The host community respondents reported that they allegedly 

received less COVID-19 relief compared to the FDMNs 

Qualitative data also found adverse economic impacts of the lockdown in the host community. Most adult 

males mentioned that the lockdown had affected the job market. People involved in informal job sectors, 

such as day laborer and construction workers, had completely lost their jobs. Furthermore, many formal 

employees were retrenched, while some of them did not get paid regularly. Additionally, small business 

owners suffered due to the forced shutdown of their shops. The local farmers also bore the brunt of the 

lockdown as they could not sell their crops in the markets and often their crops were damaged due to the 

lack of storage facilities. Agriculture sector – especially the farming of betel leaves, vegetables, and 

fisheries – was profoundly impacted by the lockdown. As the producers of the small-scale agribusiness 

were unable to trade their commodities in the local market, they had to close down these small businesses. 

Access to local markets was restricted by the local government authority; therefore, the host community 

was struggling to purchase the necessary commodities to run their households. Managing informal credits 

system or loans from friends or neighbors was difficult because there was a lack of opportunity in managing 

works, including day laborers or NGOs’ jobs. This situation disproportionately affected the men in the 

community as they are the primary earning members in most families. As mentioned by a 22 years old male 

youth participant (day labor), “I used to work as a mason before. But after the outbreak of Corona, it has 

 
10 the smallest rural administrative and local government units in Bangladesh. Each Union is made up of nine wards. 
Usually, one village is designated as a ward. 
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become tough for me to find work regularly. This has caused many problems in my family. I cannot earn 

money, nor borrow from my friends. They are also jobless and cannot help me”.  

In qualitative interviews, adult female respondents shared that they had to borrow money or goods from 

their neighbors or relatives to meet their daily necessities.  The caregiver of a female PWD mentioned, 

“Who will give me anything when everyone is suffering? There is nothing to do. We just have to manage. I 

told my heart that this is only because of Corona and once it (COVID-19) goes away, everything will be 

fine” (27 years old, Homemaker, Host).  

However, according to a male community leader, things did not improve as expected after the lockdown 

lifted off in the month of June. Those who had lost their capital or sustained great losses in their business 

were unable to regain those back and complained of being heavily in debt. Additionally, many who had lost 

jobs during the lockdown were unable to find other jobs because the overall economic situation was not 

favorable. He said, “The situation has improved but not completely, many have begun working, some are 

getting the job, some are not. So, they are in a very bad condition now” (28 years old male, Community 

leader, Host).  

According to some of the qualitative respondents, some ultra-poor households from the host community 

received cash incentives from the GoB during COVID-19 lockdowns. These cash incentives were provided 

under the National Social Security Strategy through the Social Security Policy Support (SSPS) Programme. 

Under the social allowance cluster, cash incentives were allocated to individuals or households. In addition, 

there are also some special cash allowances for PWDs, widows, elderly persons under the social safety net 

programs of the government of Bangladesh which eligible Bangladeshi citizens are entitled to get. Those 

allowances and cash supports are provided from the union parishads and usually, the male members of the 

family collect those.  As mentioned by one female respondent from the host community, 

“Only few [selected] families including us [from this area] got the relief from the government and 

the NGOs. One morning they [relief distributors] came and announced [the relief] and my husband 

went with them. Men from other [selected] families also went with them. They came back with some 

cash.” (35 years old female, House maker, Host) 

Section Three: Impact on Household Food Security 

FDMN Community:  The research findings revealed that the economic impact of the lockdown had a direct 

effect on household food security FDMN community, as mentioned earlier. In the quantitative survey, the 

level of household food security was measured in terms of household food consumption and food stocks. 

Figure 10.3 presents reported food consumption levels among the survey respondents compared to pre-
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pandemic levels of consumption. Compared to the pre-pandemic period, half of the FDMN HHs 

participated in the survey reported a decline in food consumption levels. FDMN respondents reported that 

during the 9 months of the pandemic started in Bangladesh (April – December 2020), their families had to 

skip meals for on an average of 26 days and around half (51%) of the surveyed households mentioned that 

they could manage only rice on an average 1-3 times in a month. Overall, 65% of surveyed FDMN HHs 

reported running out of food due to lack of money in the past 9 month of data collection (April -December 

2020).  To deal with food shortage, about 70% surveyed FDMN HHs reported borrowing food, 66% eating 

less food than their requirement and 56% borrowed money to buy food. Only 8.5% of FDMN HHs reported 

having food stocked in their houses. These findings raised question on the food rations provided in the 

camps, which our qualitative assessments tried to explore.  

In the qualitative interviews and FGDs, respondents reported that the allocated rations decreased for the 

FDMN households, since the pandemic began. As reported by the respondents, food ration is given on 

monthly basis to each family and size of the ration depends on the number of family members. However, 

as respondents reported, the amount and number of items in the ration had been reduced during the 

lockdown, and the families and persons who are solely dependent on ration suffered a lot. During lockdown, 

they did not receive adequate food for the entire family. Most of the adult female respondents mentioned 

that, the quality of the food rations was also not good and often they received rotten food. Additionally, 

they also mentioned that the baby food they received was also inadequate for their children. Male 

respondents also reported getting less chilies and no onions in their ration buckets. According to one adult 

female participant, “We got rotten fish and potatoes. How can we use that? Sometimes they did not give us 

onions. And the rice was not enough for the whole family. Then how can we eat properly?” (30 years old, 

Homemaker, FDMN).  

Additionally, respondents mentioned that due to shutdown many camp residents suffered from the lack of 

their choice of food. During a group discussion with adult men, one of them said, “We could not manage 

fish and meat as the local markets were forced to close down” (28 years old, Service holder, FDMN).  

Coupled with the lack of money to buy additional food, the camp residents were in a dire situation regarding 

food security. This was exacerbated for the women in the community as they compromised their own food 

portions to feed their children and husbands. According to an adolescent girl, “My mother first gives food 

to my father, my sister and me. Then she eats. Sometimes there is less food in the family. So, she either eats 

very little or starves” (12 years old, Unemployed, FDMN). 
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Table 10.3: Coping with food shortages 

 Host community (%*) FDMN (%*) 
 Male 

(N=119) 
Female 
(N=500) 

Total 
(N=619) 

Male 
(N=) 

Female 
(N=) 

Total 
(N=) 

Ate less food 66.39 66.80 66.72 64.03 66.03 65.62 

Borrowed money to buy food 57.98 60.60 60.10 58.27 55.41 56.01 

Borrowed food 53.78 55.80 55.41 70.5 69.64 69.82 

Arranged/collected food from 
others 

36.97 39.40 38.93 27.34 30.93 30.18 

Did not eat/starved 23.53 28.00 27.14 16.55 23.34 21.92 

Others 7.56 10.00 9.53 3.60 8.73 7.66 

 

Host Community: Compared to the period before the pandemic, most of the host community survey 

respondents (almost 69%) reported a decline in food consumption (Figure 10.3).  In addition, the survey 

respondents reported in the last 9 months prior data collection (April – December 2020) that they had to 

skip meals on an average for 22 days and had less food at home that their required amount for on an average 

24 days due to lack of money to buy food. Also, around 65% of HHs reported running out of food due to 

less money available for buying food. To cope with household food insecurity, host community survey 

respondents reported eating less food (67%), borrowing money (60%) to buy food and borrowing food 

(55%) from neighbors/relatives. About one third of the respondents (27%) also reported starving sometimes 

(Table 10.3). 
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The qualitative data found that, host community people faced overwhelming difficulties to manage three 

meals a day during the lockdown period. It is evident from the data that food security issues in the host 

community were directly related to the negative economic impacts faced by certain socio-economic groups. 

The adult male respondents added that daily wage earners, small shopkeepers, and rickshaw pullers were 

some of the most affected and vulnerable to food insecurity, as they were unable to work and earn money 

and consequently were unable to manage food for their families. Additionally, single female headed 

households suffered greatly as they lost their only source of income. As these people lost their jobs and 

could not earn enough money, they often could not afford to buy adequate enough food supplies for their 

families. According to one of the adult male respondents, “There are many people here who are day laborer 

who live from hand to mouth. When there was a lockdown, there was no way to leave the house. So, they 

suffered a lot. They could neither do jobs nor business, so they faced a lot of hardships. For example, there 

are three houses near the mountains. They all live from hand to mouth. I had heard they ate one meal a 

day” (34 years old, Farmer, Host).  

 

Moreover, qualitative findings found gendered vulnerabilities and similar to the FDMN women, host 

community women suffered more compared to men, as they prioritized their husbands and children first, 

while distributing the limited amount of food they were able to procure. One woman said, “How can I eat 

without feeding my child and my husband? They ate and then whatever is left, I eat” (26 years old, 

Homemaker, Host).  Additionally, adult males reported that many families had to eat rice only with chilies 

and salt. Was sometimes unavailable during the lockdown. Many families had to skip meals and sometimes 

starved for days. Moreover, due to the lockdown, food prices increased as transportation was limited and 

there were food shortages in the markets.  

 

Section Four: Impact on Mental Health 

FDMN Community: The survey data revealed the impact of COVID-19 among FDMN community. As 

mental health consists of a broad spectrum of areas, we used the Patient Health Questionnaire (PHQ), 

specifically PHQ-9 (a diagnostic tool to measure depression) in the household survey to assess the mental 

health impact. Figure 10.4 presents descriptive responses of the primary survey respondents of FDMN HHs. 

Around 41% of respondents reported having trouble in falling asleep at a frequency of several days, 39% 

reported feeling depressed and trouble concentrating on things like reading newspaper or watching TV 

(29%).  
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Qualitative findings showed that the absence of work opportunities made the adult and adolescent males of 

FDMN anxious and stressed. One adolescent male respondent said, “It has been really hard after I lost my 

job. I am trying to do something to better our situation, but I do not know what to do. I can’t sleep because 

I keep worrying about our situation” (17 years old male, Unemployed, FDMN).  

Additionally, the adult females echoed similar anxieties and cited food insecurity as one of the biggest fears 

facing households. During a group discussion, female respondents emphasized their worries that the lack 

of adequate food would affect their children’s health. A mother of 4 children shared her tension, “I already 

can’t give my children many things. Now if I can’t even give them the food they need, then what will happen 

to them?” (27 years old female, Homemaker, FDMN).  

Moreover, during an interview with a young pregnant mother, she mentioned that she was worried about 

her pregnancy and what would happen to her health care needs and delivery in the middle of the pandemic. 

She had another young child of four years old, and she said that when she was pregnant with that child, she 

was much happier. In her own words, “I was much happier then (when pregnant with her first child). Now, 

I keep thinking about what will happen in the hospital and how I will go when there is Corona everywhere.” 

(22 years old, Homemaker, FDMN).  

In a group discussion with adult male respondents, they mentioned the fear of COVID-19 in the beginning 

of lockdown, which was in (27th March 2020). This was especially magnified when they heard that a few 

camp residents were infected and taken to isolation centers. The fear and helplessness created immense 
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pressure on them psychologically. Some female respondents shared similar experiences and one female 

adult narrated her how she could not even sleep properly since COVID-19 started.   

 

Moreover, few female youths, and adolescents mentioned having worries and anxieties about this disease. 

The fear of being infected with this virus, and the risk of the infection of their families impacted their 

emotional state and well-being.  One of the adolescent girls said, “I was so tense when I first heard about 

this disease…. I was overthinking about what would happen to me, and my family if we get infected…. Since 

we did not know what would happen to people who got infected with Corona, we got so scared initially.” 

(15 years old female, Unemployed, FDMN).  

Host Community: It is alarming that 43% of surveyed host respondents’ respondents reported feeling 

depressed at a frequency of several days. As shown in Figure 10.5, survey respondents also reported having 

poor appetite or overeating (41%), trouble falling asleep (35%) or concentrating on things (33%).  

 

The qualitative data in the host community, found that adult male and female respondents mentioned that 

they were worried about their financial situation during the lockdown, which added to their stress and 

anxiety. Additionally, adult and youth male respondents were also worried about possible job prospects 

after the lockdown. One female adult respondent mentioned, “We three were living on the earnings of one 

member. Now that earning is also gone. This makes me worry what is going to happen?” (30 years old 

female, Homemaker, Host).  
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Although the community people previously mentioned that due to the lack of cases of COVID-19 in the 

community they were not afraid of the disease, some people mentioned that they were worried about family 

members living abroad, as they had heard and seen on social media that the situation seemed to be worse 

in other countries.  

Moreover, the stigma surrounding COVID-19 also added to people’s stress as they had to hide their 

symptoms in fear of being ostracized by the community. This stress was mainly reported by   the elderly 

and PWD respondents, Respondents, both male and female, in the community. This may be due to their 

perception of being more vulnerable to COVID-19 and they were worried about passing this on to their 

families. Moreover, some community members said they were afraid that if they caught COVID-19 they 

would be taken away to isolation centers and the community would stigmatize them and abandon their 

families. This fear was particularly dominant among the male elderly and female PWD respondents. One 

female PWD respondent mentioned that she had all the symptoms of COVID-19 during lockdown but she 

did not tell anyone about them because she was scared that her neighbors would call the hospital and police 

would come and take her away. She did not know where the authorities took COVID-19 patients; she had 

only heard about isolation centers and did not want to visit one. In her own words, “Even my mother-in-

law had symptoms. I did too. But I couldn’t dare to tell anyone. They (the authorities) had already taken 

away an old lady when she had symptoms of Corona. I did not want that.” (29 years old female, 

Unemployed, Host).   

Similar worries were echoed by a lactating mother about her son’s baby formula and her family’s ability to 

buy that. She said that due to the lockdown, her husband had lost his business and was not earning well. 

She was extremely anxious that soon, they would be unable to buy her son’s food and he would suffer from 

hunger.  

According to an elderly male respondent, many people were worried about their family members living 

abroad. In his own words, “Everyone was in distress and it is very natural. Somebody has their brother 

abroad; somebody has their parents or their son. They were very tense. Because they could not fathom the 

situations which were in the foreign countries and that is why they got so tense and worried.” (69 years old 

male, Unemployed, Host).  

On the other hand, some female adolescents mentioned that they were worried about their education and 

the continued closure of schools. Some of them were HSC11 and SSC 12candidates and were worried about 

their exams. One of them narrated, “I don’t know what will happen to my education. Will I give the exam 

 
11 Higher Secondary Certificate examinations; taken at the end of year 12 in Bangladeshi high schools  
12 Secondary School Certificate examinations; taken at the end of year 12 in Bangladeshi high schools  
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or not? It stresses me sometimes that everything is so uncertain.”  (16 years old female, Student, Host).  

Additionally, the male youth respondents mentioned that COVID-19 had restricted their mobility and 

hampered their social lives, which made them depressed and sad. As one of them said, “Right now we can’t 

even go anywhere or do something, since the Corona outbreak. We just have to sit at home and that doesn’t 

feel good.” (19 years old, Student, Host). 

On the other hand, some adult and youth male respondents mentioned fears and anxiety around how their 

lives would unfold after lockdown and how they would gain back the financial losses incurred due to 

shutdown of their businesses etc.  

Section Five: Impact on non-COVID-19 health seeking behavior 

FDMN Community:  The quantitative findings from the survey found that the time period for health 

seeking was restricted to 15 days for our selected HHs.  

Table 10.4 presents first point of contact for seeking healthcare by the HHs with illness episodes in the last 

15 days. Around 75% of the FDMN surveyed HHs reported at least one ill person in the HH, over past 15 

days preceding the interview. Among FDMN families, the most reported first point of contact for seeking 

healthcare were local drug shops/pharmacies13 (37%), ‘Burmese Doctors’ (31%), and certified public or 

private MBBS doctors (22%). Although FDMNs are supposed to get free treatment in the health center 

inside the camps, however, the FDMN respondents (who had history of illness episode in last 15 days prior 

the interview) reported spending money for consultation, buying medicine and diagnostic tests – reported 

average expenditures were BDT 119, BDT 1,370 and BDT 502 respectively (Figure 7.6). This expenditure 

might be due to their care seeking practice as mentioned above.  

During the qualitative data collection in the FDMN community, some male and female adolescents and 

youth mentioned that they did not observe and experience any impact in accessing health facilities and 

services. Since the majority of the camp residents visit hospitals and health posts within the camps, they 

did not face any issues in accessing these services. Especially because these services were deemed essential 

and hence were kept open even during the lockdown period. Additionally, according to some of the female 

adult respondents most of the health facilities including services for pregnant and lactating women were 

open during the lockdown. During an informal discussion, one adult female respondent mentioned that her 

neighbor had given birth at the nearby hospital and had received adequate service.   

However, some of the elderly male, adult males and females mentioned that despite these facilities being 

open, they had inadequate human resources. Some female adult respondents shared that when they visited 

 
13 Local drug shops/pharmacies are mostly unregistered/unlicensed retailed drug shops run by local unqualified/untrained people.   
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hospitals, the doctors did not provide them with medicines. They also shared that if the doctors perceived 

that the patients ‘were talking too much’, they are often scolded and given only vitamin tablets, leaving 

many dissatisfied. Language barriers, power relationships and mistreatment, further intensified these 

feelings of resentment towards the providers and doctors. One of them said, “They (the doctors) only give 

us vitamins and paracetamols. They don’t check us and don’t even listen to what we say.” (26 years old 

female, Homemaker, FDMN). According to one adult female respondent, many of the community people 

are not keen to visit health care facilities anymore as the staff of the healthcare centers do not treat them 

properly and misbehave. There was a general feeling in this community that there was a lack of empathy 

and care given to patients and an unwillingness to provide services.  

Another barrier was seeking permission from local authorities to leave camps to access services.  The 

female respondent complained that they cannot visit hospitals far from the camps as they need money and 

permission from the CIC to do so. She shared, “If we could, we would go outside to Ukhiya and Cox’s 

Bazar to see the doctors there. But we can’t. So, we have to go to these people (doctors in the camps) but 

we don’t want to. They don’t listen to us. So, what is the point of going there?” (27 years old female, 

Homemaker, FDMN). 

Another adult male participant added that if they go to the CIC to ask for permission, he says that there are 

doctors within the camp already and so they were forced to go to the hospitals within the camps. Some 

elderly females      cited the long wait times at these facilities as a cause for concern. The wait times became 

lengthier due to the lack of doctors available. According to one female elderly respondent, “We used to 

stand in the queue to get the medicine in the morning. If we could not get those, then we buy those from the 

local pharmacy...If a fit person stands in that queue, undoubtedly, he/she would have fallen sick” (68 years 

old, Unemployed, FDMN). Another adult male respondent echoed the same issue and said that although 

there was different serial for male and female patients, they had to maintain long queue. Hence, in the 

FDMN community, there was a preference for visiting Burmese doctors (informal local providers) and local 

drug seller  shops. Some male respondents also mentioned that visiting Burmese doctors were expensive 

for treatment, however it was effective.  
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Table 10.4: First point of contact for non-COVID-19 health care for HHs with illness in the last 15 

days in FDMN and host community 

 Host community (% of 
Responses*) 

FDMN community (% of 
Responses*) 

 Male Female Total Male Female Total 

First point of contact for general healthcare 

Certified public/private MBBS doctor 47.83 43.45 44.35 20.9 22.51 22.09 

Local drug shops/pharmacies  33.33 37.08 36.31 38.81 36.65 37.21 

Village doctor (host community)/Burmese 
doctor (FDMN) 

20.29 23.97 23.21 11.94 38.22 31.4 

Paramedics 7.25 4.49 5.06 14.93 12.57 13.18 

Self-medication  1.45 1.87 1.79 4.48 1.57 2.33 

Camp hospital - - - 5.97 3.66 4.26 

No treatment sought  1.45 2.62 2.38 5.97 3.66 4.26 

Others 2.90 8.99 7.74 5.97 4.70 5.04 

Total cases (n) 69 267 336 67 191 258 

*Note: Percentages of responses does not add up to 100% as this was a multiple response question 
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HOST Community: Among host community HHs participated in the survey, around Three quarters of our 

HHs reported having one or more people suffering some form of illness in the 15 days prior to the interview. 

Among them the most reported first point of contact for treatment were certified public or private MBBS 

doctors (44%), local drug shops/pharmacies (36%), and village doctors (23%). As shown in Figure 10.6, 

they reported spending more than BDT 8,000 (average) on diagnostic tests followed by average BDT 3,558 

for buying medicines.  

The qualitative data found the lockdown contributed to reduced access to local drug seller shops, and 

hospitals. Most adult male respondents reported that during the lockdown the community people had little 

access to the government Upazilla Health Complex14, and even when they were able to go to the health 

complex, doctors were often absent. 

Additionally, some adult male respondents mentioned that hospitals were closed for the first month of the 

lockdown and even after they opened, the doctors did not check the patients properly as they did before the 

pandemic. For instance, the doctors would avoid coming close to the patients, and would have their 

assistants check the patients pressure, pulse etc. and prescribe medication. One adult male respondent said, 

“They (the doctors) did not check us properly. They sat far away. Sometimes the assistant would check us 

and give medicine. Can the assistant treat us like the doctor does?” (42 years old male, Farmer, Host). 

Moreover, there was some fear in the community regarding visiting health care facilities during the 

lockdown as the community people were afraid of coming into contact with COVID-19 patients. 

Furthermore, health services for pregnant and lactating mothers were severely affected whereby some of 

these women had issues during delivery and some chose to deliver their child at home instead of going to 

the hospital. One adolescent girl mentioned that her neighbour had given birth at home because she was 

scared to go to the hospital during COVID-19. Pregnant and lactating women also faced problems in 

accessing ANC15, PNC16, and vaccination services for their children. One lactating mother said, “After I 

had my child, I faced trouble while vaccinating my son or taking my PNC services as well.” 

Due to these reasons, many respondents said they would prefer to receive treatment from informal doctors 

such as “boiddo”. The caregiver of one female PWD respondent mentioned that the informal doctors were 

available throughout the lockdown and anyone could access them for any problems. In her own words, “We 

don’t go to them (informal doctors) for Corona treatment. But we can go for other health issues as they are 

available” (25 years old female, Homemaker, Host). 

 

 
14 Government provided rural health facility  
15 Antenatal care during pregnancy; the first contact with the healthcare system when one is expecting  
16 Postnatal care after pregnancy; care given to the newborn baby immediately after birth and upto six weeks afterwards 
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According to the data presented above, the health seeking experiences and behaviours of the community 

people was affected somewhat during the lockdown. Before the pandemic, community people used to seek 

health services from formal health care providers such as Govt. hospitals, and NGO facilitated hospitals.  

However, during this lockdown, many respondents across age and gender were dissatisfied with the services 

provided from formal facilities. Most of the facilities had inadequate doctors, and service providers since 

the lockdown was announced. Thereby, many respondents continued to prefer informal health care 

providers such as pharmacies, and traditional healers for health treatment. However, this has long term 

implications for the health of the community as informal providers may not be able to provide adequate 

care for many patients. There is an immense impact on pregnant and lactating women if they choose to 

deliver at home, which implications on the health of the mother and the newborn, if there are complications 

during delivery. 

 

Section Six: Gendered Impact of COVID-19  

The quantitative survey was a baseline assessment, and there are no prior estimates available on variables 

associated with gender norms for comparison. Only specific variables related to financial security, safety, 

etc. are available. The gender vulnerability index found that during covid-19 female headed households are 

most vulnerable and were adversely affected due to their gender, and cultural, social, political and economic 

factors. However, qualitative assessments tried to explore whether any changes happened in gender norms 

in both FDMN and the host communities due to COVID-19. The data does not present any transformative 

changes in gender norms that happened due to the pandemic in both FDMN and the host communities. We 

assumed that any changes in gender norms will be captured overtime within the project duration, however, 

some data indicate slight changes.  

FDMN community: Data suggested that the COVID-19 pandemic brought a few changes in the gender 

responsibilities of two households. One adult female respondent, a mother of a physically challenged boy, 

shared that as her husband was staying home during the lockdown, he shared some household 

responsibilities including child’s caregiving which he never did before this pandemic. Likewise, another 

respondent mentioned that the male family members started to extend their support to the female family 

members to some extent. This was because during the lockdown, they had no other work but staying at 

home and relaxing all day long. Thereby, some of them noticed their counterparts struggling with excessive 

household responsibilities that this pandemic brought along. This changed them to some extent to 

acknowledge the household workload that was being handled solely by the female family members. She 

narrated, 
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 “Since this pandemic started, all the male family members started to stay at home as instructed by 

the government. Before this pandemic, my father, and three elder brothers used to stay outside in 

their work station. Thereby, we did not have much work during the day except cooking, feeding the 

youngest family members, and household cleaning. However, when the male members started 

staying at home during the lockdown, our household responsibilities actually doubled. All the 

responsibilities including cooking, cleaning, dishwashing etc. were increased as we had to do those 

quite frequently.  My father noticed that and asked my brothers to do their own work by themselves 

as I have two younger sisters aged between three (3) months to two (2) years to be taken care of. 

Sometimes, my elder brother helped me or my mom to feed them” (17 years old female, 

Unemployed, FDMN) 

Host community: Women are not usually allowed to work outside of their home to earn money. However, 

after the Rohingya influx in Cox’s Bazar demands for female NGO workers from the local host community 

was created as the local dialect is similar to the Rohingya dialect and local people understand and speak 

Rohingya dialect. This has created opportunities for some host community adult women with some level 

of education to gain some mobility and earning opportunities. The males became more flexible with the 

mobility restrictions and have started allowing their female family members to work in the FDMN camps 

as NGO workers/enumerators/ translators. These job opportunities changed the gender norms and also the 

community were accepting these new changes. However, the movement restrictions due to the pandemic 

changed the situation and women were confined at home again. Many of them lost their jobs. As one female 

adult narrated, 

“I used to be a housewife. My husband was a CNG driver, but because of an accident, he had not 

been able to drive for three months. This led to an extreme financial loss, and livelihood crisis for 

my family as we didn’t have any cultivating land or other earning sources left. Moreover, my 

husband did not allow me to be involved in any income-generating activities as he thought females 

were born to do household chores only, and he was capable enough to run the family. I did not 

want to do any job before, as my educational qualifications only offered me a low paid job which 

was very disrespectful in our community. But after the Rohingya influx, some NGOs were providing 

few camp-based working opportunities which was not disrespectful anyways. Therefore, I started 

working as a community health worker with my husband’s permission and was supporting my 

family in that crisis period. However, this pandemic brought me back to that same old situation, as 

I had lost my job since the lockdown was imposed.” (30 years old female, Community Health 

Worker, Host)
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Chapter Eleven 

Impact of COVID-19 on MVGs and Gender Based Vulnerability Index 

This chapter discusses the impact of COVID-19 on Most Vulnerable Groups (MVGs) in the first few 

sections and detailed of the gender-based vulnerability index (GBVI) in the last section. The methodology 

chapter described in detailed the identification process of MVGs. The overarching concept of vulnerability 

has become a ‘contested phenomenon’ – albeit referred to as ‘an elusive concept’ (Moret, 2014), as the 

multidisciplinary scholars made attempts to define the concept from their respective scholarship, ranging 

from social sciences to natural sciences. For example, Uddin define the concept (2021; 111-112) as follows:  

“Vulnerability is a particular state of being that consists of uncertainty, insecurity, and the 

possibility of being harmed – in various ways such as deadly attack, violence, killing, and 

even elimination and extermination from social, political, and physical spaces – in a hostile 

environment created by the state in most cases.” 

According to the definition, vulnerability refers to the fragile conditions of a marginalized community or a 

group of people created by the powerful agencies of the state – through using the coercive devices of the 

state. On the other hand, Morrone et al. (2011: 6) articulate, 

“The notion of vulnerability […] refers to the situation of individuals, households or 

communities who are exposed to potential harm from one or more risks. It also refers to 

the inability of these people or groups to anticipate, withstand, and recover from the 

damage resulting from an adverse shock.” 

While understanding the above-mentioned definition of vulnerability, it can be articulated that economic 

difficulties or lack of financial resources caused due to an adverse shock resulted in harmful situations of 

households or communities. Furthermore, Chamber (2006: 33) made attempts to define the vulnerability in 

broader way as follows: 

“Vulnerability […] refers to exposure to contingencies and stress, and difficulty in coping 

with them. Vulnerability has thus two sides: An external side of risks, shocks, and stress to 

which an individual or household is subject; and an internal side which is defenselessness, 

meaning a lack of means to cope without damaging loss. Loss can take many forms – 

becoming or being physically weaker, economically impoverished, socially dependent, 

humiliated or psychologically harmed.” 



Recommendations to inform practice and policy 

 

Page | 89  

This definition highlights the external and internal risk factors resulting in the harmful situations of 

communities or households which might be more vulnerable than other households due to socio-economic 

and ethnic identity; these factors also lead to the humanitarian crisis such as economically impoverished, 

socially dependent, humiliated or psychologically harmed. This definition includes a number of attributes: 

Economic difficulties or lack of financial resources, social exclusion, lack of social support from social 

networks that created adverse impacts on communities or a group of people. Therefore, the definition of 

vulnerability varies across disciplines. While different disciplines – e.g., economics, environmental science, 

and disaster management – provide the conceptual meaning of vulnerability: describing number of 

attributes such as poverty dynamics, food security, sustainable livelihoods, and ecology, this study makes 

maiden attempts to understand the overarching phenomenon of vulnerability from the points of 

Respondents’ views.  To keep that in mind, this chapter is divided into five sections: pregnant or lactating 

women, adolescents (10-19 years), Single female headed households without any income or low income, 

elderly (65+ years), and persons with disabilities (PWDs).     

Section one: Most vulnerable groups:  

The qualitative formative assessments found the communities’ perspectives, views and reasons for these 

groups being identified as the most vulnerable in their respective communities.  

FDMN community: All categories of respondents identified almost the same groups of people as 

‘vulnerable’ within the FDMN community. Across both male and female groups of respondents, economic 

vulnerability was highlighted as one of the primary drivers of vulnerability because without access to money 

people faced severe food security issues. The most vulnerable groups identified by the FDMN community 

included,   

Table 11.1: Most vulnerable groups among FDMN amid COVID-19 pandemic and the reasons 

behind their vulnerabilities 

Most vulnerable groups Reasons behind the vulnerabilities 
 
Families having five to six female 
members 

Families having five to six female members in the house are 
considered vulnerable as women cannot earn money because of 
the cultural restrictions, they are not allowed to work outside. As 
a result, they become a burden to their families and the families 
also struggle financially. Marrying off daughters can be a huge 
economic cost for families due to dowry expectations and 
demands. Laws also favor males in terms of property rights and 
there are greater economic opportunities for males in general. 
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Most vulnerable groups Reasons behind the vulnerabilities 
Males are generally viewed as the rice winners for the family and 
women are seen mainly as caregivers in the home. 
 

Families who have several girls 
who are of marriageable age 

Families who have several girls who are of marriageable age and 
are poor with little income are vulnerable. This is due to the 
existing dowry system in their community. One wedding costs 
around 2.5 lakh BDT equivalent to around 3707 CAD as the 
bride’s father/family is expected to provide goods and or cash, 
which include “Khaat palong” (bed and mattress), “chula” 
(stove) and other household items to the groom’s family for the 
newlywed couple. This is an economic burden difficult for a 
father, especially if he doesn’t have any income.  
 

Families without any male 
member 

Families without any male member usually means there is no 
income, and there is an increased risk of insecurity with fears of 
thefts, violence and robberies etc. The female members of these 
families are at greater risk of sexual abuse and even sexual 
assault and rape by other men in the community. General 
insecurity and harassment and keeping girls safe is also a huge 
concern for families to maintain their family honor and reputation 

Women without husbands (either 
husband died or abandoned her or 
they have divorced) 

They are vulnerable due to lack of safety and social security. 
They tend to be continually harassed and fear sexual and other 
form threats from men in the community.  
 

Families with an elderly 
parent/father or without a father 

An elderly father is considered as the burden to the family as he 
is unable to financially contribute to the family. No father means 
no source of income for the family. Males have mobility and 
there tends to be diverse economic opportunities for males 
compared to females, which means more income earning 
opportunities.  



Recommendations to inform practice and policy 

 

Page | 91  

Most vulnerable groups Reasons behind the vulnerabilities 
Families not getting ration17 If the families do not get regular allocated rations, then they have 

to completely depend on their very limited income or earn money 
which is very difficult to manage in the camps, with all the 
restrictions placed on them as refugees with little rights. A group 
discussion with male community leaders revealed that there are 
around 400 Rohingya families who have refused taking any 
ration from any organizations as a protest for their perceived 
violation of rights. Those families perceived that they should 
have get refugee status and should be allowed to live the way 
they want. These families completely depend on their limited 
income and earned money through daily work in construction 
sites, fish markets etc., or even liquefy their personal items/assets, 
household objects etc. However, during the COVID-19 lockdown 
these opportunities were shrunken and livelihoods were difficult 
to manage and hence these households solely depended on their 
neighbors for borrowing money or food. 

Families who solely rely on ration 
(do not work) 

They are vulnerable as they don’t have any other income source 
and ration itself is not enough for meeting all their needs. They 
cannot eat according to their desires, for example for those who 
crave fish and meat do not receive this in the rations provided. 
One woman stated, “We are more vulnerable than the prisoners. 
Even in the jail, prisoners get to have meat and fishes once a 
week, but we could not manage those once a month). 

Persons with disabilities “Haat bhanga” (broken hands), “Lula” (one legged), “Matha 
kharap” (mentally challenged), and “Brain noshto” (mental 
degeneration) are vulnerable groups because they are unable to 
earn their own livelihood and thus have to be economically 
dependent on others. On the other hand, some other male adults 
mentioned they are vulnerable because some of them also require 
assistance as they are unable to eat on their own or need support 
to go to the toilet. In their own words, “they (persons with 
disability) need someone to feed them, and even to help them to 
go to toilets or for managing defecation and urination (referred 
to those who are bedridden). That’s why they are vulnerable.” 

 
17 FDMNs defined ‘ration’ as “rice, dal, oil, chilies, onions, potatoes and some amount of taka (935 taka) they get 
from NGOs/governments regularly, which they can redeem for groceries”. To them ‘relief’ means any product 
(mostly masks) distributed/supported by any NGO or government as COVID response.  
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Most vulnerable groups Reasons behind the vulnerabilities 
 

Elderly people 

Elderly people identified themselves as vulnerable because they 

have to depend on others for taking care of them. In addition, the 

availability and accessibility to healthcare (both health centers 

and to Burmese doctors) for elderly people also decreased due to 

the pandemic and they cannot get required healthcare.  

Orphans and pregnant mothers They are vulnerable because the orphans don’t have anyone to 

take care of them and pregnant mothers are vulnerable because 

they can be physically constrained and at the later stages of the 

pregnancy are dependent on others for support.  

Women who don’t have any 

children 

Women who don’t have any children, especially a male child are 

vulnerable as they are socially stigmatized. One adolescent girl 

said, “who will take care of those who have no husband or son?” 

Women Women in general are vulnerable as they are not allowed to do 

work outside for earning money because of mobility restriction 

Suspected COVID-19 infected 

families 

Suspected COVID-19 infected families in the camps are viewed 

as vulnerable. Persons who are not “alomdaar” (educated) are 

vulnerable as they are seen as deprived of better economic 

opportunities and networks and due to pride and shame and 

honour annot share if they have a huge loss in income and 

livelihood, as they are considered to be better off households in 

the community. Some have lost their jobs but cannot beg or ask 

for help out of shame and many may not get any jobs or will only 

get informal jobs, which will pay a much lower wage. This better 

off income categories include NGOs volunteers and teachers 

 

Host Community: Different groups of respondents shared mostly similar ideas regarding vulnerable groups 

and identified almost the same groups of people as ‘vulnerable’ within the community. Across both male 

and female groups of respondents, economic vulnerability was highlighted as one of the primary aspects of 

vulnerability because without access to money people faced severe food security issues. The most 

vulnerable groups identified by the host community included: 
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Table 11.2: Most vulnerable groups among host community amid COVID-19 pandemic and the 

reasons behind their vulnerabilities 

Most vulnerable groups Reasons behind the vulnerabilities 
 
Day laborers  
 

The day laborers were deemed most-vulnerable due to their poor 
economic status as they had to rely on income source on a daily 
basis. Life was not secure not stable. During lockdown, all the 
work-related opportunities no longer exist or have been stopped, 
by the government due to the situation on the ground. This means 
no-income for day laborers and in many cases, they were 
exhausting their savings.  

 
Persons with disabilities PWD’s were identified as vulnerable due to their “Durbolota” 

(physical limitations) such as being unable to walk, speak, hear 
and inability to work as much or as fast as other people. These 
limitations hindered them from working compared to other 
groups of people who do not have these limitations. Most of the 
PWDs were dependent on others for livelihood and food support 
and they are considered as a burden to their families.  Moreover, 
their physical inability made them vulnerable because it hindered 
them getting married. One female caregiver of a PWD 
said;“kotha bolte parle biye hoto onar (the PWD) (if she could 
talk, she would have got married)” This affected her mental 
health as she mentioned to her caregiver that “Kharap lage” 
(feeling sad) and that she felt “Koshto” (in pain) as everyone else 
in the community was able to get married. 

 
 
Elderly people The elderly was also identified as vulnerable because of their age 

and declining mental and physical capacity. Likewise, the 
PWDSs, many of them were dependent on others for livelihood 
and food support and they are considered as a burden to their 
families. They had limitations in terms of access to work and life 
and often remain excluded or invisible  
 

 
Women The women were identified as vulnerable because they were 

unable to work and earn as much as men which made them 
dependent on the male members of the household for livelihood. 
Additionally, there are social and cultural restrictions on 
women’s mobility where they are not allowed to go outside the 



Recommendations to inform practice and policy 

 

Page | 94  

Most vulnerable groups Reasons behind the vulnerabilities 
house, and this added to their emotional and mental turmoil as 
they needed to stay inside all the time.  

 
People who worked in various 
organizations (NGOs) in the 
FDMN camps 

People who worked in various organizations (NGOs) in the 
FDMN camps were vulnerable because during lockdown they 
lost their jobs and were perceived to be more susceptible to 
COVID-19 infection because of their exposure in the FDMN 
community. 

women with no formal education, 
especially widows and separated 
women with no formal education 

Women with no formal education, especially widows and 
separated women with no formal education were vulnerable 
because they could not manage their own livelihood. The lack of 
training meant that these groups of women could only work as 
day laborers (e.g. Rastai kaj kora, Rajmistri, rickshaw puller, 
kamla etc.) and due to COVID-19 there were less or almost no 
opportunities for manual labor in the community thus making 
them economically vulnerable. Additionally, in the case of 
widows or separated women, they had no husbands to provide 
livelihood for them 

Children 
They were identified as vulnerable because their education was 
hampered and had not resumed since the beginning of the 
pandemic.  
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Section Two: Impact on Pregnant or Lactating Mothers 

This section highlights the status of maternal and prenatal health care systems during the pandemic. 

Therefore, both communities provide their insights, what they have experienced during the pandemic.  

FDMN community: In terms of availing ANC and PNC services and child immunization, rates were found 

to be somewhat similar between FDMN and the host communities. The majority of FDMN respondents 

reported delivering their last child at home (63%), twice as much as at NGO hospitals (30%) (Table 11.3). 

The qualitative study in the FDMN community also found that most pregnant and lactating mothers did not 

have any issues in availing health facilities during the lockdown. According to many of these women, 

hospitals within the camps and various health posts stayed open and if someone wanted to visit, they could 

go to these places. One lactating mother said that, “I heard some services will always stay open here and 

hospitals are one of them. So, there was no issue.” (25 years old female, Homemaker, FDMN). However, 

one young pregnant and lactating mother shared that she was concerned about her delivery during the 

pandemic. She did not know what would happen to her or her baby if someone contracted the disease 

(referring COVID-19) from the hospital. According to her, this anxiety was heightened when she thought 

about all these issues. On the other hand, a few pregnant women did not face any issues during the 

pregnancy. They gave birth to their babies at homes with the aid of fellow neighbors; the following case 

story (Case Story-1) provides some insights regarding the issue.    

Case Story-1 

Khadija (pseudonym), 24, female. Khadija was a few months pregnant when the lockdown started in the 
FDMN camps. She was not much bothered by the lockdown as it did not affect her daily life as much. 
Even before the lockdown, she would stay within her home and only venture out to the nearby houses to 
spend time with her neighbours. During the lockdown, the only change was that she could not sit with her 
neighbours and gossip. However, since she was pregnant, the time passed swiftly as she awaited her child’s 
birth. Khadija had not visited a health facility to get any service for her pregnancy, she was not aware of 
such services and did not want to avail these. In her own words, “I don’t know of these services. I never 
took them. Then why should I now?” During the lockdown, one day, she felt her labour pain, but at that 
time no one was at home with her. Khadija did not have any option but to simply lie down and call out to 
her neighbour, who came and assisted her during the delivery. Her baby girl was born at home, without 
any assistance or complications that Khadija knew of. She said, “See, she is healthy and so am I. Why 
should I then go to the hospital? My mother also gave birth to me at home and we are all fine. This is just 
how things are.” 
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Since women in the FDMN community usually stay at home, they may not be comfortable or willing to 

visit health facilities during pregnancy. 

Table 11.3: Current utilization of mother and childcare services 

  Host FDMN 
  n % n % 
Received ANC 454 92.46 322 94.63 
Received PNC 244 70.42 126 64.62 
Child/children immunization 338 96.96 191 97.96 
Delivery place of last child 

    

At Home 140 40.35 123 63.08 
Upazilla Health Complex (UHC) 69 19.88   
NGO Hospital 62 17.87 59 30.26 
PHC 1 0.29 7 3.59 
Private clinic/hospital/chamber  24 6.91   
Sadar Hospital 19 5.48 1 0.51 
Community clinic 7 2.02 2 1.03 
CHWs   1 0.51 
Burmese doctor   2 1.03 
Others 25 7.2   

 

Host community: In the quantitative survey, around 38% of host respondents reported a disruption in 

availing PNC services, nine percentage points higher than ANC services (29.3%). The reduction in 

available PNC services is 1.3 times lower than that of ANC services (Table 11.3). However, child 

immunization rates remain high (97%).  Home deliveries are most reported (40%) among the host 

community followed by deliveries at government UHCs (20%) and NGO hospitals (18%).  

The qualitative data from the host community found that pregnant and lactating mothers were at a 

heightened risk of being affected physically and mentally. Throughout their pregnancy and lactation period, 

they were found to face different challenges in terms of accessing required health services including 

antenatal care, postnatal care, and vaccination. Some of the pregnant individuals shared their struggle in 

this regard. According to them, during the lockdown, they had to suffer immensely to avail healthcare 

services. There were limited hospitals and facilities that provided care for pregnant women, especially 

delivery care. Therefore, they had to face difficulties regarding the availability, and accessibility of the 

services and thus the susceptibility of excessive stress and worry among them.  

Furthermore, their food consumption was also affected due to the insufficiency of food. Though the 

pregnant and lactating mothers were suggested to take a proper diet, which included sufficient protein, 
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carbohydrate, vegetables, and minerals. Because of the lockdown, they did not have a proper diet., They had 

to change the regular food habit patterns because the pandemic exacerbated the food insecurity of the 

community. Consequently, this kind of hardship affected their mental well-being that was much required 

during that time.  Thus, they became even more vulnerable during the pandemic.  

Case Story-2 

The following case story reflects the vulnerability of a young mother who resided in the host community.  

The COVID-19 pandemic exacerbated her vulnerability. Tuli (pseudonym), a 21-year-old pregnant 

mother, heard about COVID-19 just a few days before her delivery in March 2020. Her labor pain started 

on 24th March, two days before the lockdown. Initially, she attempted a delivery at home. However, due 

to some complications, she had to be taken to the hospital where she was not treated well. She said, “The 

doctors and nurses did not show cordiality, and care. My labor pain was increasing abnormally. Due to 

the unbearable pain, I pleaded with the doctors to do a C-section. I thought I would die. The doctor heard 

my request but did not pay any heed. He rather harshly told me that they would not do any C-section. I 

must go to another hospital, but I have to leave a signature there saying that I had gone to the other 

hospital according to my will.” 

She was then taken to another hospital. However, due to the lockdown, they had to wait for a while as 

there were no vehicles available. Those moments were really unbearable as Tuli narrated: “That 20 

minutes felt like a lifetime. I felt every second of that time.” At the new hospital, the heartbeat of the child 

was undetectable. Thus, an emergency delivery was required, but there were no doctors. Tuli lamented, 

“I started bleeding…. situation turned more complex and serious within a few minutes. Hospital authority 

tried to bring the doctor from another hospital, but I was refused since those doctors had other patients 

to attend. None were there who could refer me to another hospital…. O Allah! Those memories are like 

a nightmare to me”.  After a lot of struggles, Tuli was referred to a hospital in Cox’s Bazar. She lost 

consciousness when she was being taken to the ambulance.  She gave birth to a baby boy on 28th March 

after the successful C-section in the hospital at Cox’s Bazar. But Tuli endured immense pain due to the 

imposed lockdown. In her words, “I faced so many obstacles because of this coronavirus and lockdown. 

This would not happen if there was no coronavirus induced lockdown. The doctors and nurses would 

have been very cordial.”  

 

Similar to Tuli (Case Story-2), there were many pregnant and lactating mothers who endured a lot of 

hardship to avail required health services after COVID-19 started. Adequate doctors, nurses, and other staff 

were not available, who could attend emergency cases.  
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Section Two: Impact on Adolescents 

FDMN community: Similar to the host community, a huge impact on adolescents from the FDMN 

community is on education, with 72% reporting a stop in education over this period. Roughly 1% reported 

continuing education online, while around 6% reported going to Madrasas in the camps. In regards to safety 

and security, a large portion of FDMN adolescents reported that they felt ‘very safe’ (45%) going out at 

night, whereas 34% reported feeling ‘somewhat unsafe’, with little differences between male and female 

adolescents. Results are similar for reporting feeling not safe at all. In terms of reasons for not feeling safe, 

most FDMN adolescents had a fear of being mugged or physically attacked (72%), with a large difference 

between males and females (Table 11.4). 

The qualitative data found that adolescents of the FDMN community were comparatively less affected by 

this pandemic. Adolescent girls could not identify major changes that this lockdown imposed on their lives.  

Most of them were not studying before this pandemic and stayed at home. Additionally, adolescent boys in 

the community also did not report any changes in their lives due to the pandemic. They had mobility within 

the camps and for the most part, continued with their lives as they did, prior to the pandemic, although some 

of them who held small jobs as informal labourers were affected. However, the qualitative findings found 

high food insecurity concerns as one of the most acute effects of COVID-19 across the FDMN communities. 

Most of our male and female adolescent respondents mentioned the lack of availability of food due to the 

reduction of ration. Apart from that, their food purchase availability also decreased because, some of them 

or their fathers had lost their income source. 

Case Story-3 

Rabeya (pseudonym), a 16-year-old female.  When the lockdown was announced in their camp, her 

family was not getting rations properly: the amount was decreased. Rabeya lives in an extended family, 

which consists of eight members. Her father used to work as a day labourer before this pandemic. 

However, her father lost his income because of the lockdown. Everyone was advised to stay at home 

which added a burden to their lives. In her words, “How could we earn money if we just stay at home. 

Money cannot be earned at home”. In this situation, with almost negligible income, she also reported the 

sudden decrease in their regular allocated ration which added extra burden for their family. She said, 

“They provided less ration throughout the whole lockdown. Therefore, we were eating less. Sometimes 

we eat rice only with salt. We were struggling to eat two times during the whole lockdown” 
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This was the reality of the situation for many adolescents who lived in the FDMN camps. Respondents. 

Some male adolescents also expressed their fears that since each household was in close proximity to each 

other with little barriers between the households, they were all at a greater risk of contracting the virus. 

Additionally, each household consisted of six (6) to eight (8) people on average who were confined within 

one (1) to two (2) rooms, which also added a layer of risk to being infected. As mentioned by an adolescent 

female respondent, “In our 5-yard-long house, we have to accommodate 20 people. This is why we are all 

vulnerable, myself included” (14 years old female, unemployed, FDMN). Additionally, being forced to stay 

inside in such close quarters with family members, particularly for males who were used to roaming around, 

added to their stress and anxiety.  

 

Table 11.4: Perception about safety and security amongst adolescents 

*Note: Percentages of responses does not add up to 100% as this was a multiple response question 

65 72 71
46 45 45

15 15 15

7 11 10

19 11 13
36 33 34

1 1 1 11 11 11

Male Female Total Male Female Total

HOST FDMN

Figure 11.1: Perception about safety about going outside at night (% of 
responses) 

Very Safe Somewhat Safe Somewhat unsafe Not at all safe

 Host community FDMN 
 Male (%) Female 

(%) Total (%) Male (%) Female (%) Total (%) 

Going out       
Very Safe 65.42 72.44 70.9 46.07 44.59 44.94 
Somewhat Safe 14.95 15.22 15.16 6.74 10.81 9.87 
Somewhat unsafe 18.69 11.29 12.91 35.96 33.45 34.03 
Not at all safe 0.93 1.05 1.02 11.24 11.15 11.17 
    
Reasons for not feeling safe       
Fear of being mugged or 
physically attacked 45 47.73 46.88 100 63.64 72.09 

Fear of the dark/night 35 50 45.31 10 9.09 9.3 
Fear of burglary/vandalism 10 9.09 9.38 30 30.3 30.23 
Fear of going out on your own 45 47.73 46.88 70 69.7 69.77 
 Fear of eve-teasing/harassment 35 36.36 35.94 60 48.48 51.16 
Others 0 6.82 4.69 10 0 2.33 
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Host community: A huge impact of COVID-19 and the subsequent lockdown was mentioned to be the n 

shutting down of formal educational institutions (75%). With only 13.2% of HHs reporting their adolescents 

continuing their education via online platforms of these formal education institutions. Other factors that 

made adolescents vulnerable range from safe and security. Table 11.4 presents perception about safety and 

security amongst adolescents from the host community. Surprisingly, in terms of safety, more male 

adolescents felt ‘somewhat’ unsafe about going out; with the fear of going out and the fear of being mugged 

(45%) as the most reported reasons. However, at the extremes, similar reports between males and females 

on feeling ‘not safe at all’, where the greatest difference between female adolescents (50%) and male 

adolescents (35%) was fear of the dark/night. 

In the qualitative data, it was found that in the host community, that COVID-19 had quite an impact on both 

adolescents - males and females because of the disruption of their daily lifestyle. This impact occurred as a 

result of the closures of schools and academic institutions. During the lockdown, their life became 

disorganized, especially their studies were impacted considerably. The lockdown put a long pause in their 

studies due to the sudden closure of all educational institutions, which continues until now. Majority of the 

adolescents were uncertain whether they could attend school and colleges again. Some of the adolescent 

girls shared that they tried to continue their studies at home, as some schools and colleges were running 

classes online. However, they could not continue studying for more than 30 minutes. One adolescent girl 

narrated that, “It’s tough to study without guidance...I could not fully concentrate on my studies” (14 years 

old female, Student, Host).   

Moreover, some of the adolescent boys mentioned lockdown limited their social life within home. Most of 

them suffered through extreme boredom stuck at home. Their outdoor activities such as playing outside, 

and hanging out with friends, and other recreational activities were restricted. They expressed suffering 

from mental anxiety and stress. These circumstances can worsen. A 15-year-old girl shared her experience 

of the impact of the lockdown on her life (case study 4).  
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Case Story-4 

Koli (pseudonym), 15-year-old female, studying in class nine. She lost her mother during her birth and 

her father remarried afterwards. Since then, she has been living with her father, stepmother, and 

stepbrother. Her stepmother could not bear her presence at home, and her father was also not very caring 

to her. Therefore, she understood from an early age that she is all alone in her life. Thereby, she became 

very introverted and was silently working on her dreams. She wanted to study and become famous. Her 

family refused to pay for her educational expenses, so she was managing those on her own. She did not 

trust her family members, and thus, rarely shared her emotions with them; the only safe space she had 

was her school and the friends she made there. As the COVID-19 resulted in the lockdown – which forced 

schools to close, she was detached from her friends and that negatively impacted her mental health. She 

felt lonely and confined. Moreover, she lost her part time job as a tutor and her father lost his job as a day 

labourer as well due to the lockdown and the family was suffering from financial difficulties. In order to 

lessen the burden on the family, her stepmother wanted to marry her off. This made Koli really sad and 

hopeless about achieving her dreams in life. During the interview, she was repeatedly requesting the 

interviewer to help her in any manner possible. She said, "I do not want to get married. I know If I could 

talk to my teacher, they would help me...But see! It is all my bad luck...The school would not be open 

soon, and I would not get any help. My dream would be only a dream. I am feeling so helpless." 

 

This story showed the multitude of vulnerabilities for an adolescent girl during the pandemic. On the other 

hand, when the adolescent boys were asked about vulnerable groups, they identified themselves as 

vulnerable to mental and emotional stress. According to them, boys used to go outside, play on the ground 

and gossip in tea stalls before the lockdown. In addition, some adolescent boys who were not studying were 

involved in various income-generating-activities. One male adolescent said, “Boys are actually outgoing, 

and roam around while girls always stay at home. Therefore, this pandemic only affected the boys’ life, not 

the girls” (16 years old male, Student, Host). According to some adolescent boys, they became dependent 

on technology, and social media during the lockdown. Throughout this time, they were connected through 

mobile, and Facebook with their friends, and spent long hours on mobile phones.  

However, all of these activities came to a standstill due to the pandemic. On the other hand, in most of the 

cases the male adolescents did not seem to perceive females as greatly affected as them and mentioned that 

girls usually stayed at home except going to school. However, but school closures greatly affected young 

girls’ futures, and can result in early marriage for many, if poverty increases in households and school 

closures continue.  
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Section Three: Impact on the Elderly (65+) 

FDMN Community: In the FDMN community, around 84% of elderly respondents had taken or received 

some type of special care. The proportion of the elderly receiving care is ten percentage points lower than 

that of the host community (Table 11.5). The most pressing concerns amongst the elderly FDMN 

respondents were availing transport (76%), personal finances (56%), physical (45%) and mental health 

(39%) (Table 8.3). Overall, less than 50% of respondents believed that the pandemic had created problems 

in their daily lives; but a close to two thirds of these respondents also reported a significant impact (65%). 

This may be accounted for by the lifestyle in the camps, which remained more or less similar. 

The primary impact of COVID-19 on the elderly in the FDMN community was felt   in terms of seeking 

health services, whereby some elderly people were unable to avail the health care services they needed, 

particularly counselling and support for their emotional and mental anguish. This has far reaching impacts 

on the overall well-being health of the elderly population, which is further aggravated by social and 

economic stressors. 

The quantitative data also shows that there was a greater impact on the mobility of the elderly in the host 

community than in the FDMN community which could have been an additional factor in their mental health 

stress. As the elderly were cut off from their social networks and had to stay inside their homes, their stress 

and anxiety may have been compounded. 

In the FDMN community, the qualitative data found lack of knowledge regarding COVID-19 disease 

especially among the elderly women. Most of the elderly respondents mentioned their unwillingness to 

maintain safety measures and they not seem to understand its gravity. When asked about the first impression 

regarding this disease, one 68-year-old elderly female replied that “I'm in a lot of trouble with my own 

problems. I don’t have time to think about this disease. What else do I think? The doctor gave me medicine 

for my knee pain, it was more painful than Corona…What this disease is! We have never heard of this 

disease in our life, so people are laughing more at all these. Now we have also heard that cows and goats 

are being affected by it. What is this!” (68 years old female, FDMN). 

However, some respondents identified the suffering they had gone through in terms of availing health 

services, especially in the lockdown period as outlined in the case story-5 below. 
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Case Story-5 

Marium Banu, a 68-year-old female elderly woman, frequently needs to visit the hospital for her regular 

health check-up. Usually, she goes to the hospital managed by an INGO, which is very close to her 

residence. Her granddaughter would accompany her to the hospital, as she was unable to travel by 

herself.  She preferred this hospital as this was the only place that provided her regular medicine without 

money. This free medicine meant a lot to her as she did not have any earning members in her family. 

Additionally, she could not survive a day without this medicine. However, this hospital was closed for 

one month when the lockdown was announced. At that time, she went several times to the hospitals, but 

returned with a heavy heart. Her knee pain did not let her sleep at night. She did not have any other 

choice but to beg from her neighbours. In her own words, “I didn't need any money for the hospital. 

During the lockdown, I had to pay 400 BDT to get my medicine, which I could collect from the hospital 

without money before the lockdown. Therefore, I was left with no other choice but to beg from my 

neighbours to collect money for my medicine.”   

Similar to this respondent, many other elderly respondents shared similar experiences. However, some did 

not identify any health challenges as they did not have to go to the health facilities throughout this pandemic. 

When asked about COVID-19's impact on health facilities, one elderly respondent shared that all health 

facilities were open and easily accessible by everyone. However, she also mentioned that she did not visit 

any health facility (formal or informal) during the lockdown, so this was based on an assumption of hers 

rather than based on concrete experiences. 
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Table 11.5: Impact of COVID-19 on the elderly 

 Host community (%) FDMN (%) 
 Male Female Total Male Female Total 
Take/have special care as elderly during 
COVID-19 

94.92 94.12 94.38 90.2 78.3 83.7 

Frequency of going outside       
Very often 5 4.27 4.51 2.67 0.71 1.4 
Often 27.5 38.41 34.84 28 19.29 22.33 
Sometimes 3.75 1.22 2.05 5.33 1.43 2.79 
Not much 27.5 27.44 27.46 33.33 37.86 36.28 
Never 36.25 28.66 31.15 30.67 40.71 37.21 
Transport       
Couldn't avail transportation normally  31.34 38.62 36.32 76 76.71 76.42 
Mobility barriers increased due to C-19  52.38 66.07 62.34 25 23.53 24.14 
Received financial assistance (including govt. 
allowance) 

45 32 36.36 2.67 3.57 3.26 

Daily Life       
Do you think pandemic created problems on 
daily life  

65 65.85 65.57 50.67 37.86 42.33 

Severity of impact       
Significantly 75 76.85 76.25 63.16 66.04 64.84 
Moderately 25 21.3 22.5 34.21 33.96 34.07 
A little/somewhat 0 1.85 1.25 2.63 0 1.1 
Concerns during pandemic       
Worries about finances 37.1 43.48 41.5 48.94 61.43 56.41 
Worries about my mental health 30.65 26.09 27.5 42.55 37.14 39.32 
Worries about my physical health 38.71 40.58 40 68.09 48.57 56.41 
Worries about my family’s well being 30.65 34.78 33.5 34.04 34.29 34.19 
Wife may leave me as I am unable to work 6.45 2.9 4 0 1.43 0.85 
Worries about family members falling sick 24.19 18.84 20.5 36.17 38.57 37.61 

 

Host Community: In the host community, the qualitative data recorded the adverse psychosocial health 

consequences of COVID-19 among the elderly population of any gender. Many elderly respondents shared 

that they were aware of the risk of this disease, in particular to their age group and felt extremely vulnerable. 

They had learnt about the severity of the disease through media sources and one of them shared: ‘Aged 

people, particularly 50 above, tended to be at higher risk.’   This added additional tension and stress to this 

particular group that had a severe impact on their emotional state and mental well-being. 
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Case Story-6 

Taimur (pseudonym), a 65-year-old male. He had two sons, among them the eldest one lived in Italy. He 

first heard about COVID-19 from his eldest son. One fine morning, like any other day, his son called him 

and informed him about this virus. During that call, he did not feel the gravity of the situation. But soon, 

the news was televising about the daily death update, which was quite terrifying for him. He felt even 

worse because he saw on television how the pandemic wreaked havoc in Italy in the early days and he 

would be extremely worried for his son’s wellbeing.  From the news, he had learned that elderly people 

were more at risk of this virus and were more likely to become severely ill from it. Then he heard that 

Bangladesh identified its first case and that heightened his anxiety. He could not even sleep and eat 

properly since then. In his own words, “When I heard that COVID-19 case was detected in Bangladesh, 

I got so scared. I had lost my peace of mind… I heard from my son, and saw on TV that people who were 

above 50 years old were in more danger… people were also instilling fear in my mind, and I could not 

sleep properly at night thinking what would happen to me If I get contract the virus.” 

 

Apart from the stress and anxiety, COVID-19 brought significant changes to the daily routine of this 

population group. During the lockdown, family members were strict in terms of ensuring proper safety 

measures for their elderly family members considering the risks. Those families tried to isolate their older 

members appropriately which detached these members from their peers and social networks. According to 

the elderly males, they could not even visit the mosque, which made them sad. One elderly male respondent 

shared that, “I felt bad. Embracing each other after namaz was a beautiful tradition. It was my only 

happiness, but I did not go there, rather I spent my time just staying at home. This made me really sad” (70 

years old male, Unemployed, Host). 

In the host community, the majority of the elderly respondents had taken special care during the lockdown 

(94%) (Table 11.5), but their biggest concerns were related to their restricted mobility (62%), HH finances 

(42%), their health (40%), and their families’ wellbeing (34%) (Table 11.5). Overall, two thirds of elderly 

respondents in the host community believe that the pandemic had created problems in their daily lives, with 

76% reporting a significant impact. Also, important to note, close to a third of respondents reported never 

going outside during the lockdown period (31%). 
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Section Four: Impact on Persons with Disabilities (PWD) 

FDMN Community:  From the FDMN community, the majority of PWDs reported frequency of going 

outside as ‘not much’ (32%) or ‘never’ (34%), with a quarter reporting going outside ‘often’.  Similar to 

the host community, over half of the respondents reported not being able to avail transport normally (55%). 

FDMN PWDs were most concerned about personal finances (59%), physical health (54%), and their 

families’ wellbeing (38%). 

The FDMN community had easy access to health services compared to the host community. This could be 

because there are multiple health facilities in the camps, many of which remained open during the lockdown 

as they were deemed essential services and were accessible to the community people. Some of the PWD 

Respondents mentioned that due to the availability of multiple health facilities, they did not struggle as 

much to avail health services. Additionally, they mentioned that many NGOs were working hard to ensure 

their health services since this pandemic started. One male PWD shared that, “Government and NGOs have 

established more health facilities everywhere in the camp to ensure our well-being. Therefore, we are truly 

grateful to them” (27 years old male, Unemployed, FDMN). However, some PWD respondents mentioned 

that they were mentally extremely tense and worried since this pandemic started. This is depicted in the 

case story-7 below:  

Case Story-7 

Rahim (pseudonym), a 40-year-old male, was a physically challenged person. He could not walk and 

stand on his feet since his birth. He was economically and physically dependent on his family. He learned 

about this disease through Facebook and WhatsApp group. Since this pandemic started, he was a bit 

scared. He always thought about what would happen if he contracted this disease and was in constant 

fear. As he was already physically dependent on others, he did not want to overburden the family 

members with this new disease. Since his birth, he shared that he could not provide any support to his 

family. Sometimes, he felt none of his family loved him and he felt he was burden to them.  In this 

circumstance, getting infected with such a disease was   nightmare scenario to him. In his own words, 

“Since this corona came to our camps, I could not sit with a peaceful mind. This disease spreads from 

human to human. The infected person needs proper care, and will also be taken to isolation. As I am a 

person who needs constant support from others, how could I survive If I get infected with this disease!” 

 

This case showed the mental state of a PWD person during the pandemic. Some of other respondents also 

shared their restlessness and anxiety because of this pandemic. One female PWD respondent mentioned 
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that her husband and she faced economic difficulties as the lockdown ensued. Her son had lost his job and 

refused to provide for her and her husband which had led to many quarrels within the family and also 

financial hardships. Additionally, her husband who was also a PWD shared that now he could not easily 

find anyone to help him procure the rations. Since he could not walk properly, he required help but during 

the lockdown no one was willing to help him. He said, “Before, others would help me bring my rations. 

But now everyone wants to stay away because of fear of the virus and just do their own work. No one helps 

me anymore so I have to struggle” (65-year-old male, Unemployed, FDMN).  

Another PWD respondent mentioned that even though there were some support services for PWDs, he did 

not receive any of that. He shared, “I did not receive all the extra relief that others got. Somehow my name 

wasn’t in the list” (18 years old male, Unemployed, FDMN). It is evident from the data that some PWDs in 

the FDMN camps faced multifaceted challenges during the lockdown.  

Table 11.6: Impact of COVID-19 on PWDs 

 Host community (%) FDMN (%) 
 Male Female Total Male Female Total 
Frequency of going outside       
Very often 2 11.86 9.69 4.71 6.56 5.97 
Often 18 31.64 28.63 23.53 26.78 25.75 
Sometimes 6 1.69 2.64 3.53 2.19 2.61 
Not much 28 23.73 24.67 38.82 28.96 32.09 
Never 46 31.07 34.36 29.41 35.52 33.58 
Transport       
Couldn't avail transportation normally  58.97 61.48 60.92 60.94 51.54 54.64 
Mobility barriers increased due to C-19  50 46.66 47.06 20 12.7 14.77 
Daily Life       
Do you think pandemic created problems on 
daily life  54 57.71 56.89 29.41 30.6 30.22 

Severity of impact       
Significantly 62.96 77.23 74.22 60 60.71 60.49 
Moderately 37.04 21.78 25 36 37.5 37.04 
A little/somewhat 0 0.99 0.78 4 1.79 2.47 
Concerns during pandemic       
Worries about finances 70 56.31 59.4 70 54.55 58.88 
Worries about my mental health 46.67 43.69 44.36 40 29.87 32.71 
Worries about my physical health 46.67 59.22 56.39 46.67 57.14 54.21 
Worries about my family’s well being 26.67 38.83 36.09 30 41.56 38.32 
Wife may leave me as I am unable to work 3.33 9.71 8.27 0 0 0 
Worries about family members falling sick 20 19.42 19.55 33.33 32.47 32.71 
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Host Community: Unsurprisingly, over half of host PWDs reported concerns about their physical health 

(56%) (Table 11.6). However, 59% were worried about their finances, which may be in relation to their 

ongoing treatment(s). Also, almost twice as many PWDs reported concerns about their mental health than 

elderly respondents. 

It was found in the qualitative data, similar to the FDMN community, in the host community PWD 

individuals were considerably impacted by the COVID-19 induced lockdown. According to the 

respondents, Respondents, COVID-19 imposed multiple levels of challenges, and sufferings to their daily 

lives. In the host communities, the majority of the PWD respondents shared their struggle in terms of 

availing the health services. A 58-year-old male PWD shared his story as follow (Case Story-8):  

Case Story-8 
Safiq (pseudonym), a 58 years old man. He had a massive injury on his left leg that hindered his 
capabilities of walking. Safiq became sick during the lockdown and had to seek help from a doctor. 
Visiting a doctor during a lockdown was not easy for him; he had to take an appointment week in 
advance.  Since he has difficulties walking, he has always required assistance to move about.  So, as 
usual, he hired some people by giving them 500-600 taka each to accompany him to the hospital. Despite 
paying money to get help, he had difficulty gathering people to accompany him because they were also 
scared and thought they would get infected by the virus at the health facility. So, he had to pay extra 
money to these people.  Safiq said, “I usually pay them 100-200 taka each to assist me to the hospitals, 
but because of coronavirus, people are scared to go anywhere, so I started paying them more money. I 
gave them 500 taka each to go to Cox's Bazar with me. But a few days later, when I had to go to the 
hospital again, they asked for 1000 taka for each. I gave 3000 takas for three people and rented a car. I 
managed to pay them, but besides money issues, I faced some more difficulty getting in the hospital 
because three people assisted me, and   I was told that no more than three people could travel together." 
He somehow managed to reach the hospital and waited for 2-3 hours for his turn to go in. In spite of 
being a PWD, he had to wait for a long time and was not prioritized despite being a PWD patient. When 
he was waiting, the people he hired to get help were standing far away because they were afraid of 
contracting COVID-19, and he did not get any help from them during this time. 
"I felt helpless and alone; I gave so much money but did not get proper care; if I were not PWD, I would 
get everything done on my own and save the money and effort." 
When he entered the doctors' room after so much trouble, he saw the doctor was sitting very far away 
from him, which was unusual. The doctor asked him what his problem was, and after hearing about his 
pain, he prescribed him some medicines without even looking at him. He lamented, "The doctor did not 
even come near to me or checked me. He acted like he smelled something bad. For this treatment, I had 
to pay 600 taka as fees! When I asked why I had to pay 600 taka as fee, the compounder said the fees for 
new patients is 800 taka, and for the old ones, it is 400 taka. He told me that the fees had increased due 
to corona."  Safiq said that he didn’t care about the extra money, he had to pay but he wanted to receive 
adequate services, but he was extremely dissatisfied. He said, "They took 200 taka extra, but I am not 
upset about this; I am just upset at the behavior of the doctor. Am I not a human being?" 
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Additionally, some of the PWD respondents shared that their economic hardships had made them 

economically more vulnerable. Some PWD respondents who were involved in the economic activities lost 

their only earning source, once this pandemic started. One of the female respondents who had difficulties 

walking, shared, “I have been working in a grocery shop that was closed during the lockdown. Therefore, 

I had lost my only earning source and became economically dependent on my family members…. As I am 

already physically dependent on them, this economic dependency made me feel more helpless, and 

miserable” (35 years old female, small business owner, Host). 

 

Section Five: Impact on single female household heads 

FDMN Community:  The survey found that most of the female-headed households in FDMN received 

ration while a small number of host communities have access to this relief. With regards to household’s 

income in the current situation, almost 60% of FDMN female household heads expressed the situation to 

be the same as “before the pandemic”.  

In the baseline survey, questions about ways to continue households’ expenses when the household income 

was less or nothing; more than half of the respondents from both communities reported “spending less” as 

the first and foremost coping mechanism in both communities. Government support (30%) and support 

from private philanthropy or charity (62%) were the more commonly mentioned among the FDMN female 

headed households to manage household’s expenses. For the host community, availing loans, at times with 

high interest, was the most reported coping strategy (Table 11.7).  

Only 2% of these households managed to save money given household expenses during this pandemic time. 

The overall decline of income has had a critical impact on food security of female-headed households as 

well. More than half of female-headed households of both communities responded that the food 

consumption declined during this pandemic in comparison with “before pandemic”.  Furthermore, almost 

80% of households of this vulnerable group couldn’t manage to stock up food for the crisis period mainly 

due to lack of money. Respondents of single female-headed households of the FDMN community reported 

they could survive an average 9 days with the amount of food they currently have. The average days for a 

host community was 4 days (Table 11.8). 

The qualitative data in the FDMN community found that FDMN females had more limited access to the 

income-generating activities than the females of the host communities. This is because of the religious and 

conservative nature of the FDMN community, which was complicated by the fact that there were 

insufficient income sources, and the lack of options for most refugees, particularly for females. Hence, 
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families who did not have any male members experienced the worst scenario in terms of economic well-

being and food insecurity. The qualitative interviews and case studies found that most of the single female 

headed households were entirely dependent on the provided rations (humanitarian aid). Consequently, they 

could not eat properly as mentioned by several respondents. This affected them emotionally. As shared by 

a female headed household head, “Sometimes I want to eat fish and meat. But I could not afford those as I 

had to eat according to the ration provided to my family. If I die with so many unfulfilled wishes, then that 

would be my best regret…. Like I couldn’t eat that thing, these kinds of pain I will have to bear…and this 

affects my mind.” (30 years old female, Unemployed, FDMN). However, the situation is further intensified 

with the outbreak of this pandemic. Many of them Respondents mentioned that they were provided with 

less ration since the lockdown was imposed. Therefore, food insecurity issues were exacerbated since they 

could not afford extra food for their families. A 20-year-old female single household head shared her story 

(see Case Story-9): 

Case Story-9 

Fatema Begum (pseudonym), 20 years old female. Her husband died a year ago and left her with a one-

year-old child. During the beginning of the lockdown, she was not only fearful about the disease but also 

anxious about what the lockdown would mean for her and her child. Her family was entirely dependent 

on the rations provided, since there was no male member in the family. However, they were provided 

with less ration since the lockdown was imposed. This made her very anxious as the provided ration was 

not enough to feed her family. Due to the sociocultural norms in the FDMN community, women rarely 

work outside the home, so Fatema could not work. Moreover, there are certain restrictions and guidelines 

to follow while working in the camps and unlike the host community, camp residents cannot officially 

look for work in the formal economy, which limited options for females. Informal daily labourers were 

mainly male refugees. She mentioned, “If there was a man in my house, he could’ve managed extra food 

somehow. But since there isn’t a man, we had to manage with only the rations and that was very 

difficult”  

Most female-headed households shared very similar experiences. Therefore, it was clear that this outbreak 

disproportionately affected different groups of people, however the hardship and struggles were amplified 

for this group of females headed households. 
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Table 11.7: Impact of COVID-19 on income of single female headed households 

  Host (%) FDMN (%) Total (%) 
HH received ration 14.08 98.36 74.8 
HH Income Compared to a “before pandemic”  
Same 12.06 59.02 45.96 
Decreased somewhat 62.41 19.4 31.36 
Completely stopped 21.99 19.67 20.32 
Increased 3.55 1.91 2.37 
If income is now less or nothing: Meeting HH expenses  
Spending less 77.7 56.28 62.18 
From savings 20.86 6.01 10.1 
Using loans 57.55 38.25 43.56 
Support form family/friends 51.08 33.61 38.42 
Government support 2.16 30.6 22.77 
Support from private philanthropy or charity 7.91 62.84 47.72 
Involving school-going children in income-generating 0.72 0.27 0.4 
Involve older members in IGA 0 0 0 
New source(s) of income 5.76 1.09 2.38 
Other household member started working 2.16 0 0.59 
No problem at all 0.72 0 0.2 
Sell household assets 0.72 0 0.2 
Help for in-law’s house 1.44 0 0.4 
Others 0.72 2.46 1.98 
Total 229.5 231.42 230.89 
Save any money after C-19 outbreak (%) 2.82 1.64 1.97 
Take any loan during this pandemic (%) 59.15 60.38 60.04 

*Note: Percentages of responses does not add up to 100% as this was a multiple response question 

 

Table 11.8: Impact on food consumption of single female headed households 

 
Host (%) FDMN (%) Total 

Effect on food consumption compared to before pandemic       
It has stayed about same 12.68 49.73 39.37 
It has increased 9.86 1.37 3.74 
It has declined 77.46 48.91 56.89 
Wanted to stock up food for this crisis, but could not 76.47 85 81.08 
Reasons for not stocking up food during pandemic    
Not enough money 97.6 99.42 98.94 
Stores did not have the items 2.4 2.31 2.34 
Don’t know what to stock 3.6 3.18 2.97 
Kept the money for emergency  7.2 3.76 4.67 
Refused to answer 1.6 0.87 1.06 
Others 5.6 0 1.49 
Average days to sustain on current food supply 4.2 9.8 
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Host community: About 62% of female head households of the host community alleged that the household 

income significantly decreased in the current pandemic crisis compared to “before pandemic” situation. 

Both communities have 20% or more female headed households where household’s income was 

“completely stopped” (Table 11.7). 

In the host communities, the qualitative interviews and case stories revealed several challenges for female-

headed households. During the interviews, many single female household heads particularly shared their 

financial hardship since the lockdown was announced. Most of them experienced immense financial 

suffering as they lost their only source of income due to the pandemic induced lockdown. Moreover, this 

affected them much more profoundly compared to the male members of the community, due to their limited 

access to employment and earning opportunities.  

As narrated by one of the respondents: “I used to work as a maid...I lost my only earning source since the 

pandemic started. I could not manage any other job at that time. In our village, men have many more 

working opportunities but not us. During this pandemic, many men continued with their job and earnings 

as they could choose between so many options” (35 years old female, Unemployed, Host).  She further 

explained that women were less likely to be attached with outdoor employment, such as running businesses, 

shops in the market place and were confined to working as domestic maids in homes, etc.  Other may rely 

on rearing poultry to earn an income and in extreme cases, work as day laborer’s in the agricultural fields. 

However, these jobs usually meant lower incomes and overall limited options exist for women.  Formal 

employment requires education, and other technical skills which were not seen among the poor women.  

A 41-year-old single female household head shared her story (Case Story-10) in this regard. 

Case Story-10 

Debjani Barua (Pseudonym), 41 years old female. Her husband died 13 years ago in a road accident and 

left her with no savings and three (3) children. She used to work as a domestic maid since her husband’s 

death. When the COVID-19 induced lockdown was announced, people were not allowing any outsider 

into their houses due to the increased fear of being infected with the disease. Therefore, Debjani lost her 

only earning source as a maid at the time. She was told to not join her work until the situation got better. 

At that time, she only had BDT 3000 in her hand. By that amount of money her family had survived for 

the first one month. Since then, her entire family had been surviving by the donation of the neighbours, 

as there were no other earning members. Debjani was struggling to arrange daily two meals for her family 

that included only potatoes, vegetables, or pulses. However, she could not arrange any food for her family 

sometimes and they had to remain hungry for days. She mentioned, “I used to work as a housemaid 
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before this pandemic. However, I did not manage any work during the lockdown as nobody allowed me 

to enter their houses. I could not manage any food for my children sometimes. Therefore, I had to beg 

for food from my neighbours”. At that time, she tried to assure her children that they could eat properly 

once she started earning again. As a mother that was really upsetting for her when she had to face her 

hungry children without any food. She lamented, “Sometimes I could not afford any food for my children. 

As a mother it was really upsetting when I had to watch my children crying for the food. I am a mother 

who had to experience these moments several times...My children were crying for the food, and I was 

trying to assure them for the next time. That I would definitely arrange some food in the next morning 

but not today” 

 

Above-mentioned case showed the extreme scenario in terms of food insecurity in female headed 

households. As Debjani lost both her parents in her childhood, and her paternal and in-laws’ families both 

were economically insolvent, there were none from her relatives who could support her financially.  
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Section Six: Gender-based Vulnerability Index (GBVI) 

As discussed in the literature, vulnerability is the state of being exposed to the possibility of being attacked 

or harmed, either physically or emotionally. More specifically, it refers to the inability (of a system or a 

unit) to withstand the effects of a hostile environment.  By scoping previous studies and reports, we find a 

common definition for vulnerability in the humanitarian context, as reported by the International Federation 

of the Red Cross (Alkire et.al., 2015), ‘the diminished capacity of an individual or group to anticipate, cope 

with, and resist and recover from the impact of a hazard’ (International Federeation of the Red Cross, 2019). 

As a ‘hazard’ is a multi-dimensional concept, we consider our objective of uncovering gender differentiated 

vulnerabilities and the impact of COVID–19 pandemic, in addition to hazards of food insecurity, 

interpersonal conflict and economic inequalities for both FDMN and host communities.  

One of the main objectives of this research is to develop gender-based vulnerability index, a numerical 

score derived from a set of indicators under different theme, that may help us to rank and map the 

households in both community in terms intensity of vulnerability. This ranking and mapping will also help 

the policy maker of the national and international agencies who are working for improving lifestyle of the 

people of the Rohingya refugee and its adjacent host community.  

 

Gender based vulnerability index: conceptual framework and indicators 

To develop our gender based vulnerability index, we utilized the Vulnerability Assessment framework as 

established by the United Nations High Commissioner for Refugees (UNHCR, 2019), which defines 

vulnerability as ‘risk of exposure of refugee households (in this case we also include host community 

households) to harm, primarily in relation to protection of threats, limited access to basic services, and food 

insecurity, and the ability of the population to cope with the consequences of harm’ (UNHCR, 2019). 

Through this definition, we defined 9 component themes for our index (Table 11.9): (i) Demographic (ii) 

Education (iii) Income (iv) Food Security (v) Support Services during COVID–19 pandemic (vi) Water, 

Sanitation and Hygiene (WASH) (vii) Health (viii) Access to Basic Services (ix) Security. All indicators 

of each theme were coded in ordinal scale so that indicator with 0 value indicates no or very low 

vulnerability and the increasing values indicates increasing level of vulnerability. Some of the indicators 

are defined as 0 if the services are inaccessible and 1 if it is accessible, or absence or presence of the service.  
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Table 11.9: Component themes and indicators selected to contribute to the GBVI 

Theme Indicators Scale* 

Demographic No of vulnerable persons in a HH among 
5 MVGs 

0 = One MVGs; 1= Two MVGs; 2 = 
Three MVGs;  

3 = Four MVGs; 4= Five MVGs 

No. of vulnerable persons in a female 
headed HH among the other 4 MVG 
groups (defined based on literature & 
formative research) 

0 = No female headed HH, 1= Only 
female headed HH, 2 = Female headed 
HH with one other MVG, 3 = Female 
headed HH with two other MVGs, 4 = 
Female headed HH with three other 
MVGs, 5=female headed HH with four 
other MVGs. 

Dependency ratio calculated as the ratio 
of the no of dependent people (below 14 
years and above 65 years) compared to 
the number of people of working age (15 
to 64 years) 

Any numeric value greater than 0 

Education Educational status of adolescent girls 0 = If no adolescent girl is available in 
HH or currently student if available; 
1= If she is a school dropout/never 
went to school 

Do HH members have access to a 
primary/high school within 2km or 30 
minutes?  

0 =Yes, 1 = No 

Income Compared to a “before pandemic” and 
the current Corona virus crisis, what is 
the situation of your household’s 
income? 

0 = Same or Increase, 1 = Decreased, 2 
= Completely stopped 

HH members with cash income 0 = If at least one member has cash 
income; 1 = If no member has any 
income 

Food security During covid-19, was there a time when 
you or others in your HH had to skip a 
meal (in a day) because there was not 
enough money/other resources to get 
food? 

 

0=Yes/not vulnerable; 1 = 
Yes/vulnerable 



Recommendations to inform practice and policy 

 

Page | 116  

Theme Indicators Scale* 

In pandemic, how many times did 
someone (at least 1 person) eat only rice? 

0 = Never; 1 = 1-3 times a month; 2 = 
1–2 times in a week; 3 = 5 or more 
days in a week 

During covid-19, was there a time when 
your household ran out of food because 
of a lack of money or other resources? 

0 =Yes; 1 = No 

Support Services 
during C-19 

During COVID–19 pandemic did you 
receive any support (relief) from any 
organization? 

 

0=Yes, 1=No 

Relief/aid experience 0 = Yes received and met needs; 1 = 
Yes received but did not meet needs, 2 
= Did not receive 

 WASH Do you & all members of HH have 
access to drinking water within your 
premises? 

0=Yes, 1=No 

Does the water collected/supplied meet 
your needs? 

0=Yes, 1=No 

Access to standard sanitation facilities 0 = Yes, Improved facility; 1 = Yes, 
but not improved; 2 = No such facility 
| HHs with the value of 2 are most 
vulnerable 

Where does your 2–5-year-old child 
defecate generally? 

0 = Inside premises and damped 
properly; 1 = Outside premises in open 
space 

Do you have soap in your household to 
use it during bathing, after toilet, and 
before having meal? 

0=Yes, 1=No 

Type of cooking facilities? 0 = Own; 1 = Shared/communal 
facilities 

Women’s access to menstruation hygiene 0 = Standard sanitary napkins; 1 = 
Cloth and others 

Health Any known chronic health problem 
(diagnosed by doctor) in any HH 
members 

0=Yes, 1=No 
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Theme Indicators Scale* 

Do you or HH members have access to 
primary health/care or community 
clinic/hospital for emergency health 
services within 2km/30 minutes? 

0=Yes, 1=No 

Has any person in the HH ever received 
immunization (e.g. polio drops, other 
vaccination) while living in this 
settlement? 

0=Yes, 1=No 

Where did you deliver your last child? 0 = Facility (hospital/midwife) based 
delivery & no service required; 1 = 
Home delivery 

Access to adequate ANC services (at 
least 4 visits) 

0=Yes or service not required, 1=No 

Have/has your children/child been 
immunized? 

0=Yes, 1=No 

Access to basic 
services 

Any of the HH members have birth 
registration card? 

0=Yes, 1=No 

Are there any places/services available in 
your community for Death Registration? 

0=Yes, 1=No 

Do the community people have access to 
the old age allowance? 

0=Yes, 1=No 

Do the community people have access to 
the allowance for widowed, deserted and 
destitute women? 

0=Yes, 1=No 

Do the community people have access to 
the allowance for disabled? 

0=Yes, 1=No 

Do the community people have access to 
interest free microcredit? 

0=Yes, 1=No 

Do the community people have access to 
protection of orphaned and helpless 
children? 

0=Yes, 1=No 

Security Are there any places or services in your 
community to report incidents regarding 
familial or HH conflict? 

0=Yes, 1=No 
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Theme Indicators Scale* 

Are there any places or services in your 
community to report any incidents 
regarding child/female abuse/rape etc. 

0=Yes, 1=No 

Are there any places or services in your 
community to report any incidents of 
early marriage? 

0=Yes, 1=No 

Are there any places or services in your 
community to report incidents of 
neighbourhood conflict? 

0=Yes, 1=No 

Are there any places or services in your 
community to report robbery? 

0=Yes, 1=No 

Are there any places or services in your 
community to report incidents of human 
trafficking? 

0=Yes, 1=No 

Do you/family members (who collects 
water) face any safety issues while 
collecting water? 

0=Yes, 1=No 

Who would be feel unsafe while 
collecting water? 

0 = Do not feel unsafe, 1 = Feel unsafe 
& male member; 2 = Feel unsafe & 
female or children 

Do you and all members of HH have 
access to a safe bathing facility? 

0=Yes, 1=No 

Feel unsafe in bathing facility 0 = Do not feel unsafe, 1 = Feel unsafe 
& male member; 2 = Feel unsafe & 
female or children 

How safe would you feel about having to 
go out alone during the NIGHT (when it 
is dark)? 

0 = Do not feel unsafe, 1 = Feel unsafe 
& male member; 2 = Feel unsafe & 
female 

*Higher the value indicates greater intensity of vulnerability | HHs with the value of 1 are more vulnerable 

than those with value 0 (unless stated otherwise) 
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Calculation of gender-based vulnerability index: 

As some of the selected indicators have different units and scale (other than 0-1) defined in Table 11.9, we 

first standardized these using the following formula:  

𝑆𝑡𝑎𝑛𝑑𝑎𝑟𝑑𝑖𝑧𝑒𝑑 𝑆𝑐𝑜𝑟𝑒 =
𝑥 − 𝑥𝑚𝑖𝑛

𝑥𝑚𝑎𝑥 − 𝑥𝑚𝑖𝑛
 

where 𝑥 is value of the indicators, 𝑥𝑚𝑖𝑛 is the minimum value, and 𝑥𝑚𝑎𝑥 is the maximum value.  This 

standardized formula has been used in many studies and recommended by the Human Development Index 

(Alkire et al., 2015). This formula ensures standardized scale of 0-1 for all indicators, with the increasing 

value indicates increasing level of vulnerability.  With the standardized score of all indicators, we applied 

factor analysis to derive a composite index of all standardized indicators, which is a linear combination of 

all indicators with the weight calculated from factor loading. The first factor, which allows maximum 

variability of the data, is considered to derive the index. Finally, the predicted score based on regression 

method from the first factor provides us the index, which we called vulnerability index. To interpret the 

index in more flexible way for general audience, we re-scaled it in such a way that it ranges between 0 and 

4.11 (Figure 1). Therefore, a household with minimum value of 0 indicates the least vulnerable and 

maximum value of 4.11 indicates most vulnerable. Further the index was used to classify the households 

into three equal parts, where the bottom 33.33% HHs was treated as low vulnerable, the 2nd 33.33% as 

medium vulnerable and top 33.33% as acute vulnerable  

(Figure 11.1).  

Figure 11.1: Distribution of households from both communities over the GBVI scale 0-4.11 
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Intensity of vulnerability in FDMN and Host communities:  

We estimated the vulnerability index for all households irrespective of community. The Figure 11.2 shows 

that the households from FDMN have greater GBVI value compared to those from Host, which indicates 

that intensity of vulnerability is very high among the FDMN HHs than the Host HHs. A greater proportion 

of FDMN households belongs to low vulnerable group while the reverse scenarios can be observed for 

households of the host community. In addition, a slight overlap in the distribution of the index value 

between the FDMN and Host indicates a clear distinction between the communities in terms of intensity of 

vulnerability.  Figure 11.2 shows that almost 65% HHs in FDMN are classified as acute vulnerability while 

it is below 2% in host. The main reasons such significant difference between the communities is the fact 

that the FDMN community while receiving health services, are completely deprived of other several basic 

services, particularly education, some social services such birth and death registration, and opportunity to 

work legally. In addition, safety and security, particularly for females, is another concern in FDMN 

community compared to the Host.  

Figure 11.2: Distribution of HHs over the GBVI scale by the community 
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The HHs of the FDMN have greater GBVI score than those of the Host. Majority of the FDMN HHs belong 

to acute vulnerability while the majority of the Host HH belong to low vulnerability 

Figure 11.3: Intensity of vulnerability across the community 

 
 
 
 

 

 

 

 

 

Connection of vulnerability Index with MVGs:  

The index developed to describe the intensity of vulnerability is connected with the 5 MVGs defined earlier. 

The results in Figure 11.5 revealed that the intensity of vulnerability is comparatively very high in female 

headed households, which is true in both the communities. Among all MVGs the highest percentage of 

female headed households belongs to acute vulnerability group, while it is the lowest for pregnant and 

lactating women. The intensity of vulnerability is almost similar for PWD and Elderly people.  Findings 

here are well justified with the findings on the impact of C-19 on MVGs discussed in the earlier sections.  

Figure 11.4: Intensity of vulnerability across the MVGs 
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Based on the results of the GBVI, single female heads of households were found the most vulnerable among 

all MVGs in both communities. The highest percentage of single women headed households (HHs) 

belonged to the acute vulnerability category and close to none of the HHs with acute vulnerability in the 

host community received an allowance allocated for them, which is also significantly lower for those in the 

Rohingya community. With regards to household income in the current situation, both communities have 

20% or more single female headed households where household’s income was “completely stopped”. The 

overall decline of income has had a critical impact on food security of female-headed households as well. 

Fifty percent or more female-headed households of both communities responded that the food consumption 

declined during this pandemic in comparison with “before pandemic”. Qualitative data unpacked the 

gendered aspects of the vulnerabilities of single female headed households. FDMN respondents from this 

most vulnerable group informed that due to the cultural mobility restrictions they usually collect their 

rations and buy their necessary goods from the local markets with the support from male relatives or 

neighbors. The lockdown of the pandemic has put them in a predicament, where going outside was a 

necessity for survival, adding to their existing vulnerabilities. Furthermore, single female-headed 

households with no adult male members suffered greatly, as they could not always find assistance. Thus, 

this group are subject to reduced economic opportunities, exacerbating existing difficulties. 

The influx of Rohingya and the subsequent development of camps increased the mobility of women in the 

host community, as it was seen to be economically beneficial for the host HH. The pandemic and lockdowns 

had reverted them back into the HHs. A more pressing concern is the reporting of increased child marriages 

in the host community, despite the relative low vulnerability index score. Qualitative data revealed that due 

to the closure of schools and colleges, young girls in the host community were getting married, “The girls 

of our area and from nearby villages are getting married at their early ages. They were in class 8, 9, or 10. 

Some of them are here and some of them have been to Dhaka”. 
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Chapter Twelve  

Recommendations to inform practice and policy 
The Center for Peace and Justice, the implementing partner of this project, has taken evidence from phase 

1 of this research and co-developed a training module and community engagement activities on COVID-

19 awareness as per Work Package 1 (see attached brief summary of CPJ). The following recommendations 

were also shared with the Health Sector partners including RRRC (government) in the FDMN camps.  

Recommendations for the Health sector partners (national and international NGOs) 

1. Clear messaging for COVID-19 risk communication for both FDMN and the host community:  

i. Culturally appropriate messaging to address social, religious and other concerns regarding COVID-

19 is required for both FDMN and the host community.  

ii. Accurate and clear information on the importance and need to maintain protection and prevention 

guidelines, reinforced by local leaders, imams, and youth ambassadors would be beneficial for the 

retention of information and encouraging both FDMN and the host community people. For example, 

local trusted persons as identified by the FDMN community (religious leaders/Imams, community 

leaders, CiCs and CHWs) will facilitate behavioral changes. Similarly, the host community 

identified Imams, ‘Khatib’, Upazilla Nirbahi Officers, and local Union Parishad members and 

Chairman and CHWs as trusted persons. These actors need to be sensitized and involved in 

communication messaging. 

iii. In addition to disseminating correct information, it is equally important to provide explanations for 

information provided, for example, in simplified local language with pictorials and video 

demonstration on signs and symptoms, how to wear masks properly, defining physical distance, etc. 

including referral numbers for effective uptake of appropriate services. Both FDMN and the host 

community people would be benefited from pictorial/video messaging provided in simple local 

languages.  

iv. Culturally contextualized explanations in awareness campaigns addressing fears around testing, 

detection, isolation, quarantine and burial, etc. is very important to ensure timely care is sought. 

v. According to the 2021 Joint Response Plan (JRP) for Rohingya Humanitarian Crisis in Bangladesh, 

the Health Sector and the Government of Bangladesh are committed to provide COVID-19 vaccines 

to both FDMNs and the host community people. However, our research found misinformation and 

rumors around vaccines and lack of vaccine information dissemination which will create challenges 

for future roll-out in both communities. Therefore, we are recommending including vaccine 

messaging in COVID-19 awareness program including clear messaging on adult vaccination, 
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importance of taking vaccine, it’s free distribution and the process and places of availing vaccines 

when they become available.  

2. Risk communication on social media: Social media has a critical role in COVID-19 infodemic 

and spreading misinformation and rumors. At the same time, this is also an important source of 

information to the younger generation. The Government of Bangladesh and Health sector partners 

in Cox’s Bazar including UN agencies, international and national NGOs can come forward for 

developing short learning videos which can be shared in trusted social media pages (for example, 

RRRC’s or BRAC’s official Facebook pages). Local youth volunteers, community health workers 

and CiC offices (for FDMNs) can be involved in sharing those links among the young people and 

people who have access to smart phone and internet connection.  

3. Targeted approaches for MVGs: Targeted approaches should be taken for MVGs, especially 

female headed households, women, pregnant mothers, adolescents, elderly people and PWDs in 

both FDMN and the host community. These groups are more vulnerable due to many factors - 

social, economic, physical, gender, age and other barriers which result in them being left out or 

being left behind. We propose the following:  

a. Specific approaches are required to ensure they receive COVID-19 messaging as highlighted in 

the research findings.  

b. Priority lanes and shorter waiting areas for this group when they are visiting health care 

centers/facilities.  Agencies/stakeholders responsible for food distributions among FDMNs 

should review food rations (quantity and quality) for female HHs, who suffered the most. 

c. NGOs should come forward with special food and cash assistance to households/families with 

members from MVGs in the host community, especially for those who lost their income sources 

due to the pandemic or unable to go to union parishad for collecting government support.  

Recommendations for the Government of Bangladesh and donors 

1. We recommend MVGs in both FDMN and the host community receive both food and cash assistance. 

More resource allocation for providing cash support PWDs, female headed households and elderly 

people.  

2. Investment is required for creating sustainable livelihood opportunities for the host community people 

involved in informal economy sectors, for example, vocational training and cash support or interest 

free loans for women, female headed households, PWDs, elderly and young adults and other 

marginalized people. It is important to note, some better off households had been adversely affected by 

the pandemic and initiatives and financial support will be required for this new emerging economically 

affected groups. 
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Annex-I: Photo gallery (all photo credit: BRAC James P Grant School of Public Health) 

A. Training of data enumerators 
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B. Photographs from the data collection in FDMN and host community 
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C. COVID-19 awareness messages in the FDMN and host communities 
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Annex-II: Formative Qualitative guidelines and Consent form  

Informed Consent Form 

Project Title: Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, 
Governance and Localization of Humanitarian Responses in COVID-19 Era 

Investigators’ name: Sabina Faiz Rashid, Bachera Aktar, M Shafiqur Rahman, PhD, Saifa Raz, Kazi 
Sameen Nasar, Rafia Sultana, Ateeb Ahmad Parray, A. S. M. Nadim, Muhammad Riaz Hossain, Abdul 
Jabbar.  

Organizations: BRAC James P Grant School of Public Health, BRAC University and Centre for Peace 
and Justice (CPJ), BRAC University.  

Short description of the project:  

The project is funded by International Development Research Center (IDRC) and conducted by BRAC 
James P. Grant School of Public Health, BRAC University and Center for Peace and Justice, BRAC 
University. The duration of this research project is three years. The project is conducted among women, 
adolescent, young and most vulnerable groups of the host community and the rohingya community in 
Cox's Bazar, Bangladesh, home to the world's largest refugee population. The project raises awareness 
about the global epidemic among the host and Rohingya communities as well as their role in socio-
economic development through analysis of the barriers to social security, solidarity, and mental health 
development of Rohingya and local women, adolescents, youth, and most vulnerable groups (MVGs) 
and to planning various approaches to increase connectivity between the host and the Rohingya 
community in a constructive manner. 

Objectives of the project: 

1. To understand the impacts of C-19 on social cohesion, emerging barriers for MVGs and new forms 
of gendered vulnerabilities among Rohingya refugees and the host community and also to increase 
awareness among both the communities about C-19 prevention and treatment. 

2. To generate in-depth evidence on the challenges around safety & security, social cohesion, and 
psychosocial well-being faced by women, adolescents and youth and other MVGs in refugee and 
host communities and design participatory research methods and intervention processes to empower 
women and adolescents from refugee and host communities. 

3. To design various approaches to enhance constructive civic engagement, social cohesion and 
gender sensitiveness and build activities evaluate the effectiveness.  

What will happen if you take part in the study? 
If you decide to take part in the study, you will be asked to do the following activities:  
 
Face to face interview: One interviewer will conduct face-to-face interview with you and it can take 
only 50-60 minutes.  

Risk 
There is no risk of physical or emotional harm if you participate in this study. 
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Benefits 
There is no direct benefit for taking part in this study. In the long term, the study may benefit to increase 
awareness among both the communities about C-19 prevention and treatment, to develop safety & 
security, social cohesion, and psychosocial well-being of by women, adolescents and youth and other 
MVGs in refugee and host communities and to improve peace, tolerance and social cohesion among 
and between the Rohingya refugees and host community in Cox’s Bazar.  

Privacy, anonymity and confidentiality 
Identifier information collected in this study will be coded with a number and will be kept confidential. 
All information will be saved in a different encrypted file where only authorized research staff will have 
access. Your name or any other privacy related information will never appear in any publication or 
results from the study. The Institutional Review Boards of BRAC James P Grant School of Public 
Health, BRAC University and Centre for Peace and Justice (CPJ), BRAC University has the authority 
to access all research records. 

Future use of information 
If there is a need for future use of the information collected by data collectors, we will provide only de-
identified data so that privacy, anonymity and confidentiality of the participants are ensured. 

Right not to participate and withdraw 
Participation in this research is voluntary. You have the right to know about the procedures, risks, and 
benefits of the study. Even if you decide to take part, you can change your mind later and can leave the 
study at any time. No matter what decision you make, there will be no problems for you. 

Compensation 
There will be no financial compensation for taking part in the study. 

Answering your questions/ Contact persons 
If you have any questions about this research project, please contact ………., who will answer them. 
……… can be reached at Tel: …………………. If you have any questions regarding your rights and 
participation as a research subject, please contact Sabina Faiz Rashid, PI, BRAC James P Grant School 
of Public Health. Dr Rashid can be reached at M: +8801777741837  

If you agree to take part in our study, please indicate that by putting your signature or your left thumb 
impression at the specified space below. 
 
Thank you for your cooperation  
Date:  
 
 
 
Name of Participant    Signature or left thumb impression of participant 
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In-depth Interview (IDI) with adult  
Name of Project: Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, Governance 
and Localization of Humanitarian Responses in COVID-19 Era 
Name of Organization: BRAC James P Grant School of Public Health, BRAC University  
Participants- Youth, women, adolescents, disabled person, adults, elderly persons, pregnant and lactating 
women, marginalized poor men  
Prior to interview process, following issues need to be considered: 

1. Please introduce yourself and inform the participants about the purposes of interviews 
2. Rapport building (Discuss familiar issues): for example, professional involvement, hobbies, recreation 

time (what do you do during the leisure period?), thoughts about the pandemic, etc.    

Theme 1: C-19: Knowledge and Perception (general) 
1. Please tell us something about C-19 (how do local people define C-19? Try to understand from the 

perspective of religious and sociocultural aspects; how do local people perceive C-19? For example, to 
explore common perceptions and misconceptions).   

2. Discuss about the initial phase of C-19 (March-April). (When did you first hear the word "Coronavirus"? 
Can you tell us more about what you have heard? (Probe: When and from where, ways of transmission, 
prevention measures, treatment facilities). 

Theme 2: Local practices relating to C-19 
1. Could you describe health seeking behaviour related to C-19? (Health providers, cost, transport, referral 

systems, etc.) 
2. Could tell me a bit about the existing health facilities in your locality where C-19 positive patients have 

been getting tested and treated? (Formal and informal health providers). 
3. Are men/women/adolescents being treated separately related to C-19? (Try to understand health facility 

systems)     

Theme 3: Personal preparedness towards COVID-19 response 

1. How did you take precautions to tackle C-19 during March-April? How did you hear about precaution 
measures? (Probe: awareness campaigning, indigenous methods).   

2. How are you playing a role in tackling C-19 of your community? (Awareness campaigning, indigenous 
methods).  

3. Could you tell me about campaigning mechanisms that are taking place in your 
community/blocks/ward/village in relation to reducing the spread of C-19? (Training, Miking, Leaflet 
distribution, Mobile SMS/Voice message, Street drama, Seminar/Symposium, implemented by 
government, NGOs and influential local individuals). 

Theme 4: Impacts of C-19 
Dimensions Questions  Initial Phase Present 

circumstance 
Livelihood How did C-19 affect the earning sources in your 

community in March-April? 
Who were the most affected individuals of your 
community? (Men/female/people with 
disabilities, etc.). To explore in detail with 
underlying reasons.  

Please describe --------------- 

How does C-19 currently impact on income 
generating sources?  
Who are the most affected individuals of your 
community? (Men/female/people with 
disabilities, etc.) To explore in detail with 
underlying reasons. 

------------------ Please describe 

Food security  How did you ensure food security in your family? 
Who were the most affected individuals of your 
community? (Men/female/people with 
disabilities, etc.) To explore in detail with 
underlying reasons. 

Please describe --------- 
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How are you procuring livelihoods? 
Who are the most affected individuals of your 
community? (Men/female/people with 
disabilities, etc.) To explore in detail with 
underlying reasons. 

--------- Please describe 

Social aspect How did C-19 create social vulnerability? [Probe: 
tension, domestic violence, intimate partner 
violence, divorce, etc.] 

Please describe Please describe 

Social Conflicts How does C-19 increase tensions between 
neighbours? (probe- distance, communication 
gap, social networks, misunderstanding, etc.).  

Please describe Please describe 

Governance  How did C-19 increase tensions in your locality? 
(Thefts, quarrels, mistrusts, etc.) 
(Note: do not ask personal questions; do not probe 
on what types of corruption is going on?) 

Please describe Please describe 

Health  How has the COVID-19 pandemic affected 
people’s health in the community? [Probe: 
Mobility, Access, Medicine, informal and formal 
services-emotional, mental, physical, SRH etc.]  

Please describe Please describe 

Education How has C-19 affected formal and informal 
education of your family members?  
(Probe: Children, Adolescents (Studying or want 
to study) 

-------------- Please describe 

Religion How was/is often religious gathering taking place 
in your locality? (going to Mosques, Marriage 
(Nikah) in mosques, Milad, Mahfil etc.) 

Please describe Please describe 

Social How often do women organise informal 
meetings? Where do men gather for ‘addas’? 
Why is social gathering important in the 
community?  

  

Theme 5: C-19 Impact on Social Safety Services 

Issues Queries  

Livelihood supports Please state the present livelihood supports that you are currently receiving from 
different sources. (Government agencies, national and international donors, local 
agencies, etc.)  

How are women/men/adolescents procuring livelihood procedures? 

Social supports Please state the present social supports that are available in your community; for 
example, how your neighbours are helping each other in many ways.   

How are women/men/adolescents getting emotional and social support?  

Health supports Please state the present health seeking behaviour: not only C-19 but also regular 
health facilities (NGO and other agencies). (To explore Informal providers, 
Burmese doctors, drug-sellers, private providers). 

How are women/men/adolescents getting medical support? 

Theme 6: Identification of vulnerabilities and vulnerable groups  
1. Perception towards vulnerable people: Who are the most vulnerable in your community? 

a. Why do you think they are vulnerable? [Probe: Access to Information, isolated vs exposure, People 
living with chronic diseases or other medical conditions, Women-headed households, Elderly 
people] 
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b. What are the common vulnerabilities in this community? [Probe: Perception of vulnerability, 
Orphans, Day laborers, lack of literacy, Early married boys, and girls, middle class, Access to 
services, recreational activities and facilities, gender-based violence] 

c. How did C-19 increase vulnerability of the special needs group in your community? How are you 
coping with these challenges? [Probe: What about the vulnerable groups? 

Theme 7: Disabilities 
1. How do local people treat people with disabilities? (Perception of local people) 
2. How do people categorise your disability? (Stigma) 
3. How did C-19 create an impact on you? (Probe: health services, ration services, WASH etc. economic impact 

etc.).  
4. Do you think you are more vulnerable compared to other members of your community because of your 

disability? (Probe: economic, social, health, relationships, psychosocial wellbeing).  
5. Do you think that disable women/men/adolescents are more vulnerable during the C-19 pandemic? (Please 

explain in detail with underlying reasons?)  

Theme 8: Gender  

1. How do C-19 change your daily life? (Mobility, engagement with NGOs, organisations).  

2.  How are you being treated in your family, neighbors and local people during the C-19 period? (Personal, 
Emotional, Mental, Physical, Economic, social (disrupted social relations).    

3. Could you tell me a bit about the people who provide healthcare (informal, private, agencies, Burmese doctors 
etc.) for women in your locality during the C-19 period? 

4. How are women struggling to cope with the present situation? (Personal, Emotional, Mental, Physical, 
Economic, social (disrupted social relations).  

5. Decision-making within the household (Probe: purchase of things, mobility, decision around children, 
decision to seek treatment, access to treatment, economic activities) 

6. How are females affected in the camps/wards (villages) [Probe: general questions on women, how are females 
affected by violence, harassment, intimidation, rape etc.)  

Theme 9: Social power structures of the community   
1. Could you tell me about individuals who are potential in resolving conflicts in your locality?  
2. How are they helping you/community people during the C-19? (organising campaigns against C-19, helping 

vulnerable people in many ways, etc.).  
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In-depth Interview (IDI) with adolescent 
Prior to interview process, following issues need to be considered: 
1. Please introduce yourself and inform the participants about the purposes of interviews 
2. Rapport building (Discuss familiar issues): for example, professional involvement, hobbies, recreation time 

(what do you do during the leisure period?), thoughts about the pandemic, etc. 

Theme 1: C-19: Knowledge and Perception (general) 
1. Please tell us something about C-19 (how do local people define C-19? Try to understand from the perspective 

of religious and sociocultural aspects; how do local people perceive C-19? For example, to explore common 
perceptions and misconceptions).   

2. Discuss about the initial phase of C-19 (March-April). (When did you first hear the word "Coronavirus"? Can 
you tell us more about what you have heard? (Probe: When and from where, ways of transmission, prevention 
measures, treatment facilities). 

Theme 2: Local practices relating to COVID-19 
1. Could you describe health seeking behaviour related to C-19? (Health providers, cost, transport, referral 

systems, etc.) 
2. Could tell me a bit about the existing health facilities in your locality where C-19 positive patients have been 

getting tested and treated? (Formal and informal health providers). 
3. How are women/men/adolescents being treated with the symptoms of C-19? (To explore existing health 

facility systems).  

Theme 3: Personal preparedness towards COVID-19 response 

1. How did you take precautions to tackle C-19 during March-April? How did you hear about precaution 
measures? (Probe: awareness campaigning, indigenous methods).   

2. How are you playing a role in tackling C-19 of your community? (Awareness campaigning, indigenous 
methods).  

3. Could you tell me about campaigning mechanisms that are taking place in your 
community/blocks/ward/village in relation to reducing the spread of C-19? (Training, Miking, Leaflet 
distribution, Mobile SMS/Voice message, Street drama, Seminar/Symposium, implemented by government, 
NGOs and influential local individuals). 

Theme 4: Impacts of C-19 
Dimensions Questions  Initial Phase Present 

circumstance 
Livelihood How did C-19 affect the earning sources in your 

community in March-April? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.). 
To explore in detail with underlying reasons.  

Please describe --------------- 

How does C-19 currently impact on your income 
generating sources?  
Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

------------------ Please describe 

Food security  How did you ensure food security in your 
family? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

Please describe --------- 

How are you procuring livelihood procedures? 
Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

--------- Please describe 



Annexes 

 

Page | 139  
 

Social aspect How did C-19 create social vulnerability? 
[Probe: tension, domestic violence, intimate 
partner violence, divorce, etc.] 

Please describe Please describe 

Social Conflicts How does C-19 increase intensions between 
neighbours? (probe- distance, communication 
gap, social networks, misunderstanding, etc.).  

Please describe Please describe 

Governance  How did C-19 increase tensions in your locality? 
(Thefts, quarrels, mistrusts, etc.) 
(Note: do not ask personal questions; do not 
probe on what types of corruption is going on?) 

Please describe Please describe 

Health  How has the COVID-19 pandemic affected 
people’s health in the community? [Probe: 
Mobility, Access, Medicine, informal and formal 
services-emotional, mental, physical, SRH etc.]  

Please describe Please describe 

Education How has C-19 affected formal and informal 
education of your family members?  
(Probe: Children, Adolescents (Studying or want 
to study) 

-------------- Please describe 

Religion How was/is often religious gathering taking 
place in your locality? (Going to Mosques, 
Marriage (Nikah) in mosque, Milad, Mahfil etc.) 

Please describe Please describe 

Social How often do women organize informal 
meeting? Where do men do ‘addas’? 
Why is the social gathering important in 
community?  

  

Theme 5: C-19 Impact on Social Safety Services 

Issues Queries  

Livelihood supports Please state the present livelihood supports that you are currently receiving from 
different sources. (Government agencies, national and international donors, local 
agencies, etc.)  

How are women/men/adolescent procuring livelihood procedures? 

Social supports Please state the present social supports that are available in your community; for 
example, how your neighbors are helping each other in many ways.  

How are women/men/adolescent getting emotional and social support?   

Health supports Please state the present health seeking behavior: not only C-19 but also regular 
health facilities (NGO and other agencies). (To explore Informal providers, 
Burmese doctors, drug-sellers, private providers). 

How are women/men/adolescent getting medical supports? 
 

Theme 6: Gender  

1. How do C-19 change the daily life of men, women, disable people in your community? (Mobility, 
engagement with NGO’s, organizations).  

2. How are women/men/adolescents/disable people struggling to cope with the Covid situation? (To understand 
coping mechanisms) 

3. Could you tell me a bit about the present socio-economic status of women in your locality?  
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4. Could you tell me a bit about the people who provide healthcare (informal, private, agencies, Burmese doctors 
etc.) for women in your locality during the C-19 period? 

5. How are women struggling to cope with the present situation? (Personal, Emotional, Mental, Physical, 
Economic, social (disrupted social relations).  

6. How do women play role in decision-making process within the household (Probe: purchase of things, 
mobility, decision around children, decision to seek treatment, access to treatment)  

7. How are females affected in the camps/wards (villages) [Probe: general questions on women, how are females 
affected by violence, harassment, intimidation, rape etc. 

Theme 7: Social power structures of the community   
1. Could you tell me about individuals who are potential in resolving conflicts in your locality?  
2. How are they helping you/community people during the C-19? (Organizing campaigns against C-19, helping 

vulnerable people in many ways, etc.).  
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Focus Group Discussion 
Prior to interview process, following issues need to be considered: 
1. Please introduce yourself and inform the participants about the purposes of interviews 
2. Rapport building (Discuss familiar issues): for example, professional involvement, hobbies, recreation time 

(what do you do during the leisure period?), thoughts about the pandemic, etc.    
3. Select homogenous groups, for example, gender identities, ethnicity and disability need to be taken into 

consideration separately. 

Theme 1.A: C-19: Knowledge and Perception (general) 
1. Please tell us something about C-19 (how do local people define C-19? Try to understand from the perspective 

of religious and sociocultural aspects; how do local people perceive C-19? For example, to explore common 
perceptions and misconceptions).   

2. Discuss about the initial phase of C-19 (March-April). (When did you first hear the word "Coronavirus"? Can 
you tell us more about what you have heard? (Probe: When and from where, ways of transmission, prevention 
measures, treatment facilities).   

Theme 1.B: C-19: Knowledge and Perception (community’s response to C-19) 
1. Please discuss the present circumstance of the locality in relation to C-19: fear, anxiety and stigma.    
2. What common concerns did the community have regarding C-19 at that time (March-April)? (Probe: income, 

education, stigma, etc.).  
3. During the initial period (March-April), if someone contracted symptoms of C-19, what were the reactions 

of the community towards the bearer?   
4. How do the community people currently perceive C-19? (Probe: income, education, health, social stigma, 

etc.)  
5. If someone contracts symptoms of C-19 now, what are the reactions of the community towards the bearer?  

Theme 2: Local practices relating to C-19 
1. How do you detect individuals who are infected by C-19? (Try to understand symptoms of C-19 from the 

perspective of individual members of the community; how do you understand the C-19 positive? Please try 
to clarify the learning methods; how did they learn about the symptoms of C-19?)  

2. Could you describe health seeking behaviour related to C-19? (health providers, cost, transport, referral 
systems, etc.) 

3. Could tell me a bit about the existing health facilities in your locality where C-19 positive patients have been 
getting tested and treated? (Formal and informal health providers).   

4. How are women/men/adolescents being treated with the symptoms of C-19? (To explore existing health 
facility systems). 

Theme 3: Community's preparedness towards COVID-19 response 

1. How did you take precautions to tackle C-19 in your community/blocks/ward/village during March-
April? How did you hear about precaution measures? (Probe: campaigning mechanisms, handwashing, 
wearing masks, social distancing, disinfection, staying at home, indigenous methods).  

a. Who provided these safety measures? How did you obtain these materials?  

b. Was it feasible for the community to follow these guidelines?  

c. Is there any group for whom it was not feasible to follow these guidelines?  

d. What could have been done to reach out to these groups of people better?  

2. How are you taking precautions to tackle C-19 in your community? (Probe: handwashing, wearing 
masks, social distancing, disinfection, staying at home, indigenous methods).  

a. Who provides these safety measures? How are you obtaining these materials?  

b. Is it feasible for the community to follow these guidelines and why?  

c. What can be done to reach out to these groups better? 
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3. Could you tell me about campaigning mechanisms that are taking place in your 
community/blocks/ward/village in relation to reducing the spread of C-19? (training, Miking, Leaflet 
distribution, Mobile SMS/Voice message, Street drama, Seminar/Symposium, implemented by 
government, NGOs and influential local individuals). 

Theme 4: Impacts of C-19 
 

Dimensions Questions  Initial Phase Present 
circumstance 

Livelihood How did C-19 affect the earning sources in your 
community in March-April? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.). 
To explore in detail with underlying reasons.  

Please describe --------------- 

How does C-19 currently impact on income 
generating sources?  
Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

------------------ Please describe 

Food security  How did you ensure food security in your 
family? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

Please describe --------- 

How are you procuring livelihoods? 
Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) 
To explore in detail with underlying reasons. 

--------- Please describe 

Social aspect How did C-19 create social vulnerability? 
[Probe: tension, domestic violence, intimate 
partner violence, divorce, etc.] 

Please describe Please describe 

Social Conflicts How does C-19 increase intensions between 
neighbours? (probe- distance, communication 
gap, social networks, misunderstanding, etc.).  

Please describe Please describe 

Governance  How did C-19 increase tensions in your locality? 
(Thefts, quarrels, mistrusts, etc.) 
(Note: do not ask personal questions; do not 
probe on what types of corruption is going on?) 
How do you resolve social conflicts? (Please tell 
me about the formal and informal institutions 
that are providing legal aid support; mechanisms 
that exist in the locality).    

Please describe Please describe 

Health  How has the COVID-19 pandemic affected 
people’s health in the community? [Probe: 
Mobility, Access, Medicine, informal and formal 
services-emotional, mental, physical, SRH etc.]  

Please describe Please describe 

Education How has C-19 affected formal and informal 
education of your family members?  
(Probe: Children, Adolescents (Studying or want 
to study) 

-------------- Please describe 

Religion How was/is often religious gathering taking 
place in your locality? (Going to Mosques, 
Marriage (Nikah) in mosques, Milad, Mahfil 
etc.) 

Please describe Please describe 

Social How often do women organize informal 
meetings? Where do men do ‘addas’? 
Why is social gathering important in 
community?  
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Theme 5: C-19 Impact on Social Safety Services 

Issues Queries  

Livelihood supports Please state the present livelihood supports that you are currently receiving from 
different sources. (Government agencies, national and international donors, local 
agencies, etc.). 

How are women/men/adolescents procuring livelihood procedures?  

Social supports Please state the present social supports that are available in your community; for 
example, how your neighbors are helping each other in many ways.    

How are women/men/adolescents getting emotional and social support? 

Health supports Please state the present health seeking behavior: not only C-19 but also regular health 
facilities (NGO and other agencies). (To explore Informal providers, Burmese 
doctors, drug-sellers, private providers). 

How are women/men/adolescents getting medical support? 

Needs and Priority  What are the services you need mostly? 

1. Health services. 
2. Livelihood services. 
3. Psychosocial Support. 
4. Social safety net services. 

By using PRA, the given four categories will be explored separately. 
 
Theme 6: Identification of vulnerabilities and vulnerable groups  
 

1. Perception towards vulnerable people: Who are the most vulnerable in your community? 
a. Why do you think they are vulnerable? [Probe: Access to Information, isolated vs exposure, 

People living with chronic diseases or other medical conditions, Women-headed households, 
Elderly people] 

b. What are the common vulnerabilities in this community? [Probe: Perception of vulnerability, 
Orphans, Day laborers, lack of literacy, Early married boys, and girls, middle class, Access to 
services, recreational activities and facilities, gender-based violence] 

c. How did C-19 increase vulnerability of the special needs group in your community? How are 
you coping with these challenges? [Probe: What about the vulnerable groups?] 

 
Theme 7: Disabilities   

1. How do local people treat disable people? (Perception of local people) 
2. How do people categories your disability? (Stigma) 
3. How did C-19 create an impact on you? (Probe: health services, ration services, WASH etc. economic 

impact etc.).  
4. Do you think you are more vulnerable compared to other members of your community because of your 

disability? (Probe: economic, social, health, relationships, psychosocial wellbeing).  
5. Do you think that disable women/men/adolescents are more vulnerable during the C-19 pandemic? 

(Please explain in detail with underlying reasons?)  
Theme 8: Gender  

1. How do C-19 change your daily life? (Mobility, engagement with NGOs, affiliation with organizations).  

2.  How are you being treated in your family, neighbors and local people during the C-19 period? (Personal, 
Emotional, Mental, Physical, Economic, social (disrupted social relations).    
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3. Could you tell me a bit about the people who provide healthcare (informal, private, agencies, Burmese 
doctors etc.) for women in your locality during the C-19 period? 

4. How are women struggling to cope with the present situation? (Personal, Emotional, Mental, Physical, 
Economic, social (disrupted social relations).  

5. How do women play role in decision-making process within the household (Probe: purchase of things, 
mobility, decision around children, decision to seek treatment, access to treatment) 

6. How are females affected in the camps/wards (villages) [Probe: general questions on women, how are 
females affected by violence, harassment, intimidation, rape etc.]  

 Theme 9: Social power structures of the community   
1. Could you tell me about individuals who are potential in resolving conflicts in your locality?  
2. How are they helping you/community people during the C-19? (organising campaigns against C-19, 

helping vulnerable people in many ways, etc.).  
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Key Informant Interview (Majhis/Imam/Local leaders) 

Name of Project: Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, Governance 
and Localization of Humanitarian Responses in COVID-19 Era 
Name of Organization: BRAC James P Grant School of Public Health, BRAC University  
Purpose- The primary purpose of KII sessions is to explore the general community perspective, knowledge, 
attitude and practice on COVID-19.  We will select different categories of participants who could share the actual 
scenario on social, economic, political impacts, gender norms during COVID 19   
Respondents: 

Host community- Members from Upzila administration and Local Government Institutions (LGIs) such as Union 
and Upzila Parishad, Professionals like local NGOs, CSOs, CBOs, community leaders and religious leaders.  

Rohingya Refugee community- Members from international NGOs; local NGOs, CSOs, CBOs, community 
leaders like Majhiis, religious leaders like Imams, other local influentials (maybe: Burmese doctors)-      Add as 
required after doing the IDI; Could be emotional support, guidance, TRUST- not only a power structure 
Prior to interview process, following issues need to be considered: 

1. Please introduce yourself and inform the participants about the purposes of interviews 
2. Rapport building (Discuss familiar issues): for example, professional involvement, hobbies, recreation 

time (what do you do during the leisure period?), thoughts about the pandemic, etc.  
 

Theme 1: C-19: Knowledge and Perception (general) 
1. Please tell us something about C-19 (how do local people define C-19? Try to understand from the 

perspective of religious and sociocultural aspects; how do local people perceive C-19? For example, to 
explore common perceptions and misconceptions).   

2. Discuss about the initial phase of C-19 (March-April). (When did you first hear the word "Coronavirus"? 
Can you tell us more about what you have heard? (Probe: When and from where, ways of transmission, 
prevention measures, treatment facilities).    

Theme 2: Personal preparedness towards COVID-19 response 

1. How did you take precautions to tackle C-19 during March-April? How did you hear about precaution 
measures? (Probe: awareness campaigning, indigenous methods).   

2. How are you playing a role in tackling C-19 of your community? (awareness campaigning, indigenous 
methods).  

3. Could you tell me about campaigning mechanisms that are taking place in your 
community/blocks/ward/village in relation to reducing the spread of C-19? (training, Miking, Leaflet 
distribution, Mobile SMS/Voice message, Street drama, Seminar/Symposium, implemented by 
government, NGOs and influential local individuals). 

 
Theme 3: Impacts of C-19 

Dimensions Questions  Initial Phase Present 
circumstance 

Livelihood How did C-19 affect the earning sources in your 
community in March-April? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.). To 
explore in detail with underlying reasons.  

Please describe --------------- 

How does C-19 currently impact on income 
generating sources?  
Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) To 
explore in detail with underlying reasons. 

------------------ Please describe 

Food security  How did you ensure food security in your family? 
Who were the most affected individuals of your 
community? (Men/female/disable people, etc.) To 
explore in detail with underlying reasons. 

Please describe --------- 

How are you procuring livelihoods? --------- Please describe 
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Who are the most affected individuals of your 
community? (Men/female/disable people, etc.) To 
explore in detail with underlying reasons. 

Social aspect How did C-19 create social vulnerability? [Probe: 
tension, domestic violence, intimate partner 
violence, divorce, etc.] 

Please describe Please describe 

Social Conflicts How does C-19 increase tensions between 
neighbours? (probe- distance, communication gap, 
social networks, misunderstanding, etc.).  

Please describe Please describe 

Governance  How did C-19 increase tensions in your locality? 
(Thefts, quarrels, mistrusts, etc.) 
(Note: do not ask personal questions; do not probe 
on what types of corruption is going on?) 

Please describe Please describe 

Health  How has the COVID-19 pandemic affected 
people’s health in the community? [Probe: 
Mobility, Access, Medicine, informal and formal 
services-emotional, mental, physical, SRH etc.]  

Please describe Please describe 

Education How has C-19 affected formal and informal 
education of your family members?  
(Probe: Children, Adolescents (Studying or want to 
study) 

-------------- Please describe 

Religion How was/is often religious gathering taking place 
in your locality? (going to Mosques, Marriage 
(Nikah) in mosques, Milad, Mahfil etc.) 

Please describe Please describe 

Social How often do women organise informal meetings? 
Where do men do ‘addas’? 
Why is social gathering important in community?  

  

Theme 4: C-19 Impact on Social Safety Services 

Issues Queries  

Livelihood supports ● Please state the present livelihood supports that you are currently receiving 
from different sources. (government agencies, national and international 
donors, local agencies, etc.) 

● How are women/men/adolescents procuring livelihood procedures?  

Social supports ● Please state the present social supports that are available in your community; 
for example, how your neighbours are helping each other in many ways.    

● How are women/men/adolescents getting emotional and social support? 

Health supports ● Please state the present health seeking behaviour: not only C-19 but also 
regular health facilities (NGO and other agencies). (To explore Informal 
providers, Burmese doctors, drug-sellers, private providers). 

● How are women/men/adolescents getting medical support? 
 

Theme 6: Identification of vulnerabilities and vulnerable groups  
 

1. Perception towards vulnerable people: Who are the most vulnerable in your community? 
a. Why do you think they are vulnerable? [Probe: Access to Information, isolated vs exposure, 

People living with chronic diseases or other medical conditions, Women-headed households, 
Elderly people] 

b. What are the common vulnerabilities in this community? [Probe: Perception of vulnerability, 
Orphans, Day laborers, lack of literacy, Early married boys, and girls, middle class, Access to 
services, recreational activities and facilities, gender-based violence] 

c. How did C-19 increase vulnerability of the special needs group in your community? How are 
you coping with these challenges? [Probe: What about the vulnerable groups?] 
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Theme 5: Disabilities   
1. Who are the people with disabilities in your community? (To explore perception and knowledge).  

 
2. How did C-19 create an impact on disable people in your community? (Probe: health services, ration 

services, WASH etc. economic impact etc.).  
 

3. Do you think that disable women/men/adolescents are more vulnerable during the C-19 pandemic?  

Theme 6: Gender  

1. How do C-19 change the daily life of men, women, people with disabilities in your community? 
(Mobility, engagement with NGOs, organizations).  

2. How are women/men/adolescents/people with disabilities struggling to cope with the Covid situation? 
(To understand coping mechanisms) 

3. Could you tell me a bit about the present socio-economic status of women in your locality?  

4. Could you tell me a bit about the people who provide healthcare (informal, private, agencies, Burmese 
doctors etc.) for women in your locality during the C-19 period? 

5. How are women struggling to cope with the present situation? (Personal, Emotional, Mental, Physical, 
Economic, social (disrupted social relations).  

6. How do women play role in decision-making process within the household (Probe: purchase of things, 
mobility, decision around children, decision to seek treatment, access to treatment)  

7. How are females affected in the camps/wards (villages) [Probe: general questions on women, how are 
females affected by violence, harassment, intimidation, rape etc.).  

8. How are women/men/adolescents being treated with the symptoms of C-19? (To explore existing health 
facility systems); (Please explain in detail with underlying reasons?) 

 
  



Annexes 

 

Page | 148  
 

Annex-III: Qualitative Guidelines-Baseline  

Guideline for In-depth Interview and Case Study 

Demographic Information Gender 
Age  
Vulnerable  
Marital status  

 

COVID-19 
  
  
  

Origin (Perceived) Where does it come from? 

Causes (Perceived) Why/How did it come? 

Symptoms (Perceived) What does the infected person present 
with? 

Mode of Transmission (Perceived) How does it spread? 

Treatment 
  
  

General Services ANC/PNC/general illnesses/Delivery 

COVID-19 Specific hospitals and 
access 

Any story of visit and how they were 
treated 
Covid 19 testing facilities in the 
community 

Any Local treatment/local transports 
are used to visit the treatment 
facilities.  

Local terminology 

Preventive measures ( 
formal and informal 
including indigenous 
preventive measures)  
  

During the lockdown What they used? Who provided it? 

Currently Seek specific reasons for following/not-
following any preventive measure 
Please try to draw some 
recommendation from the point of the 
community people 

Practices 
  
  

Prayers and Religious activities Current situation (Reasons) 

Marriages and social gatherings Whether happening now? WHY? 

Addas around Tea stalls 
(Highlighting the gender issue; for 
example, visiting neighbours); why 
social gathering is the important 
aspect of community life?   

Whether happening now? WHY? 

Medium of communication 
  
  

What worked best for them during 
the lockdown? 

Local terminologies 

Social Media Which platforms 

Forms of information Handout, poster, miking, TV adds, 
Radio ads, Phone nudging, Household 
visit by volunteer  etc (indigenous 
process/local communication process)  

Effective Messengers (How 
do the community people 
perceive the effective 
messenger?) 

During the lockdown Who reached out to them? How?  

Currently Who do they prefer reaching out to 
them? Why? (Please ask them about the 
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  process of effective messengers; for 
exempel, try to draw some 
recommendation from the point of 
community people)  

Emerging needs 
  
  
  
  
  

Which support is do they require 
  
  
  
  
  

Social- Neighbor, Committee, Mosjid 

Personal/Settlement  

Physical 

Economic/livelihood/relief programme   

Political 

Psychological 

Vaccine Knowledge Did they hear? Whe n? From where-
Source of information? Kinds of 
information?  
Any rumours?  

Local perception Any fear? Reason?  

Willingness (Highlighting gender 
issue; and decision-making process 
in taking vaccine) 

Why is it important/unimportant? 
 
Suggestion? 

Myanmar Coup When they heard? From where? How did they feel? 

Local environment after hearing Fears, worries, tensions 

 Local perception and fears Specific, why? What may happen 
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Focus Group Discussion 

Social aspect- How did C-19 create social vulnerability? (Probe: tension, domestic violence, intimate partner 
violence, divorce, etc.) How often do women organize informal meetings? Where do men gather for ‘addas’? 
Why is social gathering important in the community? 
1. Social supports: Please state the present social supports that are available in your community; for example, 

how your neighbors are helping each other in many ways, support from NGO, government, loan, donation 
from community.  Access to women friendly services, and child friendly services- What are the existing 
barriers towards accessing those services? Any suggestions to improve those services? 

2. Health: How has the COVID-19 pandemic affected people’s health in the community? (Probe: Mobility, 
Access, Medicine, informal and formal services-emotional, mental, physical, SRH etc.)        

3. Health supports: Please state the present health seeking behaviors: not only C-19 but also regular health 
facilities (NGO and other agencies). (To explore Informal providers, Burmese doctors, drug-sellers, private 
providers). How are women/men/adolescents getting medical support? 

4. Vaccination (Have you heard anything about the Corona vaccine? Source of information.  kind of information? 
Please share your thoughts and perception around vaccines focusing on religious, economical aspects, fear and 
community feelings). Any suggestions-for effective massage, source of information? 

5. Social Conflicts- How does C-19 increase tensions between neighbors? (Probe- pre- during and post-lockdown 
period- distance, communication gap, social networks, misunderstanding, etc.). How do these conflicts 
resolve-Key stakeholders? 

6. Intra-community conflicts (the conflicting issues between the members of the community focusing on the 
context of pre-during and post-lockdown period) 

7. Governance: How did C-19 increase tensions in your locality? (Thefts, quarrels, mistrusts, etc.) (Note: do not 
ask personal questions; do not probe on what types of corruption is going on? 

8. Social power structures: Could you tell me about individuals who are potential in resolving conflicts in your 
locality?  Explore with specific examples (Salish, and internal conflict resolving mechanism). 

9.   Gender: 
● Freedom of movement of women vs men: Are women able to move about as freely as men? Has this 

changed during the COVID-19 pandemic? If yes, how? 
●  Household responsibilities- who does most of the household chores? Who helps the primary 

worker? And why? 
●  Decisions regarding family planning- who decides and why? 
●  Economic decision making- who works outside? Who decides who amongst the household should 

work? 
● Decisions regarding child rearing- which child goes to school? When to get children married? 
● Safety and security within the community - do they feel safe? If not, in which situations or times 

have/do they felt unsafe? 
●  Child marriage (Case study approach) 

10. Corruption: Relief distribution process; local resolution process; informal justice process: probe- pre- during 
and post-lockdown period.   

11. Vulnerable groups: who were/are the most affected individuals during the pre- during and post-lockdown 
period?  

12. Advantage/vested groups of the community in terms of gaining access to Covid 19 health services, Vaccine 
related activities, economic and financial services (during the probe- pre- during and post-lockdown period).  
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Annex-IV: The Baseline Survey Questionnaire 
Questionnaire of Baseline survey of Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, 
Governance and Localization of Humanitarian Responses in COVID-19 Era 
Identification Details:  

  
Household ID:    
Community 1= FDMN; 2= Host community  
Village/Block name(no)  Name of respondent   
Union/Camp name(no)  Name of household head (come from roaster) 
Name of local influential 
person 
(Majhi/Imam/member) 

 Mob no (Household head)  

Date of Interview    
 

Interviewed by: ID No: Supervised by: 
Cross checked by: ID No: Date: 

 
Informed Consent Form 
Project Title: Bridging Communities in Cox’s Bazar: Mitigating Risks and Promoting Gender, Governance and 
Localization of Humanitarian Responses in COVID-19 Era 

Investigators’ name: Sabina Faiz Rashid, Bachera Aktar, M Shafiqur Rahman, PhD,  Suborna Camellia, Rushdia 
Ahmed, Saifa Raz, Kazi Sameen Nasar, Rafia Sultana, Ateeb Ahmad Parray, A. S. M. Nadim, Muhammad Riaz 
Hossain, Abdul Jabbar,      Zuhrat Mahfuza Inam       

Organizations: BRAC James P Grant School of Public Health, BRAC University and Centre for Peace and Justice 
(CPJ), BRAC University.  

Short description of the project: 
The project is funded by International Development Research Center (IDRC) and conducted by BRAC James P. Grant 
School of Public Health, BRAC University and Center for Peace and Justice, BRAC University. The duration of this 
research project is three years. The project is conducted among women, adolescent, young and most vulnerable groups 
of the host community and the rohingya community in Cox's Bazar, Bangladesh, home to the world's largest refugee 
population. The project raises awareness about the global epidemic among the host and Rohingya communities as 
well as their role in socio-economic development through analysis of the barriers to social security, solidarity, and 
mental health development of Rohingya and local women, adolescents, youth, and most vulnerable groups (MVGs) 
and to planning various approaches to increase connectivity between the host and the Rohingya community in a 
constructive manner. 

What will happen if you take part in the study? 
If you decide to take part in the study, you will be asked to do the following activities:  
Face to face interview: One interviewer will conduct a face-to-face interview with you and it can take only 50-60 
minutes.  

Risk 
There is no risk of physical or emotional harm if you participate in this study. 

Benefits 
There is no direct benefit for taking part in this study. In the long term, the study may benefit to increase awareness 
among both the communities about C-19 prevention and treatment, to develop safety & security, social cohesion, and 
psychosocial well-being of by women, adolescents and youth and other MVGs in refugee and host communities and 
to improve peace, tolerance and social cohesion among and between the Rohingya refugees and host community in 
Cox’s Bazar.  
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Privacy, anonymity and confidentiality 
Identifier information collected in this study will be coded with a number and will be kept confidential. 
All information will be saved in a different encrypted file where only authorized research staff will have access. Your 
name or any other privacy related information will never appear in any publication or results from the study. The 
Institutional Review Boards of BRAC James P Grant School of Public Health, BRAC University and Centre for Peace 
and Justice (CPJ), BRAC University have the authority to access all research records. 

Future use of information 
If there is a need for future use of the information collected by data collectors, we will provide only de-identified data 
so that privacy, anonymity and confidentiality of the participants are ensured. 

Right not to participate and withdraw 
Participation in this research is voluntary. You have the right to know about the procedures, risks, and benefits of the 
study. Even if you decide to take part, you can change your mind later and can leave the study at any time. No matter 
what decision you make, there will be no problems for you. 

Compensation 
There will be no financial compensation for taking part in the study. 

Answering your questions/ Contact persons 
If you have any questions about this research project please contact ……….., who will answer them. ……… can be 
reached at Tel: …………………. If you have any questions regarding your rights and participation as a research 
subject, please contact Dr. Sabina Faiz Rashid. She can be reached at Tel: +880 1713117767.  
 
If you agree to take part in our study, please indicate that by putting your signature or your left thumb impression at 
the specified space below. 
 
Thank you for your cooperation  
 
Date:  
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Module A: Demographic Characteristics 
QA1: Identification of vulnerability 

Line 
No 

HH 
memb
er 
name 

Relation 
with HH 
head 

Gender  
 

Age  Mari
tal 
Statu
s 

Religion Any known 
chronic health 
problem* 

MV** groups   
 

 1=Male
; 
2=Fema
le3= 
Third 
gender 
 
 

Yea
r 

Mon
th 

 1=Muslim 
2=Hindu 
3=others 

1=yes 
2=no 

1=PLW, 
2=adolescent, 
3=elderly 4=person 
with disability, 
5=adult (only single 
women headed 
household), 6= 
other forms (please 
mention)      99=NA 

1  2  3 4 5 6 7 8  9 10 

  1= HH 
head 

       

          

          

          

Code(relationship): 1= Household head; 2=wife/husband; 3=son/daughter; 4=father/mother; 5=brother/sister; 
6=daughter in law/son in law; 7=grandson/ grand-daughter; 8=nephew/ niece; 9= brother-in-law/ sister-in-law, 
11=others 

Code (Marital Status): 1= Unmarried; 2=married; 3=widow/widower; 4=divorced; 5=separated; 6=others 

*Chronic health problems: if told by doctors about diabetes, hypertension, kidney disease, heart disease, Arthrities, 
depression, Cancer, Polio 
**MV group: PLW= pregnant or lactating women, Elderly age>64, adolescent boy/girl (10-18 years), adult: male 
household head without any income (20-64  years)/ adult single female household head without income (20-  64 
years) 

 
 
QA2: Education: 

Household member ID 
(come from roaster) 

Last class you have 
passed (to the level 
completed) 

(5-20 years aged member) 
Is he/she student? 
1=Student in present; 
2=Drop out;  
3=Never went to school; 
99=NA 

Causes for not student at  
present? (If Col 3 answer is 
2,3 or NA) 

1 2 3 4 
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1. QA3: WASH (Water, Sanitation and Hygiene)  
A3_1 
 
A3_2 

Do you and all members of HH have access to drinking 
water within your premises/living area? 
How much time do you spend collecting water (round trip) 

1= Yes; 2=No 
 
---------mins 

A3_3    
What is the main source of water?  

1=Tube well, 2=Draw-well, 
3=Pond,4= Supply water. 5=Canal, 
6=River, 7=Rain water 

A3_4 Does the water collected/supplied meet your needs? Yes/No 

A3_5 If no, which activities do you ignore because of the lack of 
water? 

1. Hand washing 
2. Bathing 
3. Cooking 
4. Will add the rest of the 

options after piloting 
A3_6 What do you use to purify/treat the water?  1=Boiling, 2=Medicine, 

3=Filtration, 4=none, 99=Don’t 
know 

A3_7 Who usually collects water for your family?  1= female hh member; 2=male hh 
member 

A3_8 Do you or family member (who collects water) face any 
safety issues while collecting water? 

1=yes, 2=no 

A3_9 Who would be feel unsafe while collecting water?  1= young girl, 2= young boy, 3= 
adult women, 4=male, 5=children 

A3_10 What sort of safety issues do you (or your family member) 
face while collecting water? 

Add options from piloting 

A3_11 Do you and all members of HH have access to a toilet within 
your premises? 

1= Yes; 2=No 

A3_12  
Which type of latrine do you use?  

1= Sanitary/slab (with water sil), 
2=Not brick-
built/open/hanging/bushes/field, 
3=Sanitary/slab (without sil) 

A3_13 Does the HH share this toilet facility with the other HH? 1=Own, 2=shared with 2/3 other hh 
3=shared with 4/5 other hh; 
4=shared with 6/7 other hh 

A3_14 Distance from HH? 1= within HH area, 2=outside the 
HH area (specify distance in 
meter….) 

A3_15 Where does you 2-5-year-old child defecate or/and urinate 
generally? 

1= Sanitary/slab (with water sill), 
2=Not brick-
built/open/hanging/bushes/field, 
3=Open space/bushes/field, 99=N/A 

A3_16 After defecation which of the following you use for washing 
hand? 

1=Ashes, 2=Soap, 3=Only water, 
4=Don’t wash hand 5=Sand 
6=Others (Please specify) 

A3_17 Do you have soap in your household? 1=Yes, 2=no  
A3_18 Has COVID-19 affected your safe access to latrines? 1=yes, 2=no 
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A3_19 If yes, How? Add options after piloting 
A3_20 What is the source of water for bathing?  1=Tube well, 2=Draw-well, 

3=Pond, 4=Canal, 5=River, 6= 
Pond/Lake/River 7=Rain water 

A3_21 During C-19 period Do you and all members of HH have 
access to a safe bathing facility? 

1= inside the premises 2=outside the 
premises 

A3_22 During C-19 period Do you or family member face any 
safety issues while accessing the bathing facility? 

1=yes, 2=no 

A3_22_1 Who would be usually feel unsafe? 1= young girl, 2= young boy, 3= 
adult women, 4=adult male, 
5=children 

A3_24 What sort of safety issues do you (or your family member) 
face accessing bathing facility? 

Add options from piloting 

A3_27 What is the source of water for cooking?           1=Tube well, 2=Draw-well, 
3=Pond, 4=Canal, 5=River, 6=Rain 
water  

A3_28 Do your HH have cooking facilities within premises (living 
area)? 

1=Yes; 2=No 

A3_29 Type of cooking facilities?  1= shared/communal facilities; 2= 
Own 

A3_30 Distance from HH? 1= within HH area, 2=outside the 
HH area (specify distance in 
meter….) 

 
 QA4: Access to Basic social Services 

A4_1 Are there any places or services available in your 
community for Birth Registration?  

1=yes, 2=no 

A4_2 Who are the service providers?  1=UP office       (for Host)/ Camp in 
charge office (FDMN), 2= others 
3=don’t know 

A4_3 Do you have your birth registration card/certificate? Yes=1, no=2 
A4_4 Does any member of your HH have birth registration 

card/certificate?  
Yes=1, no=2 

A4_5 Are there any restrictions to avail these services? Yes=1, no=2, 3=don’t know 
A4_6 If yes, why is there restrictions? Options from piloting 
A4_7 Are there any places or services available in your 

community for Death Registration?  
Yes=1, no=2 

A4_8 If yes, who are the service providers?  1=local govt office, 2= others 
3=don’t know 

A4_9 Do you or HH member have access to these services?  1=yes, 2=no, 3=don’t know 
A4_10 Are there any restrictions to avail these services? 1=yes, 2=no, 3=don’t know 
A4_11 If yes, why is there restrictions  Options from piloting 
A4_12 Do your HH member have access to an primary/high school 

within 2km or 30 mins 
 

1=yes, 2=no, 3=don’t know 

A4_13 Do you or HH members have access to primary health/care 
or community clinic /hospital for emergency health services 
within 2km or 30 mins 

 

A4_14 Do the community people have access to any of the 
following support services? 

a) Old age allowance 
b) Allowance for widowed, deserted and destitute 

women 

1=yes, 2=no, 3=don’t know 
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c) Allowance for disabled 
d) Interest free microcredit  
e) Protection of orphaned and helpless children 

 
A4_15 If yes, who are the service providers? 1=Local govt office, 2=NGO 
A4_16 Are there any places or services available in your 

community to report any incident other than health?  
a)  Familial or HH conflict 
b) Child/Female abuse/rape etc. 
c) Report of early marriage 
d) Neighbourhood conflict 
e) Robbery 
f) Human trafficking  

1=yes, 2=no, 3=don’t know 

A4_17 If yes, who are the service providers?  1=Local govt office, 2=NGO 
A4_18 Who usually reports to the agencies?  1= female HH member, 2=male HH 

member, please add more codes.  
A4_19 What are the difficulties you face while accessing these 

services?  
 Options from piloting 

A4_20 Are there any restrictions to avail these services? 1=yes, 2=no, 3=don’t know 
 
 
Module B: Knowledge, Attitudes & Practices and Health Seeking Behaviour with COVID–19 
Knowledge and practice about C-19 

B1_1 Have you heard about COVID–19 or 
‘Coronavirus’? 

1 = Yes 
2 = No 

If ‘Yes’ ⸮  B1_2 
Open B1_6           

B1_2 Where did you hear about this? 
(Multiple response) 

1 = Camp Authorities 
2 = NGO/INGO workers 
3 = Majhi/Imam/Local public 
representative 
4 = Friends 
5 = Relatives 
6 = Burmese Doctor 
7 = Religious leaders (e.g. Imams, 
Purohits) 
8 = Television 
9 = Internet (non-social media) 
10 = Mobile SMS/Voice message 
11 = Camp Miking 
12 = Leaflets 
13 = Newspaper 
14 = Radio 
15=others  

 

B1_3 What is the local understanding of the 
transmission? (multiple answer) 

1 = Touch (Contact) 
2 = Sneezing 
3 = Coughing 
4 = Breathing 
5 = Sharing utensils/items 
6= Don’t know anything 
99 = Others (Specify) 

 

B1_4 What have you and your family 
member(s) adopted to avoid 
Coronavirus transmission for your 
households? (Multiple response) 

1 = Staying at home 
2 = More hand washing 
3 = Less touching of faces, 
mouths, and noses 
4 = Avoiding visitors 
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5 = Wearing masks when 
going out 
6 = Nothing 
98 = Refused to answer 
99 = Others; Please Specify 

B1.5 Do you think other families or 
households in your community are 
washing hands properly (20 second) to 
avoid Coronavirus infection? 

1 = Yes 
2 = No 

If ‘Yes’ ⸮  B1_8 
Open B1_7 

B1.6 What is/are the reason(s) of not 
washing 
hands properly? (Multiple response) 

1 = No access to clean 
running water 
2 = Limited but not enough 
access to water 
3 = Need to travel outside the 
home for water 
4 = Can’t afford to by soap 
5 = Can’t find soap on the 
market 
6 = Don’t know how to wash 
hands properly 
7 = Not enough time to wash 
hands thoroughly 
99 = Others; Please Specify 

 

B1.7 How often you wear mask to go 
outside? 

1 = Never 
2 = Sometimes 
3 = Often 
4 = Always 

If ‘Never” ⸮  
B1_10 
 

B1.8 Where from you get the mask? 1=Brought by self 
2=Given by another household member 
3= Provided by local NGOs 
4=Provided by Govt. 
5. Donated by Philanthropists 

 

B1.9 Did you hear about social distancing/ 
physical distancing? 

1=Yes; 2=NO  

B1_10 Do you maintain physical/social 
distance while you go outside?  

1=Yes; 2=NO  

B1.11 What are the symptoms of COVID- 
19? [Multiple Response] 

1 = Fever 
2 = Dry cough 
3 = Breathing difficulty 
4 = Tiredness/Fatigue 
5 = Sore throat 
6 = Runny nose 
7 = Nasal congestion 
8 = Ache/Pain 
98= Don’t know 
99 = Other (Please specify) 

 

B1.12 Have you or anyone in the family 
experienced any of these symptoms? In 
last one month 
 

1 = Yes 
2 = No 

If no go to B1_28 

B1.13 If yes, how many members?   
B1.14 Who was the last person to get 

sick/have these symptoms in last one 
month? 

1 = Husband 
2 = Father 
3 = Wife 
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*Most recent 4 = Mother 
5 = Father in-law 
6 = Mother in-law 
7 = Son/Daughter 
8 = Brother/Sister 
9 = Brother in-law/Sister-in-law 
10 = Grandfather/Grandmother 
11 = Myself 
99 = Others; Specify 

B1.15 Who is/was the caregiver of the sick 
person?  

1= female HH member, 2= male HH 
member, 99=others 

 

B1.16 After symptoms showed up, did you or 
HH members maintain isolation? 

1= Yes 
2=No 

 

B1.17 How long has he/she had these 
symptoms? 

  

B1.18 Did he/she test for C-19? 1= Yes 
2=No 

 

B1.19 What was the result? 1=Positive; 2=Negative   
B1.20 B1_16. If tested, where did he/she go 

for C-19 test? 
1=Govt. facility, 2= private facility  

B1.21 If not tested, why? ………………...  
B1.22 
B1.23 What have you (or any of your family 

Member who developed symptoms) 
done to seek care? 

1 = Called COVID-19 help line 
2 = Called a Burmese Doctor 
3 = Visit camp health facility 
4 = Visited physician 
5 = Visited informal provider/Quack 
6 = Went to a private hospital/clinic 
7 = Staying at home 
8 = Visit pharmacy 
9 = Self-isolation 
10 = Done nothing 
11=Visited Religious Leader 
99= Others; Please Specify 

 

B1.24 Did you seek care from any health 
facility for treatment 

1 = Yes 
2 =No 
3 =Delayed 

Skip Logic: 
If ‘Yes’⸮  B1_22  
If ‘No’ ⸮  B1_21  
If Delayed ⸮  
B1_19                

B1.25 How long was treatment delayed?  In days 
B1.26 Reasons for delaying [Multiple 

Response] 
1= No time 
2=  Distance from health facility 
3 = Initial self-treatment 
4 = Unaware of treatment options 
5 = Symptoms were not severe enough 
99 = Others 

 

B1.27 Reasons for doing nothing /not taking 
treatment. 
[Multiple Response] 

1 = Considered symptoms were not 
serious enough for 
treatment 
2 = Self-treatment 
3 = Sought Family/friends treatment 
4 = Afraid of discovering serious illness 
5 = Fear of taking action 
6 = Quality of health care is not good 
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7 = No time 
8 = Distance from health facility 
9 = Negative experiences/word of mouth 
(Negative) 
99 = Others; Please Specify 

    
B1.28 If you/family member visited a camp 

facility, which facility did you seek 
services from? 

1=NGO hospital 
2=PHC 
3=Upazilla health complex 
4=Sadar hospital 
5=Community health clinics 
6=CHWs 
7=Burmese doctor 
8=Private clinic/hospital 
9=Private doctor chambers 
99=Other (please mention) 

 

B1.29 How long did you have to travel for 
treatment? 

 In minutes 

B1.30 Who was the health care provider? 1 = Doctor 
2 = Paramedic 
3 = SACMO 
4 = Nurse 
5 = Mid-wife 
6= Burmese doctor 
99 = Others; Specify 

 

B1.31 What do you know about treating 
COVID–19? (Multiple response) 

1 = Taking rest 
2 = Drinking lots of fluid 
3 = Paracetamol/Reducing fever 
4 = Taking antibiotic 
5 = Using a ventilator 
6 = Doing nothing, it goes away 
eventually 
7 = Homeopathy 
8 = Herbal treatments 
98 = Don’t know 
99 = Others; Please Specify 

 

B1.32 Do you know that Covid-19 
vaccination is coming?  

1=Yes, 2=No  

B1.33 If yes, how did you get this 
information? 

1. From newspaper 
2. From TV 
3. From friends/neighbour 
4. From social networks 

99= Others 

 

B1.34 If the govt gives this vaccine, will you 
take it? 

1=Yes, 2=NO   

B1.35 If no, why? Please select codes  
B1.36      Who, according to you, are more? 

vulnerable to COVID-19 or 
Coronavirus? 

1 = Children [0-9] 
2 = Adolescent [10-19] 
3 = Young people/youth [20-35] 
4 = Middle aged people [35-60] 
5 = Elderly [60+] 
6 = Men 
7 = Women 
8 = People with asthma 
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9 = People with heart problem 
10 = People with diabetes 
97 = Don’t know 

B1.37 Why do you think so?   
B2: Impact of C-19 on General Health-seeking behavior 
B2_1 Does any of your HH member suffer 

from illness in last 15 days? 
1=Yes; 2=No If NO, pls go to 

B2_4      
B2_2 Primary of foremost steps taken for 

treating the illness 
0=no steps taken, 1=own treatment 
through OTC 
medicine; 2=village doctor/ practitioner 
or  Bharmiz doctor, 3=certified public 
doctor/ nurse; 4=CHW (community 
health worker); 5=doctor at private 
chamber; 6=local drug store/pharmacy 
7=traditional healers 
(kobiraj/hujur/religious leaders)  9 = 
homeopathy, 
99=others (mention) 

 

B2_3 Reasons for not taking any treatment? 
Multiple responses.  

1 = Considered symptoms were not 
serious enough for 
treatment 
2 = Self-treatment 
3 = Sought Family/friends treatment 
4 = Afraid of discovering serious illness 
5 = Fear of taking action 
6 = Quality of health care is not good 
7 = No time 
8 = Distance from health facility 
9 = Negative experiences/word of mouth 
(Negative) 
10 = restriction from family/husband/in-
laws 
99 = Others; Please Specify 

 

B2_4 Does any household member of the 
household suffer from chronic ill health 
during the pandemic? 

1 = Yes 
2 = No 

If no go to B2_6 

B2_5 Expense for treatment Last month  Comparison to 
Before pandemic 
1=less 
2=equal 
3=increased 

B2_51 Visit/consultation   
B2_52 Medicine   
B2_53 Test/examine   
B2_54 Travel   
B2_6      Has any person in the household 

ever received the following medical 
services/benefits while living in this 
area/camp? (Multiple response) 

1= Vitamin A 
2 =Chloroquine 
3 =Milk 
4 =Bed net 
5 =Oral Rehydration Salts 
6=Contraceptives(condoms/injections/pi
lls/IUD) 
7= Immunization (e.g., polio drops, other 
vaccinations) 
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8 =Iron-Folic Acid tablets 
9=Other 

B2_7  How satisfied are you with your ease of 
access to such medical services? 

Satisfaction level: 1=high 2=medium 
3=not satisfied 

 

B2_8 If not satisfied, why?   
B3: Impact of C-19 on regular social activities   
B3_1 Do you think C-19 pandemic affected 

your regular social activities?  
1=yes 2=no   

B3_2 To what extent has this COVID-19 
situation affected regular life? 

1 = Significantly 
2 = Moderately 
3 = A little/somewhat 
4 = Not at all 

 

B3_3 Has C-19 pandemic affected  
a) Marriage ceremony 
b) Religious practice (going to 

mosque/mandir/church)   
c) Visiting neighbor/friends 
d) Gossiping at market place 
e) Any other gathering (Please 

specify which one) 
 

1=yes 2 =no  

 
 
Module C: Financial Activities during C-19 pandemic 
C.1: Household members’ income and employment 

Line No Main occupation* Kind of earning 
1=monthly; 2=weekly; 
3=daily; 4=per hour; 
5=others 

Working Hour (per 
day) 

Monthly Income 

 Before 
pande
mic 

Last 
month 

Before 
pandemic 

Last 
month 

Last 
month  

Comparis
on to 
Before 
pandemic 
1=less 
2=equal 
3=increas
ed 

Last 
month  

Comparis
on to 
Before 
pandemic 
1=less 
2=equal 
3=increas
ed 

         
         
         
         
         
1=Farming; 2=Day labouring (agriculture); 3= Day labouring (others); 4=Skilled labouring (construction 
worker/mechanic/electric worker); 5=Rickshaw/van/cart puller/easy bike driver/boatsman; 6=Fisherman; 
7=Salaried worker (official work); 8=Small businessman; 9=Household help; 10=Barmij Doctor(pharma/local 
health worker); 11=Teacher/NGO worker; 12=others;  13= voluntary based work 

 
Question C2: Financial Coping mechanism during C-19 period: 

 Do your household receive any sort of ration? 1=Yes; 2=No  
C2_1 Compared to a “before pandemic” and the current Corona virus 

crisis, what is the situation of your household’s income?  
1= Same; 2= decreased somewhat; 
3=Completely stopped; 4=Increased 
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C2_2 According to you, your monthly income during pandemic for 
your family in comparison with family expenditure is 

1= more than enough/adequate, 2= 
enough/ adequate, 3= not enough/ 
adequate 

C2_3 Was your work or job compromised because of the current crisis? 
[Note: Don’t read out the options. Code all that apply. Multiple 
answers possible.] 

1 = Not applicable – Did not have 
a regular job 
2 = No – I am still currently 
working 
3 = Yes – I am still currently 
working from home 
2 = Yes – I was laid-off without 
pay 
3 = Yes – I was on forced leave 
with full pay 
4 = Yes – I was on forced leave 
on partial pay 
5 = Yes – I voluntarily left my job 
99 = Refused to answer 

C2_4 In the last 3 months have you been so ill/injured that you were 
unable to perform usual daily activities including work? 

1 = Yes 
2 = No 

C2_5 If yes, then how long was work halted? ----- days 
C2_6 How much income was reduced due to this illness?  

1=significantly/much 
2=moderately 
3=not significantly 

C2_7 If the income is now less or nothing (“completely stopped”) than 
before, how are you meeting your household’s expenses? 
[Multiple answer]. [Note: Don’t read out the options. Code all 
that apply. Multiple answers possible.] 

1 = Spending less 
2 = From savings 
3 = Using loans 
4 = Support form family/friends 
5 = Government support 
6 = Support from private 
philanthropy or charity 
7 = Involving school-going 
children in income-generating 
activities 
8 = Involve older members in IGA 
9 = New source(s) of income 
99 = Other 

C2_8 According to you, what the least amount should have your 
monthly income for your expenditure? 

(Write in taka) 

C2_9 After C-19 outbreak were you able to save any money after 
household monthly expenditure?  

1= Yes; 2=NO 

C2_10 Were you able to save money before pandemic? 1= yes, 2=no 
C2_11 If you have to live solely based on your savings, how many days 

do you think you (household) can sustain? 
------------ days 

C2_13 Did your household take any loan during this pandemic? 1=Yes, 2=NO 
C2_14 If yes, source of loan 1=BRAC; 2=others NGO ; 

3=relatives; 4=friends ; 5= 
neighbours ; 6=money lender; 
7=shop ; 8= bank 

C2_15 Main reason for taking loan [Note: Don’t read out the options. 
Code all that apply. Multiple answers possible.] 

1=agricultural inputs 
(fertilizer/seeds/irrigation cost);2= 
agricultural instrument purchase;3= 
purchasing ploughing bull;4= social 
festival ;5= for treatment; 6=food 
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product ; 7=disaster management; 
8=household making/repairing ; 
9=land purchase/mortgage ;10= 
education cost ; 11=case ; 
12=repayment of loan/mortgage; 
13=capital for business/industry; 
14=purchasing industrial machinery 
; 15=marriage; 16= purchasing 
rickshaw 

C2_16 Loan for how many months?  
C3: C-19 Support   
C3_1 During covid-19 pandemic did you receive any support (relief) 

from any organization? 
1=yes, 2=no 

C3_2 If yes, what sort of support/relief? [Note: Don’t read out the 
options. Code all that apply. Multiple answers possible.] 

1 = Cash 
2 = Food 
3 = Drugs 
4 = Masks/PPEs 
5 = Information/Awareness 
6 = Loans 
7 = Diagnostic testing 
8 = Soap/sanitizer 
96 = Other 

C3_3 If yes, which organization provided the supports?[Note:. Don’t 
read out the options. Code all that apply. Multiple answers 
possible.] 

 1=BRAC ; 2=others NGO ; 
3=relatives/neighbour; 4=local govt 
officials 
96 = Other (ADD Don’t Know) 

C3_4 Did the relief meet your needs? 1=yes, 2=no 
C3_5 If yes, how satisfied were you with the relief service? 1=not much 2=moderate 3=satisfied 
C3_6      What kind of support you currently need? [Enumerators will not 

read out the options but will mark all that are 
applicable].(Multiple answers possible) 

1 = No support required 
2 = Food 
3 = Money 
4 = Job/work 
5 = Medicine/Drugs 
6 = Treatment 
7 = Diagnostic testing 
96 = Other 

 
Module D: Food Security and Consumption during C-19 period.  
D1:  Consumption during C-19 period: 

D1_1 Overall, has the coronavirus pandemic (in the last 6 months) 
affected your food consumption compared to before 
pandemic time? 

0 = No (It has stayed 
about the same) 
1 = It has increased 
2 = It has declined 

D1_2 If It has declined, then which food group(s) are you less or 
not consuming now? 

1 = Grains, white roots 
and tubers, and plantains 
2 = Pulses (beans, peas 
and lentils) 
3 = Nuts and seeds 
4 = Milk/Dairy 
5 = Meat, poultry and fish 
6 = Eggs 
7 = Dark green leafy 
vegetables 
8 = Other vegetables 
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9 = Fruits 
10 = Outside/fast food 

D1_3_B
P 

Average Monthly Food cost Last month  Comparison to 
Before pandemic 
1=less 
2=equal 
3=increased 

D1_3_L
astMont
h  

 Taka ------ Taka ------- Taka 

D1_4 Did you stock up any additional food items to consume later? 1 = Yes 1 = Yes [If ‘Yes’ ⸮  D1_5] 
2 = No [If ‘No’ ⸮  D1_6] 

D1_5 Did you want to stock up food for this crisis, but you could 
not? 
[Please note this and the previous questions are not mutually 
exclusive. People can stock up on some items but can fail to 
stock others at the same time.] 

1 = Yes 
2 = No 

D1_6 {If NO} Why not? 1 = Not enough money 
2 = Stores did not have 
the items 
3 = Stores had the items 
but rationed 
4 = Don’t know what to 
stock 
5= Kept the money for an 
emergency or other 
reason 
96 = Refused to answer 
97 = Don’t know 
99 = Others, please specify. 

D1_7 How many days can you sustain with the amount of food you 
currently have? 

------- days 

D1_8 Did you change the consumption of your non-food items 
(such as buying clothes, toys, gifts for family/friends, home 
repair, etc.) during the pandemic? 

0 = No – It has stayed 
about the same 
1 = Yes – It has increased 
2 = Yes – It has declined 

D1_9 Monthly HH Non-food cost (Taka) Last month  Comparison to 
Before pandemic 
1=less 
2=equal 
3=increased 

 Mobile bill   
 Internet (Wi-Fi/MB pack)   
 Education    
 Health   
 Clothes   
 HH hygiene (wash/cleaning)    
 Transport/travel   
D1_10 Do you smoke or consume betel leaf? 1= Yes 2=No 
D1_11 If yes, did you quit smoking or taking betel leaf during 

pandemic period? 
1= Yes; 2=NO  

D1_12      Do you spend extra money to buy masks and sanitizers (as a 
part of monthly expenditure)? 

1=Yes, 2=No 
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D2: Food Security/Safety Condition 

D2_1 

In the last 8 months during covid-19, was there a time when you 
or others in your household had to skip a meal (in a day) 
because there was not enough money or other resources to get 
food?  

Yes 1 
No 2 
DK 8 
Refused to answer 9 

D2_1_1 
D2_1_2 

If yes, how many times in the last 8 months? 
If yes, did it happen in the same pace (frequency) before 
pandemic? 

………………………. 
Never happened………………1 
Same………………………………
..2 
More……………………………….
.3 
Less………………………………
…..4 

D2_3 

In the last 8 months during covid-19, was there a time when you 
or others in your household ate less than you thought you 
should because of a lack of money or other resources? 

Yes 1 
No 2 
DK 8 
Refused to answer 9 

D2_3_1 
D2_3_2 

If yes, how many times in the last 8 months? 
If yes, did it happen in the same pace before pandemic? 

………………….. 
Never happened………………1 
Same………………………………
..2 
More……………………………….
.3 
Less………………………………
…4 

D2_4 
In pandemic, how many times (at least one person) did you eat 
only rice? (this means rice with only salt, onions and red or 
green spices) 

1= Never, 2= 1-3 times a month, 
3=1-2 times in a week, 4= 5 or 
more days in a week 

D2_4_1 

If yes, did it happen in the same pace (frequency) before 
pandemic? 

………………………. 
Never happened………………1 
Same………………………………
..2 
More……………………………….
.3 
Less………………………………
…4 

D2_5 

In the last 8 months during covid-19, was there a time when 
your household ran out of food because of a lack of money or 
other resources? 

Yes 1 
No 2 
DK 8 
Refused to 
answer…………………….
 9 

D2_5_1 
D2_5_2 

If yes, how many times in the last 8 months? 
If yes, did it happen in the same pace before pandemic? 

………………….. 
Never happened………………1 
Same………………………………
..2 
More……………………………….
.3 
Less………………………………
…4 

D2_6 What have you done if there was food shortage in the 
pandemic? (multiple answers may apply) 

1=arranged/collected, 2= borrowed 
money, 
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3=borrowed food, 4=ate less food, 
5=did not 
eat/starved, 6=gift/food aid/beg 
, 7= others (mention), 8=not 
applicable 

D2_7 If borrowed, how many times did you borrow rice during 
pandemic due to lack of money? 

1=Never, 2=1-3 times a month, 3=1-
2 times a week, 4= 3-4 times a week, 
5=5 or more days a week 

D2_8 Have you supported anyone with rice/other food in the 
pandemic time? 

1 = Yes 
2 = No 

D2_9 Who did you support? 
1=Neighbour 
2=Relatives 
3=Add on piloting 

 
 
Module E: Mental Health (This section will be answered by Household head (male/female) and each MVGs (people 
with disability, adolescent, elderly and pregnant and lactating mother) of the HH 
Patient Health Questionnaire (PHQ-9)  
E_1.1.   Little interest or pleasure in doing things?  Over the last two weeks,  

how often have you 
been?  
bothered by any of the  
following problems?  
0 = Not at all  
1 = Several days  
2 = More than half the  
days  
3 = Nearly every day  

  
E_1.2.  Feeling down, depressed, or hopeless?    
E_1.3.  Trouble falling or staying asleep, or  

sleeping too much?  
  

E_1.4.  Trouble falling or staying asleep, or  
sleeping too much?  

  

E_1.5.  Poor appetite or overeating?    

E_1.6.  Feeling bad about yourself - or that you  
are a failure or have let yourself or your  
family down?  

  

E_1.7.  Trouble concentrating on things, such as  
reading the newspaper or watching TV  

  

E_1.8.  Moving or speaking so slowly that other  
people could have noticed?  
Or the opposite - being so fidgety or  
restless that you have been moving  
around a lot more than usual?  

  

 
 
 
 
 
 
 
Module F: Challenges for MVGs (Pregnant and lactating mother, adolescent girls, people with disability and elderly) 
Part F1: Respondent:  Pregnant and lactating mother                                                                                    Line No: ---
----------------- 
 
F1_1: Knowledge of C-19 

F1_1_1 Have you heard about COVI–19 or ‘Coronavirus’? 1 = Yes 
2 = No If  no go to F1_1_8 
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F1_1_2 Where did you first hear about this? Multiple answers? 1 = Camp Authorities 
2 = NGO/INGO workers 
3 = Majhi/Imam/Local public 
representative 
4 = Family member 
4 = Friends 
5 = Relatives 
6 = Burmese Doctor 
7 = Religious leaders (e.g. Imams, 
Purohits) 
8 = Television 
9 = Internet (non-social media) 
10 = Mobile SMS/Voice message 
11 = Camp Miking 
12 = Leaflets 
13 = Newspaper 
14 = Radio  

F1_1_4 In your understanding, how it could be transmitted? 
[Multiple response] 

1 = Touch (Contact) 
2 = Sneezing 
3 = Coughing 
4 = Breathing 
5 = Sharing utensils/items 
6=Don’t know 
99 = Others (Specify) 

F1_1_5 What are the symptoms of COVID- 19? [Multiple 
Response] 

1 = Fever 
2 = Dry cough 
3 = Breathing difficulty 
4 = Tiredness/Fatigue 
5 = Sore throat 
6 = Runny nose 
7 = Nasal congestion 
8 = Ache/Pain 
98= Don’t know 
99 = Other (Please specify) 

F1_1_6 What do you know about treating COVID–19? 
[Multiple response] 

1 = Taking rest 
2 = Drinking lots of fluid 
3 = Paracetamol/Reducing fever 
4 = Taking antibiotic 
5 = Using a ventilator 
6 = Doing nothing, it goes away 
eventually 
7 = Homeopathy 
8 = Herbal treatments 
98 = Don’t know 
99 = Others; Please Specify 

F1_1_7 What should do to avoid Coronavirus? 1 = Staying at home 
2 = More hand washing 
3 = Less touching of faces, 
mouths, and noses 
4 = Avoiding visitors 
5 = Wearing masks when 
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going out 
6 = Nothing 
98 = Refused to answer 
99 = Others; Please Specify 

F1_2: Impact of C-19 on ANC services  
F1_2_1 Did you receive any ANC? (Note: only currently 

pregnant will answer) 
1 = Yes 
2 = No 

If not pregnant 
Go to F1_1_37 

F1_2_2 How many times have you received ANC?   
F1_2_3 If not taken ANC service, why? (Multiple Response) 1 = Considered ANC 

were not needed 
2 = Fear of taking 
action 
3 = Quality of health 
care is not good 
4 = No time 
5 = Distance from 
health facility 
6 = Negative 
experiences/word of 
mouth (Negative) 
7=Restriction from 
family/husband/in-
laws 
99 = Others; Please 
Specify 

 

F1_2_4 Has the COVID-19 situation affected the uptake of 
services? 

1 = Yes 
2 = No 

If no go to 
F1_1_14 

F1_2_5 If yes, the service has been affected? 1=health care center 
was closed; 
2=doctor/nurse was 
unavailable; 
3=transport was 
unavailable due to 
lockdown; 
4=fear of getting 
infected after going to 
health center; 
5=others (please 
mention) 

 

F1_2_6 Where did you go to get ANC services?   
1=NGO hospital 
2=PHC 
3=Upazilla health 
complex 
4=Sadar hospital 
5=Community health 
clinics 
6=CHWs 
7=Barmees doctor 
8=Private 
clinic/hospital 
9=Private doctor 
chambers 
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99=Other (please 
mention) 

F1_2_7 Why did you choose this facility?  
(Multiple Response) 

1 = Proximity 
2 = Doctor 
availability 
3 =Availability of 
female doctor 
4 =Quality of 
treatment 
5 =Quality of 
equipment 
6 =Referral 
7 =Reputation 
8 =Cordial attitude of 
provider 
99 = Others; Specify 

 

F1_2_8 How long did you have to travel? In minutes  
F1_2_9 Who was the health care provider? 1 = Doctor 

2 = Paramedic 
3 = SACMO 
4 = Nurse 
5 = Midwife 
99 = Others; Specify 

 

F1_3: Delivery Care If the woman not 
have child of 
age<12 months  
Go to 
Immunization 

F1_3_1 Where did you deliver your last child? 1=NGO hospital 
2=PHC 
3=Upazilla health 
complex 
4=Sadar hospital 
5=Community health 
clinics 
6=CHWs 
7=Barmees doctor 
8=Private 
clinic/hospital 
9=Private doctor 
chambers 
99=Other (please 
mention) 

 

F1_3_2 Who assisted you during delivery? 1=Doctor 
2=Nurse 
3=Mid-wife 
4=Nurse Mid wife 
5=Trained Mid wife 
6=Unprofessional 
mid wife 
7=Burmese doctor 
99=Other (please 
mention) 

 

F1_3_3 If not delivered in hospital, why not?   
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F1_3_4 If home delivery, why?   
F1_3_5 Expense related to child birth   
F1_3_6 How the expenses were merged?   
F1_3_7 Any support (financial) received?    
F1_3_8 If yes, from who?   
F1_4: Impact of C-19 on PNC services If the woman not 

have child of 
age<6 months  
Go to F1_1_37 

F1_4_1 Have you taken any postnatal care (PNC) within 42 
days of your last child birth? (Note: only lactating 
women with child of age <6 months will respond ) 

1=yes, 2=no If no go to 
F1_1_22 

F1_4_2 Do you have Post natal (PNC) card?   
F1_4_3 How many PNCs taken?   
F1_4_5 Where did you go to get PNC services? 1=NGO hospital 

2=PHC 
3=Upazilla health 
complex 
4=Sadar hospital 
5=Community health 
clinics 
6=CHWs 
7=Barmees doctor 
8=Private 
clinic/hospital 
9=Private doctor 
chambers 
99=Other (please 
mention) 

 

F1_4_6 Why did you choose this facility?  
(Multiple Response) 

a) Proximity 
b) Doctor 

availability 
c) Availability 

of female 
doctor 

d) Quality of 
treatment 

e) Quality of 
equipment 

f) Referral 
g) Reputation 
h) Cordial 

attitude of 
provider 

Others; Specify 

 

F1_4_7 Has the COVID-19 situation affected the uptake of 
services? 

1 = Yes 
i) 2 = No 

 

F1_4_8 If yes, the service has been affected? 1=health care center 
was closed; 
2=doctor/nurse was 
unavailable; 
3=transport was 
unavailable due to 
lockdown; 
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4=fear of getting 
infected after going to 
health center; 
5=others (please 
mention) 

F1_4_9 How long did you have to travel? In minutes  
F1_5: Impact of C-19 on Immunization              If the woman not 

have child of 
age<2 yrs  Go to 
F1_1_37 

F1_5_1 Have/has your child/children been immunized? 
*data collector should check availability of Epi-card 

1 = Yes 
2 =No 

If no go to 
F1_1_35 

F1_5_2 If not, why? (Multiple Response) 1 = Fear of taking 
action 
2 = Quality of health 
care is not      good 
3 = No time 
4 = Distance from 
health facility 
5 = Negative 
experiences/word   of 
mouth (Negative) 

 

F1_5_3 Where was the most recent immunization given? 1 = BRAC 
2 = MSF 
3 = IOM 
4 = Mercy Malaysia 
Hospital 
5 = Mukti 
6 = Agrajatra 
7 = Human Aid 
Bangladesh  
8 = PHTC 
9 = Friendship 
10 = BEXIMCO 
99 = Others; Specify 
1=NGO hospital 
2=PHC 
3=Upazilla health 
complex 
4=Sadar hospital 
5=Community health 
clinics 
6=CHWs 
7=Barmees doctor 
8=Private 
clinic/hospital 
9=Private doctor 
chambers 
99=Other (please 
mention) 

 

F1_5_4 Why did you choose this facility?  
(Multiple Response) 

1 = Proximity 
2 = Doctor 
availability 
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3 = Availability of 
female doctor 
4 = Quality of 
treatment 
5 = Quality of 
equipment 
6 = Referral 
7 = Reputation 
8 = Cordial attitude of 
provider 
99 = Others; Specify 

F1_5_5 How long did you have to travel? In minutes  

F1_5_6 Who was the vaccine providing person?  a) Doctor 
b) Paramedic 
c) SACMO 
d) Nurse 
e) Mid-wife 

Others; Specify 

 

F1_5_7 How was your experience of the healthcare facility? 1= Very Poor 
2= Poor 
3= Acceptable 
4= Good 

f) 5= Very 
Good 

 

F1_5_8 Who influenced you to immunize your children? 1 = Self 
2 = Friends/Relatives 
3 = EPI program staff 
4 = Govt. Health 
worker 
5 = NGO health 
worker 
6 = Private 
practitioner  
7 = Media source 
(internet, TV,  radio) 
8 = Union sub-centre 
9 = Thana health 
complex 
10 = Hospital 

 

F1_5_9 Has the COVID-19 situation affected the uptake of the 
services? 

1 = Yes 
2 = No 

 

F1_5_10 If yes, the service has been affected? 1=health care center 
was closed; 
2=doctor/nurse was 
unavailable; 
3=transport was 
unavailable due to 
lockdown; 
4=fear of getting 
infected after going to 
health center; 
5=others (please 
mention) 
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F1_6: HH decision making   

F1_6_1 In your family who does usually take the decision on 
the following issue? 

1=husband alone 
2=self 3=jointly you 
and your husband 4= 
other family member 

 

 a) Family planning   

 b) Bearing a child   

 c) Purchasing large HH assets   

 d) HH purchase for daily needs   

 e) What to prepare for daily meals   

 f) Own healthcare   

 g) Visiting relative/friends   

F1_6_2 Who, according to you, are more vulnerable to COVID-
19 or Coronavirus? 

1 = Children [0-9] 
2 = Adolescent [10-
19] 
3 = Young 
people/youth [20-35] 
4 = Middle aged 
people [35-60] 
5 = Elderly [60+] 
6 = Men 
7 = Women 
8 = People with 
asthma 
9 = People with heart 
problem 
10 = People with 
diabetes 
97 = Don’t know 

 

Part F2: Adolescent  
F2_1: Knowledge and practice of C-19:                                      Line 
No: --------------------- 

F2_1_1 Have you heard about COVID–19 or ‘Coronavirus’? 1 = Yes 
2 = No       If no go to F2_1_8 

F2_1_2 Where did you first hear about this?  1 = Camp Authorities 
2 = NGO/INGO workers 
3 = Majhi/Imam/Local public 
representative 
4 = Family member 
4 = Friends 
5 = Relatives 
6 = Burmese Doctor 
7 = Religious leaders (e.g. Imams, 
Purohits) 
8 = Television 
9 = Internet (non-social media) 
10 = Mobile SMS/Voice message 
11 = Camp Miking 
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12 = Leaflets 
13 = Newspaper 
14 = Radio  

F2_1_4 In your understanding, how it could be transmitted? 1 = Touch (Contact) 
2 = Sneezing 
3 = Coughing 
4 = Breathing 
5 = Sharing utensils/items 
6=Don’t know 
99 = Others (Specify) 

F2_1_5 What are the symptoms of COVID- 19? [Multiple Response] 1 = Fever 
2 = Dry cough 
3 = Breathing difficulty 
4 = Tiredness/Fatigue 
5 = Sore throat 
6 = Runny nose 
7 = Nasal congestion 
8 = Ache/Pain 
98= Don’t know 
99 = Other (Please specify) 

F2_1_6 What do you know about treating COVID–19? 1 = Taking rest 
2 = Drinking lots of fluid 
3 = Paracetamol/Reducing fever 
4 = Taking antibiotic 
5 = Using a ventilator 
6 = Doing nothing, it goes away 
eventually 
7 = Homeopathy 
8 = Herbal treatments 
98 = Don’t know 
99 = Others; Please Specify 

F2_1_7 What should do to avoid Coronavirus? 1 = Staying at home 
2 = More hand washing 
3 = Less touching of faces, 
mouths, and noses 
4 = Avoiding visitors 
5 = Wearing masks when 
going out 
6 = Nothing 
98 = Refused to answer 
99 = Others; Please Specify 

F2_2: Menstrual health related knowledge  
F2_2_1 Do you know about menstruation hygiene management for 

women? 
1=Yes; 2=No 

F2_2_2 From where did you learn about this? 1=School; 2=Family; 3=Friends; 
4=Neighbour; 5=CHWs; 6=Other 
(please mention) 

F2_2_3 Do you menstruate? 1=Yes 2=No 
F2_2_4 What do you usually use during menstruation? 1=Cloth; 2=Napkin; 3=Cotton; 

4=toilet paper; 5=Nothing; 
99=others (please mention) 

F2_2_5 How frequently do you change your napkin? (Or your 
preferred kit) 
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F2_2_6 How much do you spend per month for maintaining 
menstruation? 

 

F2_2_7 Due to pandemic, do you face any difficulties to maintain the 
menstruation hygiene? 

1=Yes. 
2=No 

F2_2_8 If yes, how did you manage?  
F2_3: Impact of C-19 on Education If  currently students 
F2_3_1 If you are currently student, how do you continue your study 

during covid-19 pandemic? 
 

1= stopped; 2=continue online using 
device, 3=others (specify)… 

F2_3_2 If online, what type device you used? 1=desktop 2=laptop 3=smart phone 
F2_3_3 If stopped, what is the reason? 1=No device available, 

2=school not. provide online 
facilities 
3=other (specify)… 

F2_3_4 Does the educational institution provide any formal 
instruction towards C-19 attitude, practice and treatment? 
 

1=yes, 2=no 

F2_4: Impact of C-19 on skill development   
F2_4_1 Are you interested to participate any skill development 

training/ Have you had the opportunity to access any 
training?  
 

1=Yes. 
2=No 

 

F2_4_2 If Yes, name of training 1= Computer training; 
2= Web development 
training; 3=Graphic 
design training; 
4=Beautician; 
5=Electrician; 
6=Construction;  
7=Tailoring machine 
training; 8=Carpentry; 
9=Mobile servicing; 
10= Driving; 11.Cottage 
industries; 11= Shasthya 
Shebika (SS) training;  
12= Traditional Birth 
Attendant (TBA) 
training ; 13=Training 
on Human rights and 
law education (HRLE) ; 
14=Training on 
homestead  Crop 
Cultivation ;15=Model 
farmer training; 
16=Training on nursery 
(Horticulture); 
17=Training on 
homestead Plantation;  
18=Training on animal 
rearing; 20=Training on 
disaster management; 
99. Others (Please 
specify) 
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F2_4_3 Do you have the skill that CURRENTLY allows you to 
achieve an adequate level of income to support your 
household? 

1=Yes; 2=No  

F2_4_4 Do you think that this skill will enable you in the FUTURE 
to achieve an adequate level of income to fully support your 
household? 

1=Yes; 2=No  

F2_4_5 In order to get your desired job, do you feel you need MORE 
FORMAL EDUCATION (via a school, college, institute) 
than you have at the moment? 

1=Yes; 2=No  

F2_4_6 In order to get this job, do you feel you need MORE 
SKILLS TRAINING than you have at the moment? 

1=Yes; 2=No  

F2_4_7 Do you think C-19 pandemic created problems to receive 
such skill development training? 

1=Yes, 2=No  

F2_5: Impact of C-19 on Social Security  
F2_5_1 How safe do you think your area is to live in? 1 Very Safe 

2 Somewhat Safe 
3 Somewhat unsafe 
4 Not at all safe 

 

F2_5_2 How safe would feel about having to go out alone during the 
DAY? 

1 Very Safe 
2 Somewhat Safe 
3 Somewhat unsafe 
4 Not at all safe 

 

F2_5_3 How safe would you feel about having to go out alone during 
the NIGHT (when it is dark)? 

1 Very Safe 
2 Somewhat Safe 
3 Somewhat unsafe 
4 Not at all safe 

 

F2_5_4 You mentioned that you do not feel safe to go out after dark. 
Why? 

1=Fear of being mugged 
or 
physically attacked 
2 =Fear of 
burglary/vandalism 
3 =Fear of the dark/night 
4= Fear of going out on 
your own 
5 =Fear of eve-
teasing/harassment 
5=Other 

 

F2_5_5 To what extent has this COVID-19 situation affected your 
personal life? 

1 = Significantly 
2 = Moderately 
3 = A little/somewhat 
4 = Not at all 

 

F2_5_6 Are you being asked to marry by the family?  1= Yes; 2= No  
F2_5_7 Who, according to you, are more vulnerable to COVID-19 or 

Coronavirus? 
1 = Children [0-9] 
2 = Adolescent [10-19] 
3 = Young people/youth 
[20-35] 
4 = Middle aged people 
[35-60] 
5 = Elderly [60+] 
6 = Men 
7 = Women 
8 = People with asthma 
9 = People with heart 
problem 

 



Annexes 

 

 
Page | 177  

 

10 = People with 
diabetes 
97 = Don’t know 

 
 
Part F3:  Respondent: Elderly  
F3_1: Initial information of elderly:          
 Line No: -------- 

F3_1_1 Age of the elderly person 1. 65 to 70 
2. 71 to 75 
3. 76 to 80 
4. 81 to 85 
5. 86 and above 

F3_1_2 Any proxy responding on behalf of the elderly respondent? 1. Respondent themselves 
2. Proxy (Please specify) 

 
F3_2: Knowledge and attitude towards C-19  

 From F3_2_1 to F3_2_9 will be answered by only respondent  
F3_2_1 Have you heard about COVID–19 or ‘Coronavirus’? 1 = Yes 

2 = No       If no go to F3_1_12 
F3_2_2 

Where did you first hear about this?  

1 = Camp Authorities 
2 = NGO/INGO workers 
3 = Majhi/Imam/Local public 
representative 
4 = Family member 
4 = Friends 
5 = Relatives 
6 = Burmese Doctor 
7 = Religious leaders (e.g., Imams, 
Purohits) 
8 = Television 
9 = Internet (non-social media) 
10 = Mobile SMS/Voice message 
11 = Camp Miking 
12 = Leaflets 
13 = Newspaper 
14 = Radio  

F3_2_3 Do you know the mode of transmission? 1 = Yes 
2 = No 

F3_2_4 

In your understanding, how it could be transmitted? 

1 = Touch (Contact) 
2 = Sneezing 
3 = Coughing 
4 = Breathing 
5 = Sharing utensils/items 
99 = Others (Specify) 

F3_2_5 

What are the symptoms of COVID- 19? [Multiple Response] 

1 = Fever 
2 = Dry cough 
3 = Breathing difficulty 
4 = Tiredness/Fatigue 
5 = Sore throat 
6 = Runny nose 
7 = Nasal congestion 
8 = Ache/Pain 
98= Don’t know 
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99 = Other (Please specify) 
F3_2_6 

What do you know about treating COVID–19? 

1 = Taking rest 
2 = Drinking lots of fluid 
3 = Paracetamol/Reducing fever 
4 = Taking antibiotic 
5 = Using a ventilator 
6 = Doing nothing, it goes away 
eventually 
7 = Homeopathy 
8 = Herbal treatments 
98 = Don’t know 
99 = Others; Please Specify 

F3_2_7 Do you know the risk of severity due to C-19 is high for 
elderly people? 1=yes, 2=no 

F3_2_8 If yes, do you have taken extra care to avoid the infection of 
C-19? 1=yes, 2= no 

F3_2_9 

If yes, what sort of care you have taken? [Multiple answer] 

1= Staying at home 
2 = More hand washing 
3 = Less touching of faces, 
mouths, and noses 
4 = Avoiding visitors 
5 = Wearing masks when 
going out 
6 = Nothing 
98 = Refused to answer 
99 = Others; Please Specify  

F3_3: Impact of C-19 on daily life   
F3_3_1 How often did you go to outside to visit your neighbours in 

last few months? 
1= very often;2= often; 
3=sometimes; 4=not much; 
5=never  

F3_3_2 

What type(s) of vehicle have you used in the last one month? 
(Multiple answer) 

1. Car 
2. Rickshaw 
3. Van 
4. CNG 
5. Bus 
6. Train 
7. Tempo 
8. Boat 
9. Nothing 
99. Others (Please specify) 

F3_3_3 Can you normally avail these transportations? 1= Yes, 2=No 
F3_3_4 (If not) What are the barriers? (Multiple response) 1. Inaccessible roads 

2. Inadequate ramp 
3. I don’t have any assistive device 
for Mobility 
4. Transports are not disabled 
friendly 
5. Transport doesn’t stop 
6. Financial crisis 
7. No disability friendly road 
crossing 
8. I am not willing to go 
9=Others 

F3_3_5 Do you think these barriers increased in the Covid-19 period? 1=Yes, 2=No 
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F3_3_6 According to you, what can the government do to address 
these barriers? 

1. Better Road planning 
2. Accessible transport 
3. Special transport system 
4. Discount or waived facilities 
99. Others (Please specify) 

F3_3_7 Do you take support from any assistive device 1=Yes, 2=No 
F3_3_8 How often you disinfect these assistive devices? 1=twice a day; 

2=once a day; 
3=every other day; 
4=2/3 times a week; 
5=weekly; 
6=never 

F3_3_9 As elderly person, do you receive any financial support from 
govt or other organizations? 

 

F3_3_10 If yes, from where?  
F3_3_11 Do you think C-19 pandemic created problems on your daily 

life? 1=Yes, 2=No 

F3_3_12 
To what extent has this COVID-19 situation affected your 
personal life? 

1 = Significantly 
2 = Moderately 
3 = A little/somewhat 
4 = Not at all 

F3_3_13 Are you worried and concerned with current situation due to 
C-19? 

1=yes, 2=no 

F3_3_14 

What are your worries and concerns about the situation (as 
elderly person)? 

1= Worries about the finances 
2= Worries about my mental health 
3= Worries about my physical 
health 
4= Worries about my family’s well 
being 
5= Wife may leave me as I am 
unable 
to work 
6= Worries about family members 
falling sick 
 
99= Others 

F3_3_15 

Who, according to you, are more vulnerable to COVID-19 or 
Coronavirus? 

1 = Children [0-9] 
2 = Adolescent [10-19] 
3 = Young people/youth [20-35] 
4 = Middle aged people [35-60] 
5 = Elderly [60+] 
6 = Men 
7 = Women 
8 = People with asthma 
9 = People with heart problem 
10 = People with diabetes 
97 = Don’t know 

 
 
Part F4: Respondent: People with disability 
 
F4_1: Initial Information of people with disability:                      Line No: 
---------- 
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F4_1_1 Type of disability 1=Physical 2=Vision, 3= Hearing 
4=Mental disorder, 5=others 

F4_1_2 Did anyone proxy answered for the respondent? 
(Fill in after interview) 

1. Respondent themselves 
2. Caregiver 

F4_1_3 

If G1_2=2 then, who was the caregiver? 

1. Father/brother 
2. Husband 
3. Other male caregiver 
4. Mother/sister 
5. Sister 
6. Other female caregiver 

F4_1_4 
Do you face any difficulty on performing the following tasks? 
If yes, how much problem you face? (Each option must read 
to hear respondent) 

No problem at all=1, 
Mild problem =2 
Moderate problem =3 
Severe problem=4 
Not Applicable=77 

F4_1_4a Daily activities (brushing, bathing, washing face, dressing, 
sitting/standing, urinating, defecating, eating)  

F4_1_4b Movement/ mobility (walking on stairs when up and down 
movement)  

F4_1_4c Self care  
 
F4_2: Knowledge and practice of C-19 

F4_2_1 Have you heard about COVI–19 or ‘Coronavirus’? 1 = Yes 
2 = No If no go to F4_1_16 

F4_2_2 

Where did you first hear about this?  

1 = Camp Authorities 
2 = NGO/INGO workers 
3 = Majhi/Imam/Local public 
representative 
4 = Family member 
4 = Friends 
5 = Relatives 
6 = Burmese Doctor 
7 = Religious leaders (e.g. Imams, 
Purohits) 
8 = Television 
9 = Internet (non-social media) 
10 = Mobile SMS/Voice message 
11 = Camp Miking 
12 = Leaflets 
13 = Newspaper 
14 = Radio  

F4_2_3 

In your understanding, how it could be transmitted? 

1 = Touch (Contact) 
2 = Sneezing 
3 = Coughing 
4 = Breathing 
5 = Sharing utensils/items 
6= don’t know anything 
99 = Others (Specify) 

F4_2_4 

What are the symptoms of COVID- 19? [Multiple Response] 

1 = Fever 
2 = Dry cough 
3 = Breathing difficulty 
4 = Tiredness/Fatigue 
5 = Sore throat 
6 = Runny nose 
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7 = Nasal congestion 
8 = Ache/Pain 
98= Don’t know 
99 = Other (Please specify) 

F4_2_5 

What do you know about treating COVID–19? 

1 = Taking rest 
2 = Drinking lots of fluid 
3 = Paracetamol/Reducing fever 
4 = Taking antibiotic 
5 = Using a ventilator 
6 = Doing nothing, it goes away 
eventually 
7 = Homeopathy 
8 = Herbal treatments 
98 = Don’t know 
99 = Others; Please Specify 

F4_2_6 

What should do to avoid Coronavirus? 

1 = Staying at home 
2 = More hand washing 
3 = Less touching of faces, 
mouths, and noses 
4 = Avoiding visitors 
5 = Wearing masks when 
going out 
6 = Nothing 
98 = Refused to answer 
99 = Others; Please Specify 

F4_3: Impact of C-19 on daily life   
F4_3_1 How often do you go outside to visit your neighbours in last 

few months? 
1= very often; 2= often; 
3=sometimes; 4=not much; 
5=never  

F4_3_2 

What type(s) of vehicle have you used in the last one-month? 
(Multiple answer) 

1. Car 
2. Rickshaw 
3. Van 
4. CNG 
5. Bus 
6. Train 
7. Tempo 
8. Boat 
9. Nothing 
99. Others (Please specify) 

F4_3_3 Can you normally avail these transportations? 1= Yes, 2=No 
F4_3_4 (If not) What are the barriers? (Multiple response) 1. Inaccessible roads 

2. Inadequate ramp 
3. I don’t have any assistive device 
for Mobility 
4. Transports are not disabled 
friendly 
5. Transport doesn’t stop 
6. Financial crisis 
7. No disability friendly road 
crossing 
8. I am not willing to go 
9=Others 

F4_3_5 Do you think these barriers increased in the Covid-19 period? 1=Yes, 2=No 
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F4_3_6 According to you, what can the government do to address 
these barriers? 

1. Better road planning 
2. Accessible transport 
3. Special transport system 
4. Discount or waived facilities 
99. Others (Please specify) 

F4_3_7 Do you take support from any assistive device 1=Yes, 2=No 
F4_3_8 How often you disinfect these assistive devices? 1=twice a day; 

2=once a day; 
3=every other day; 
4=2/3 times a week; 
5=weekly; 
6=never 

F4_3_9 Do you think C-19 pandemic created problems on your daily 
life? 1=Yes, 2=No 

F4_3_10 
To what extent has this COVID-19 situation affected your 
personal life? 

1 = Significantly 
2 = Moderately 
3 = A little/somewhat 
4 = Not at all 

F4_3_11 Are you worried and concerned with current situation due to 
C-19? 

1=yes, 2=no 

F4_3_12 

What are your worries and concerns about the situation (as 
elderly person)? 

1= Worries about the finances 
2= Worries about my mental health 
3= Worries about my physical 
health 
4= Worries about my family’s well 
being 
5= Wife may leave me as I am 
unable 
to work 
6= Worries about family members 
falling sick 
 
99= Others 
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Annex V: Data Management Guideline 

This document provides guidance on how to ensure data collected as part of Bridging the Communities 
project is managed, shared and stored securely. Secure data management, sharing and storage is necessary 
to ensure the privacy, confidentiality and safety of those participating in the research. Secure data storage 
is also necessary to ensure that data is collected lawfully and to maintain data quality. 

A. Personal Data 

To maintain the privacy and confidentiality of participants, personal data must be treated carefully. Personal 
data means any information relating to a person that is or can be identified, either directly or indirectly. A 
person is directly identifiable if they can be identified from a single piece of information (e.g. their name). 
A person is indirectly identifiable if they can be identified from a combination of information (e.g. by 
combining the name of the area they live in and health status). The main types of personal data are listed 
below.  

• Names 
• Identification number 
• Location data – including place names (such as the names of refugee camps or village) and GPS 

locations 
• Contact information - such as a phone number  
• Racial or ethnic origin 
• Political opinions 
• Religious or political beliefs 
• Health related information e.g. health status, health records 
• Photographs – Those in which a person is identifiable. For example, a photograph of an unnamed person 

in a named settlement including those participating in group exercises could mean that person is 
identifiable.  

• Videos – Those in which a person is identifiable 
 

D. Types of Data 

1. Paper-based data: The paper-based data include 

Quantitative:  
● Informed consent forms with participants’ name, signature and ID 
● Respondents’ profile sheet with demographic information and ID 
● Any hand written material including beholder’s ID, contact number or address. 
● Any other hand written remark or notes on challenges or problem or questions faced during quant 

data collection  

Qualitative:  
● Informed consent forms with participants’ name, signature and ID 
● Assent consent forms with participants’ name, signature and ID 
● Any other hand written material including beholder’s name and ID 
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● Maps including, drawn out of community mapping and other participatory exercises with the 
community 

● Flip charts, notes, posters including researchers’ ID, drawn out of community mapping, and other 
participatory exercises with the community 

● Reflection diaries, notes from and participatory observation. 
● Notes from small group discussion, focus groups discussions (FGDs) & Community based 

Discussions (CBDs). 
● Any hand written materials mentioning participants’ name in the discussions 
● Photo narratives information- like on spot description, situation deliberation, captions. 
● Interview related documents/field notes describing  

- Physical and environmental setting, different face expression, body language during 
interview, puzzled condition, voice tone, gait etc. 

- Appearance, dress, attendees with respondent, side talk 
- Short notes/points on replies 
- Respondents’ any other activities during interview  

2. Electronic data: The electronic data will include 

Quantitative: 
● ODK based questionnaire survey data in excel sheet with researchers’ ID. 
● Photos in JPEG/PNG forms originated from the enumerators’ tablet and researchers’ mobile 

device18 

Qualitative: 
● Audio recordings of the discussions and interviews held with the respondents including co-

researchers’ and respondents’ ID, as applicable.  
● Transcripts of discussion and interviews held with the community in WORD and PDF forms 

including co-researchers’ ID 
● Photos in official camera / researchers’ mobile camera 
● Some instant video clips19 during the interview. 

 

E. Conversion of Paper-based data to electronic data 

The paper-based data would be further converted into electronic based for preservation/sharing and will 
include; 

● Scanned copies of informed consent forms 
● Excel sheets of Respondent profile sheets 
● JPEG versions of Maps, Flip charts, notes and posters 
● JPEG version of any other hand written material 

 
18 Subjected to permission from the IRB/Office 
19 Subjected to permission from IRB/Office 
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F. Data Management 

The overview of data management is shown in the diagram below 
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1. Data Storage 

The paper-based data would be directly put under lock and key in a storage facility. The project PI, Co-PI 
and coordinator would have access to this facility. However, the cumulative electronic data consisting of 
both digitally collected data and paper-based data converted to electronic, will be uploaded to JPG Cloud 
(Google drive/Dropbox) for internal use. Limited and need-based access to the JPG cloud would be 
provided to the assigned project team members only. Below is some guidance on how to store data securely 
during the different stages of the process.  

During data collection  

• Store names separately from data. Best practice is to assign each individual an identification number 
which is recorded in the data. The list of names and corresponding identification number should be kept 
securely and separately by the research team. The only purpose for recording names is to enable the 
research team to contact the participant at a later stage of the research process. Therefore, only those 
who need to contact the research participant should have access to the database containing the names 
and identification number. 

• If possible, do not collect data on personal devices, such as personal smartphones. If data collection 
involves the use of personal devices, for example a member of the research team takes a photograph of 
the research activity on their phone, then they should transfer the photos as soon as possible to the 
project’s secured cloud and erase data form the smartphone/personal device.  

 

Data storage 

• Keep hard copies of paper-based data (such as consent forms, field notes, etc.) under lock and key.  
• Store electronic data on a secure platform (JPG Cloud - Google drive). Ensure this storage platform is 

regularly backed up. Don’t store data on personal file storage accounts, such as personal Dropbox 
accounts or personal Google Drive accounts. 

• Electronic data (in any form, including photographs and videos) should only be accessed on password-
protected, encrypted devices.  

• Do not store data on personal tablets, phones, laptops or computers. If you do not have a work device, 
ensure your device is encrypted and password protected. 

• Store all electronic data containing any personal information in password-protected files. The password 
should only be shared with those who need access. They should only have access to the data for as long 
as necessary.  

• Review who has access to data periodically. For example, if a team member stop working in the project, 
then they will no longer need access to the data files.  

• Maintain a locked version of raw data files. Any edits should be made in a copy of the raw data file and 
file naming should specify the version.  

 

2. Data quality and standards 

The quality of primary data will be ensured through a combination of activities undertaken at each stage of 
the research process, as outlined below. 

Before data collection 
● Training for all researchers, including in methods, how to record data and data management. 
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● The finalization of tools and guides/protocols before data collection commences (with the 
recognition that this research will be an interactive process and approaches and tools may be altered 
during data collection). 

During data collection 
● Tools will be designed to minimize errors, as appropriate. For example, pre-programming ranges 

in survey software if appropriate. 
● In-field checks of the data collection processes and data as appropriate. 
● Desk-based checks of collected data. 

During data processing and analysis 
● Checks of translations. 
● Files stored so that they cannot be accidentally altered during analysis, for example locking files 

and making files read only. 

● Transparency in data analysis procedures, for example sharing transcripts/datasets and codes for 
the cleaning and analysis. 

During data storage 
● Careful storage and maintenance of data files e.g. locking data files to prevent accidental 

alterations. 
● Frequent automated checks of data storage system to ensure no data files are deleted.  

3. Data Sharing 

Within the project team: No paper-based data should be shared/exchanged within the research team. 
Electronic data should not be shared through email or any electronic devices (e.g., pen drive, portable hard 
disk, smartphones, etc.). Only share data on a secure data platform. If personal data has to be shared through 
electronic file transfers, the files should be encrypted (i.e., using SFTP, FTPS). Only the cloud link of 
electronic data should be shared with the designated member of the research team to ensure that only the 
designated person can access.  
 
Data sharing outside of the research team: Regarding sharing unidentifiable dataset with donor and 
external researchers, a subset of the dataset can be shared on request and the PI must take separate 
permission from IRB for that. If any external parties are interested to get a subset of any research project’s 
dataset, they need to send a request email to the respective project PI stating the purpose of using the dataset. 
After receiving a data sharing request from any external parties, the project PI should send a request letter 
to IRB for permission. Only the requested sub-set of the dataset can be shared with external parties after 
removing all personal identifiers with a condition that the external party will use the data only for any 
program interventions/decision making and not for any other purposes including publishing any scientific 
and non-scientific outputs. The violation of this condition results in automatic cancellation of the 
permission. The external party also needs to sign a non-disclosure agreement with the JPGSPH for availing 
and using the dataset. 
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4. Photos and videos:  

All photos and videos produced for this project are owned by the BRAC JPGSPH. Verbal/written 
consent (whichever is feasible given the local context) should be taken from the individuals who are 
the main subject in the photos. Permission should be taken from camp in-charge, UP member and local 
leaders (Majhi and Sardars) for taking photos of roads, crowded places or public places. All photos and 
video contents should be credited as “Photo/vidoe Credit ©: BRAC James P Grant School of Public 
Health”.  
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Annex VI: IBR approval letter
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BRAC James P Grant School of Public Health (BRAC JPGSPH) was founded in 2004 in Dhaka, 
Bangladesh to address the unmet public health challenges in the developing world. The School was co-

founded by BRAC, icddr, b and BRAC University in recognition of the fact that developing country public 
health needs require immersive, community-based teaching and learning to provide locally innovated 

research and sustainable solutions. 

 

Drawing from Bangladesh’s remarkable public health achievements, BRAC Health’s na t ionwide  services, 
icddr, b and BRAC International’s programmes in South Asia and Africa, the School offers unparalleled 
real-life, commu- nity-centric teaching and learning experiences on critical and emerging global public 

health challenges. 

 

BRAC JPG School of Public Health employs an interdisciplinary integration of Education, Training, 
Research and Advocacy to effectively address diverse health realities affecting d i s a d v a n t a g e d  

communities. 

 

For any queries, please reach out to: 

sabina.frashid@gmail.com 

 

 

The Center of Excellence for Gender, Sexual and Reproductive Health and Rights 

BRAC James P Grant School of Public Health, BRAC University 

6th Floor, Medona Tower, 28 Mohakhali Commercial Area, 

Bir Uttom A K Khandakar Road, Mohakhali, Dhaka-1213, Bangladesh 

Telephone: +880-2-9827501-4 

Email: jpgsph@bracu.ac.bd 

www.bracjpgsph.org 
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