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EXECUTIVE SUMMARY
This report delivers an overview of key findings from the Knowledge, Attitudes, and Practices (KAP) end
line survey on COVID-19 (C-19), which was conducted in December 2020. The results are for both internal
and external use. This survey is the endline survey, following the September 2020 baseline. Internally, it
was designed to help define and refine IOM’s Risk Communications and Community Engagement (RCCE)
strategy in areas where IOM had planned to build C-19 WASH-related infrastructure. It will also be used as
a benchmark for measuring the impact of the intervention, at the end of different donors’ programs. The
main aims of this assessment was to:
•
•
•
•

Assess the level of knowledge, attitudes, and practices of the population in relation to COVID-19
symptoms, transmission, prevention, and health seeking behaviour before and after IOM’s intervention;
Assess the knowledge about key WASH practices that could help prevent COVID-19 (hand hygiene,
coughing/sneezing etiquette, solid waste disposal) and accessibility to enablers of this behaviour (safe
water, soap, masks, waste bins);
Assess the impact of COVID-19 on protection and GBV issues;
Measure accountability to affected populations and ensure the program is conflict-sensitive.

Methodology
The survey targeted households across Magwi (Central Equatoria State), Abyei (Warrap region of Abyei),
and Wau (Western Bahr el Ghazal State) where IOM contributed towards COVID-19 preparedness and
response efforts, in areas of high population density (Wau) and points of entry (Abyei, Renk, and Nimule).
Data collection in Renk (Upper Nile) was suspended due to security issues limiting access to survey sites.
The assessment interviewed those that identified themselves as the head of household, and to ascertain
that the data was being collected on COVID-19, the survey followed the structure outlined in the KAP
content specified below. The survey also collected data gauging the sufficiency of information already
received about COVID-19, and their interest in receiving more. The key informant was either asked to speak
on behalf of the household, or asked their own opinion.
A random-route sampling method was used for data collection, and enumerators were trained on both
the survey questions and how to use an electronic device to collect the information before the start of
data collection. The surveys were questionnaires, which were implemented across regions recognised to
have already received COVID-19 risk communication. This pre-requisite aims to contribute more value to
the survey results.

KAP Content
•
•
•
•
•
•
•
•

Section 0: Consent & Survey Information
Section I: Household Socio-Demographics
Section II: COVID-19 Risk Communications Dissemination
Section III: Knowledge About COVID-19 Transmission, Symptoms, and Prevention
Section IV: COVID-19 Perception Related Questions
Section V: Linkages Between WASH & COVID-19 Prevention
Section VI: COVID-19 Behaviour & Access to Essential Services
Section VII: Protection & Accountability to Affected Populations

Review Process

Data collected was cleaned by M&E assistants, to check for outliers and human error. Review of the dataset
and its accurancy was also carried out during data analysis.
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INTRODUCTION
Since the inception of COVID-19 preparedness in South Sudan in March 2020, IOM has played a leading
role in ensuring preparedness alongside the National Task Force (NTF), as well as the Technical Working
Group (TWG) by participating in activites such as Border Health, Risk Communication and Community
Engagement (RCCE), Infection Prevention Control (IPC), and Water Sanitation and Hygiene (WASH). A
baseline survey was conducted in September 2020, followed by this endline survey in December 2020.

Background
The risk of the spread of COVID-19 throughout South Sudan has been inevitable since the beginning of
the global pandemic in December 2019. Subsequently, the threat to vulnerable populations across South
Sudan proved the necessity of this KAP survey to assess existing WASH capacity, awareness, and prevention
strategies for COVID-19.

Why a KAP survey
A KAP survey is an effective means to gather information on what is acknowledged, believed, and done in
relation to a specific issue. The KAP survey is used here to assess the knowledge, attitudes, and practices
of the population in relation to COVID-19 symptoms, transmission, prevention, and other health seeking
behaviours.
A KAP survey is also used to assess knowledge of key WASH practices, such as hand washing, that could
help prevent the spread of COVID-19, as well as the accessibility of products (hand soap and safe water)
that facilitate good health behaviour. The results of this survey will be used to evaluate the competence
and excellence of programming and areas for improvement across IOM’s risk communications activities.
Furthermore, the results of this survey will also be used to support the programmatic strategy of the
COVID-19 TWG and the WASH Cluster.

Objectives of the KAP survey on COVID-19
•
•
•

To identify Knowledge, Attitude and Practises (KAP) of the population regarding COVID-19 symptoms,
transmission, prevention and health seeking behaviour.
To assess knowledge about key practices of WASH that could help prevent COVID-19;
To evaluate the overall effectiveness of IOM’s COVID-19 Preparedness Public Health Promotion Strategy
for 2021, and to internally assess and measure the quality of IOM’s programming. This will help to
discover possible areas of improvement across IOM’s risk communications activities and infection
prevention and control (IPC).

Scope and Limitations
This survey was limited to the individual in the randomly selected household who was the head of
household or a representative of the head of household. This survey was also limited to the locations where
IOM was planning to conduct COVID-19 RCCE, IPC/WASH, and border health activities. As mentioned, data
collection corresponding to the end line was unable to take place in Renk (Upper Nile), and therefore does
not provide comparative analysis from the baseline survey in September 2020.

7

METHODOLOGY
The aim of this KAP Survey was to identify baseline Knowledge, Attitudes, and Practices (KAP) towards
COVID-19/ Coronavirus (herein COVID-19) upon which IOM’s RCCE, IPC/ WASH, and border health activities
will be based on. The survey aims to act as a benchmark for measuring the impact of the project at the end
of the programme, including but not exclusively:
1. Assessing the knowledge at the household level of key WASH practices that could help prevent
COVID-19 (hand hygiene, coughing/sneezing etiquette, solid waste management) and accessibility to
enablers of the behaviour (safe water, soap, masks, waste bins);
2. Assessing the level of knowledge, attitudes, and practices of the population in relation to COVID-19
symptoms, transmission, prevention, and health seeking behaviour before and after IOM’s intervention;
3. Assess the impact of COVID-19 on protection and GBV issues;
4. Measuring accountability to affected populations and ensuring the program is conflict-sensitive.

Methodology
In order to achieve the above objectives and avoid assessment duplication, the monitoring and evaluation
(M&E) unit implemented this assessment, with support from programme staff, especially the technical
lead team.
The assessment team was composed of three M&E Assistant Officers and 36 enumerators (12 per location).
Please see Table 1 for details.
Table 1: Number of Enumerators by Location and Gender
Location
Wau
Nimule
Abyei
Total
Ratio of male to female

Male
7
5
8
20
56%

Female
5
7
4
16
44%

Total
12
12
12
36

The questionnaire was administered in person, by enumerators recruited locally (community members)
in each location. These enumerators were trained by M&E staff on site. The questionnaire was built using
the KoBo online platform, and administered through smart phones. The data collection exercise took
approximately eight days per location (with two days for training).
The sample was established with a 95% confidence interval, and a 5% margin of error (see Table 2 below):
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Table 2: Sample Size Calculation to Determine the Number of Households per Location
State
Warrap
Eastern Equatoria
Western Bahr el Ghazal
Total

County
Abyei
Nimule
Wau

Population Projection
Men
Women
40,348
42,401
148,797
147,233
123, 794
115,306

Sample Size
Total
82,749
296,030
239,100
617,879

382
384
384
1,150

Enumerators were instructed to randomly walk to choose households, in order to decrease “location of
preference” bias by enumerators.

Data Reporting and Analysis

METHODOLOGY

To ensure the highest data quality, the enumerators were selected from the targeted population as they
were more familiar with the area and the local languages. Before the data collection process began,
enumerators were trained for two days on essential theoretical areas of WASH and its correlation to IOM’s
COVID-19 Preparedness Public Health Promotion Strategy, as well as IOM’s Code of Conduct, and PSEA.
They were also trained on the methodology of the survey and how to use the survey tools, as well as
ethical considerations. Thirty-six (36) enumerators were used for the data collection of this survey across
three data collection locations (see table one). The enumerators were distributed based on the sample
size of the population. The tool used to collect the data for this survey was KoboCollect, a suite of tools
downloaded on mobile phones that can be used for field data collection. The analysis of the data was done
using Microsoft Excel.
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FINDINGS
Household Information
This survey engaged 1,271 Key Informants (KIs). Similar to the baseline, across the three data collection
sites, 71% self-reported as the head of household, and 21% reported themselves as not the head of
household but as the individual caring for the sick; 6% reported themselves as serving both of these roles
in the household (2% of households reported their status as “other”).
Similar to the baseline, the majority of respondents across data collection sites were female (74%),
indicative of women being more accessible as their roles require their presence at the home/ plot
frequently throughout the day. Nonetheless, the reported gender of the head of household remained
almost equal (50% female adult 18+, and 48% male adult 18+). Similar to findings from the baseline, the
largest demographic surveyed across data collection sites were host community (75%), followed by IDP
populations (14%), Returnees (11%), and Refugees (1%).
Figure 2. Head of household age and
Figure 1. Key informant demographic
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While livelihood reporting has largely remained the same from the baseline, there have however been
declines in reporting of agriculture in Abyei (31% to 16%). However, this could be attributed to the onset
of dry season and less agricultural activity. Households reporting unemployment slightly decreased since
September 2020, suggesting that while the pandemic has limited access to livelihoods, the situation has
not worsened. It is worth noting that sustained limited access to livelihoods will contribute to issues with
financing COVID-19 contingency protocols, such as the increased need for water and soap, or having
savings should a household member be unable to work to either nurse or recover from sickness.
Figure 3: Head of household livelihood
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As expected, household education levels remained the same as baseline findings (given the duration
of time between surveys is not sufficient to witness drastic changes in household education levels).
In December, 36% of household across data collection sites reported secondary level as the highest
level of education, with 24% at primary level. While only 24% of household reported that no one in
the household went to school, this still constitutes one quarter of households in assessed areas with
potential issues with reading and communication. Reporting of no schooling level in the household was
particularly high in Wau (30%) and Abyei (28%).
The baseline survey found that women had completed a lower level of education compared to men,
potentially implicating their understanding of awareness and epidemiology during the pandemic. The
number of households reporting that women were the primary carer of the sick remained the same from
baseline reporting across data collection locations (73%), with the exception of household in Abyei, where
reporting increased by 8 percentage points (77% in December).
Additionally, for household responsibilities such as livelihoods and caring for children, over a fifth of
households (23%) across surveyed locations reported at least one individual in the household with
a disability. Reporting was particularly high in Nimule, with 34% of households reporting at least
Figure 4: Primary household member caring for the sick
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one disability. This may put additional strain on household capacity to perform necessary livelihood
activities due to the additional need to care for the disabled. Similar to reporting from September, of
households that reported a disability, there was a high percentage of at least one male or female adult
(primary livelihood earners) with a disability (see figure 5). This could also impede household resilience
to additional pressures during the pandemic. Of households reporting a disability, 50% of households
reported that friends and family were the main source of information for those with a disability; only 18%
reported that this came from health workers.
Figure 5: Reported disability amongst women and men (18-59)
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FINDINGS
Accessibility to WASH services during COVID-19
Water Sources, Collection, and Storage
Across survey sites, an average of 67% of households reported a borehole with a hand pump as their main
source of drinking. Reporting was particularly high in Nimule (99%). In Abyei, while 48% reported use of
a borehole as the main source of drinking water, 47% of households reported the use of a public tap or a
water yard. Similar to reporting in September, Nimule had the highest proportion of households reporting
a borehole as the main source of water for cooking, bathing, and cleaning (99%). There was an increase in the
proportion of assessed households in Wau reporting boreholes as their main source of water (37% to 54%);
while it could be indicative of changing water sources in Wau, it may also be a movement away from costly
water services such as water trucks and vendors. Of further concern in Wau, 14% of households reported
consuming water for cooking, bathing, and cleaning from an unprotected water source, unchanged from
the baseline survey. Consumption from unprotected water sources contributes to poor health, as well as
proving ineffective to prevent diseases when used to wash hands, particularly for COVID-19 prevention in
this case.
Figure 6: Household’s main source of drinking water
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Figure 7: Household’s main source of cooking and cleaning water
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Water consumption was high among households, with an average of each household across the three
survey sites consuming 97 litres of water per day, an average of 15 litres per person. The average water
consumption was the lowest in Abyei (85 Litres per day per household), yet the average water consumption
per person remained the same, most likely due to smaller household sizes.
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Table 3: Average consumption of water (Litres) per household and per person, per day
Location
Abyei
Nimule
Wau

Average per household per day
85
93
109

Average per person per day
15
14
15

Consumption of water, similar to the previous reporting period, was mostly likely facilitated by the close
proximity of water points to assessed households’ homes. Seventy-one percent (71%) of households across
data collection sites reported that the nearest water point was 500m or less from their home, compliant
with Sphere Standard1 recommendations. Wau reported the highest proportion of households travelling
500m-1.5km (31%), and more than 1.5km (14%); much higher than reporting in other locations. This raises
concerns of ability to collect sufficient water, particularly during the pandemic when more water is required
for adequate sanitation. Queuing time remained low, with 65% of households reporting less than a 30
minute wait at the water point/source to collect water, in line with Sphere Standard recommendations.2
Nimule reported the longest waiting times for water collection, with 39% of households waiting between
30 minutes to one hour, and 9% waiting over an hour. This is a new finding from the baseline survey.
Figure 8: Distance to water source (time)

Figure 9: Distance to water source (km)
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There was an increase in the proportion of households across survey locations that reported there was no
change in the time taken to collect water in the past two weeks (55% in September to 69% in December).
This could be attributed to the end of rainy season, and therefore less physical boundaries to water sources.
Across survey sites, 27% of households continued to report a significant or moderate increase in the time
taken to collect water. Longer water collection times can also be attributed to the high proportion of
households that carry water themselves back from the water source (77%); very few households reported
access to a Donkey (9% across survey sites) or a wheelbarrow (13%).
Figure 10: Changes to water collection times
during rainy season

Figure 11: Purchase of Water
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1. Sphere Standard recommendations for Water supply standard 2.1: Access and water quantity. The Sphere Standard 2018
Edition. 2. Ibid

Of households that reported an increased hindrance to collect water during the rainy season, the main
reasoning was the increase in the price of water, and therefore a need to access another source (32%).
Reporting regarding increased water prices was the highest in Wau (44%). Similar to baseline survey
findings, 57% of households across survey locations (45% in Abyei, 85% in Nimule, and 44% in Wau),
reported that they pay for water. It is worth noting that the purchase of water was reported as either by
container (44%), or per month (56%). The majority of households that paid per month, reported that this
was typically a fee of approximately 500SSP for water source repairs. This raises concerns of the economic
barriers to water purchase, particularly considering previously reported economic impacts of COVID-19,
such as job losses and rising inflation. One of the main concerns would be the prioritisation of water for
consumption rather than handwashing, which would exacerbate the spread of the disease.
Figure 12: Status of household water containers
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Similar to the baseline survey, 71% of households across survey sites reported their containers for the
storage of drinking water to be clean. Reporting continued to remain the lowest in Wau, with only 63% of
household describing their container conditions as clean. Cleanliness is considered important, however,
covered containers have proven to limit the contamination of stagnant water; only 33% of households
reported to have covered containers. Whilst reporting has increased in Wau since the baseline survey (25%
of households in September to 46% in December), there was a considerable decrease in the proportion of
households in Nimule that had access to covered containers (22% to 11%).

Sanitation and Hygiene
Access to water treatment remained unchanged from findings in the baseline survey, with 34% of
households across survey locations reportedly treating water before using it for drinking or cooking in
December. Reporting of households treating water was the lowest in Abyei (25%). Yet, encouragingly
there was a increase from 21% of households in Nimule in September to 37% in December reportedly
using a water treatment method. The highest reported treatment methods across survey sites were adding
chlorine (56%), boiling water (43%), and adding tablets/powder (33%). It should be acknowledged that
although 66% of households across survey sites reportedly did not treat water, this could be attributed to
lack of access to treatment as opposed to a lack of education of the need to treat water.
Table 4: Highest reported treatment method to water before drinking or cooking.
Location
Nimule
Abyei
Wau

Water Treatment Method
Chlorine (69%)
Boil Water (89%)
Chlorine (67%)

Similar to the baseline survey, households demonstrated a sound understanding of diseases associated
with the consumption of contaminated drinking water. Households were asked what diseases they
associated with drinking unclear water, and diarrhea (89%), cholera (84%), and typhoid (83%) were the
most commonly reported. Eighty-eight percent (88%) of households across survey sites could name
at least three of the most common diseases. Of note, two of the three highest reported most common
diseases in the household across survey sites in the last six months were typhoid (37%) and diarrhoea
(34%), showing that over a third of households were exposed to contaminated water sources.

FINDINGS: Accessibility to WASH services during COVID-19

Figure 13: Top three known diseases associated with Figure 14: Household members with Diarrhoea in the
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Twenty-three percent (23%) of households reported that at least one family member had experienced
diarrhoea in the two weeks prior to data collection across data collection areas. Reporting was particularly
high in Wau (32%). Similar to the baseline assessment, 34% of households across survey sites reported that
it was a child under 5 that was sick. There was low reporting amongst other vulnerable members of the
household, such as the elderly (2%), and pregnant or lactating women (4%). Unchanged from the baseline
assessment, in December, households across survey sites reported that the most common means to deal
with diarrhoea was to give medicine either already stocked at home or bought from the pharmacy (59%),
or go to the healthcare centre (45%)
Handwashing has been advocated as one of the key prevention measures for COVID-19 since the beginning
of the pandemic. Ninety-eight percent (98%) of households across the three survey sites reported washing
their hands; 16% of households could list at least three of the six critical times to wash hands amidst a
COVID-19 outbreak. Similarly to the baseline survey, across survey sites, the highest reported reason for

washing hands was to prevent the spread of diseases (87%), demonstrating a good understanding of the
role of sanitation in curbing diseases and pandemics like COVID-19.
Households mostly washed their hands with water with a bar or liquid soap (87% across survey sites),
with particularly high reporting in Abyei (96%). When soap wasn’t available, it was reported that ash was
commonly used as an alternative (65%). However, of concern, a high proportion of households in Wau and
Nimule reported just using water (54% and 33% respectively) when there was no soap available.
Enumerators were asked to observe KIs reporting handwashing facilities, the use of soap, and handwashing
practices, in order to triangulate findings. While some households had either a fixed facility in their dwelling
(18%), plot (9%), or a mobile object (54%)3, 15% of household had no handwashing place in their vicinity.
Where facilities did exist, 23% of enumerators across data collection locations observed that there was no
water available at the handwashing facility, with higher reporting in Wau (33%).
Figure 15: Reported regular handwashing

Figure 16: Alternatives when no soap available
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Whilst reassuring that 73% of enumerators reported the presence of soap at the handwashing facility, 22%
of households did not have any hand-washing material; with particularly high reporting in Wau (34%).
Considering soap is a critical element to prevent viral transmission, this could put vulnerable communities
with limited access to NFIs at particular risk, especially as 31% of households reported financial limitations
as the main reason that they were not using soap or detergent to wash their hands. Enumerators were also
asked to assess if, when the respondent washed their hands, if they demonstrated the ten steps4 required
to appropriately wash hands. According to enumerators, 68% of households in Abyei, 57% in Nimule, and
43% in Wau could demonstrate the seven steps.
Figure 17: Observed facility for handwashing

Figure 18: Observed handwashing material
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3. (A) A fixed facility in thw dwelling or plot is a handwashing facility that is in a certain location in the compound and cannot be moved, for
example, a sink, and the water is piped into the dwelling/ plot. (B) A mobile facilitiy is an object such as a bucket or a jerry can, which is used
as a facility to wash hands, but can be moved around the compound based on need.
4. The ten steps for handwashing are: (1) Wet hands with water (2) Apply soap to cover all surfaces of the hands (3) Rub hands palm to palm
(4) Rub each pal over the back of the other hands (5) Rub palm to palm with fingers interlaced (6) Rub backs of fingers to opposing palms with
fingers interlocked (7) Rub each thumb clasped in opposing palm (8) Clasp fingers and circular rub opposing palm (9) Rinse well with water
(10) Allow hands to dry completely before touching anything else

Critically, there was a low reported certainty across households that hand washing with soap prevents
respondents and their families from getting diseases like COVID-19. Only 61% of households reported that
they were 100% certain that it does prevent, with particularly low reporting in Wau (46%). This highlights
a lower than required awareness across regions of the importance of handwashing for disease prevention,
unchanged from baseline findings.
Figure 19: Latrine sharing status
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Eighty-percent (80%) of households reported that they had access to a latrine, whether this was their own,
a communal latrine, or shared with neighbours. Households in Abyei reported the highest percentage of
households with no latrine access, with 49% of households. Of those households, 92% reported a financial
barrier to latrine purchase. Despite barriers in access, the majority of households across data collection
sites (91%) understood the importance of using latrines to prevent the spread of disease; but only 55% of
households recognised the importance of latrines to prevent water contamination, with particularly low
reporting in Nimule (29%).
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Households reportedly had a sound understanding of the importance of the correct disposal of solid waste,
with 90% of households reporting that they perceived an issue with the poor disposal of human faeces.
Of these households, 90% recognised that this was because of the spread of diseases. Similar to findings
from latrine use, very few households recognised potential water contamination (21%, with particularly
low reporting in Nimule (8%).
The privacy and protection of women and girls while using latrines was also reported on, with 25% of
households reporting that they perceived the layout of latrines to not guarantee the privacy and protection
for women and girls. Furthermore, over a third of households reported security incidents involving women
in the past six months related to sanitation practices (38%), with high reporting in Nimule (56%). Similarly,
39% of households reported safety incidents involving children in the past 6 months related to sanitation
practices; reporting was consistently high in Nimule (53%).
Figure 20: Security incidents involving women
related to sanitary practices

Figure 21: Security incidents involving children
related to sanitary practices
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FINDINGS
COVID-19 Awareness and Protection
Risk Communication and Accountability to Affected Populations Related to COVID-19
Similar to findings from the baseline survey, water, sanitation, and hygiene conditions were not wholly
conducive to implementing all measures necessary to reduce the spread of COVID-19. Despite limited
infrastructure in some regions to support this, survey findings show that information has been received
in communities through targeted programming. However, findings do highlight some persistent gaps in
existing knowledge.
Figure 22: Households that received information on Figure 23: Nature of the information received in the
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Findings from the endline assessment continued to prove that almost all households across survey sites
had heard about COVID-19 before (98%), with the majority reporting that they had heard about COVID-19
in the last few months (95%) demonstrating widespread community knowledge of COVID-19. Of these
households, the majority reported that they heard about COVID-19 through either the radio, television,
social media, the internet, or a newspaper (67%), whereas the baseline survey showed a heavy reliance on
SMS (text message) (92% in September to 3% in December). Of the small proportion of households across
survey sites that had not heard about COVID-19, they reported a preference to hear information through
SMS (59%) proving the effectiveness of this dissemination strategy.
Figure 24: Top three reported uses of COVID-19 information
shared in the past month
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The reported proportion of households that had received information in the last month differred from
those who had received any information about COVID-19 since the pandemic started. Eighty-eight percent
(88%) of households across data collection sites reported that they had heard information in the past
month, with lower reporting in Abyei (74%). This suggests that a lower proportion of the population is
receiving the most up-to-date information about the virus. However, it is worth acknowledging that the
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rate of households reportedly receiving information in the past month increased in Wau from the baseline
period from 60% of households in September to 91% in December. Of households that reported receiving
COVID-19 messaging in the past month across survey locations, the highest proportion (70%) reported
receiving information related to transmission, unchanged from the baseline survey. This reassures efforts
that COVID-19 messaging is strengthening an understanding of how the virus spreads.
Similar to findings from the baseline assessment, 98% of households across data collection sites found
COVID-19 messaging useful, and information that they remembered. Furthermore, 97% of households
reported that they were satisfied or very satisfied with the way information was shared. Of these households,
56% reported that the main reason they were satisfied or very satisfied was because communication
materials were clear and easy to understand, and 27% reported that it was because the speaker explained
the messaging well. However, although a high proportion of households across all survey locations
reported sharing information they’d received with family (68%) or friends and neighbours (71%), only
55% of households reported always putting the information into practice. Reporting was particularly
low in Wau, with only 45% of households reporting a consistent action to put messaging into practice.
Here, although messaging seems to be widespread, there is a reported gap between information sharing,
and putting it into practice. Ultimately, only 75% of households reported that they had received enough
information on COVID-19, with 42% of these households reporting a desire to know more about the cause
of COVID-19 (57% in Abyei, 26% in Nimule, and 28% in Wau).
Of households that reported that they hadn’t received enough information (reporting “no” (12%) or
“maybe” (13%)), there was a reported preference for communications from radio, television, social media,
newspapers and the internet (51%), as well as door to door campaigns (45%).

FINDINGS: COVID-19 Awareness and Protection

Similar to the baseline survey, respondents reported that should they have questions related to COVID-19,
they would seek information from healthcare workers at a health facility (58%), and health care workers
in the community (37%), with 41% of households reporting that this is the most trusted and accurate
information source. This demonstrates a recognition of health care workers being an important source of
information during a pandemic. Very few households reported seeking an individual from Government
(2%), an International NGO (3%), a UN Agency (4%), or a representative from a humanitarian organisation
(4%), raising concerns of the reception of health messaging through these avenues.
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Figure 25: Household perception that they
have received enough COVID-19 related
information
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Knowledge and Perceptions Related to COVID-19
Ninety-six percent (96%) of households reported having an acceptable (22%), good (49%), and very good
(25%) understanding of how to prevent the spread of COVID-19, with 91% of households reportedly
taking any action to prevent the spread of the virus. Households mainly perceived COVID-19 to be spread
through coughing/ sneezing/ emitting droplets (77%), and shaking hands with an infected person (77%).
Figure 27: Top four most commonly reported opinions of how and individual
can contract COVID-19
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Of concern, only 50% of households believed that touching surfaces contaminated by an infected person
could spread the disease, and only 33% reported an understanding that hugging an infected person
could spread it. The majority of households had a good understanding of the most commonly identified
symptoms of COVID-19, such as fever (85%) and a cough (93%). Of concern, similar to findings in the
baseline assessment, symptoms such as the loss of taste or smell were not commonly identified at all
(8%), with particularly low reporting in Wau (2%). This symptom is one of the top three most commonly
identified symptoms. While there were gaps with reported symptom recognition, 85% of households
across survey sites recognised that people could transfer COVID-19 after being infected, and critically, 76%
reported that they believed people could transfer COVID-19 to others without showing symptoms, an
improved reporting since the baseline assessment (69%).
Figure 28: Knowledge of when signs and symptoms of COVID-19 begin
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A small majority (65%) reportedly remembered when signs and symptoms begin; a key information need
for prevention and self-isolation practices. The majority of households (73%) specified that they believed
that signs and symptoms appeared within 6 to 14 days of exposure. The disparity of responses within the
first to fourteenth day suggests a lack of clarity on the onset of symptoms, and therefore when the patient
is the most infectious.
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Similar to the baseline report, households largely perceived that anyone could get COVID-19, and therefore
the disease was indiscriminatory. Whilst 93% of households reported that they believed anyone could get
COVID-19, of those who did not, 35% believed that the elderly either could not contract the disease or
would not get any serious symptoms. This raises concerns as the elderly are one of the most vulnerable
groups for COVID-19. Reporting regarding the likelihood of community infection differed according to
region. While an average of 46% of households across survey sites reported that they thought it was likely
someone in the community could get COVID-19, this is reflective of 80% of households in Abyei, 47% in
Nimule, and 14% in Wau. In Wau, as many as 40% of households thought it was unlikely that someone
from within their community could contract the virus; especially concerning considering Wau is one of
the largest population centres outside of Juba, and also host to individuals travelling back and forth from
Sudan.
Figure 29: Perceived likelihood that someone in the community could get
COVID-19
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Despite households not perceiving a high risk of community infection, households did acknowledge that
a COVID-19 infection in the community would have a moderate (30%) or major (37%) impact on their
daily life. Furthermore, households across survey sites expressed concern of contracting COVID-19 in
their current environment, with 23% of households extremely concerned. The majority of households in
Nimule (54%) reported that they were extremely concerned they could contract COVID-19 in there current
environment. However, the highest proportion of households across all survey sites were only slightly
concerned by this factor (39%).
Table 5: Likelihood of stigma following a COVID-19 diagnosis
Men Women Youth IDP/ Returnee Vulnerable
Person
Do not want to answer
0%
0%
0%
0%
1%
Extremely likely
21% 19%
20% 23%
18%
Extremely Unlikely
5%
4%
5%
5%
11%
I don’t know
1%
1%
1%
1%
1%
Likely
43% 48%
46% 45%
42%
Neutral
9%
9%
9%
8%
10%
Unlikely
22% 19%
19% 18%
18%

Any Person Health
Worker
0%
0%
18%
20%
5%
5%
1%
2%
46%
45%
9%
10%
20%
17%

Perceptions on the consequences of an individual getting COVID-19, such as discrimination or stigmatisation,
did not largely vary on average between different demographic groups in each survey location. However,
households reporting suggested that it was marginally more likely that women would receive more stigma
(48%), with particularly high reporting in Abyei (86%). Similarly, reporting in Abyei was consistently higher
for predicted stigma across each demographic, suggesting a more common stigma towards a COVID-19
diagnosis. Overall, findings did not suggest that there was one demographic group particularly at risk of
discrimination more than any other group.

Participation, Prevention, and Protection
Despite high reported knowledge of COVID-19 and it’s symptoms, similar to reporting during the baseline,
there was low participation across survey sites in COVID-19 awareness sessions. Of concern, only 67% of
households reported attending any COVID-19 awareness sessions by community mobilisers or hygiene
promoters, meaning there is less opportunity for individuals to ask questions in response to information
heard via print and telecommunications. Reporting was particularly low in Abyei (57%) and Wau (60%). Of
households which did attend, 91% reported feeling safe when travelling, removing speculation of safety
concerns hindering access to information. Of household which reported they did not feel safe (9%), 72%
reported the main reason they did not feel safe was due to fears of contracting COVID-19 on the way
to or during a meeting. Similar to reporting during the baseline survey, reporting was particularly high
in Nimule, with 16% of households reporting that they did not feel safe, predominantly due to fears of
COVID-19 contraction (87%), but also citing that the distance to the session was too far (6%). Of concern,
38% of households in Abyei that reportedly did not feel safe attending the session as the local authorities
had not allowed them to attend, but they had decided to go against this directive (38%).
Figure 30: Respondents’ attendance to ANY community COVID-19 session
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Households that did attend sessions (67%) reported that overall they were treated with respect by the
individuals leading the session (97%). Reporting in the baseline survey was previously lower in Wau, but
has increased from 88% to 97%. Households reported that women were mostly participating in COVID19-specific interventions (80%), however this could be attributed to women’s availability for sessions, their
perceived role for providing COVID-19 care and therefore the need to access information, or the nature of
targeted programmes.
Figure 31: Perceived safety when travelling between COVID-19 awareness sessions.
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Unchanged from the baseline survey, 49% of households across survey locations reported that at least
one individual was reported ‘excluded’ from attending the meeting, again with high reporting in Abyei
(61%), most likely due to the aforementioned barriers. The highest reported demographic excluded from
sessions was the elderly (30%), despite their increased vulnerability to the disease. Reporting of this
factor was particularly high in Abyei (55%), yet markedly low in Wau (9%). Despite being reported as the
main participants, 19% of households across survey sites reported women as excluded from information
sessions, despite being the primary caregivers; reporting was particularly high in Abyei (30%), and Wau

(24%). Furthermore, only 53% of households considered women to be moderately involved in community
decision-making around COVID-19 issues, and a further 27% viewed them to have a significant role.
Figure 32: Women’s involvement in community decision-making related to
COVID-19
Signiﬁcantly involved in decision-making

Rarely involved in decision-making

Never involved in decision-making

Moderately involv ed in decision-making

0%
Wau

10%
Nimule

2 0%

30%

40%

50%

60%

70%

80%

Abyei Region

Reporting has shown that the majority of households across survey sites have received consistent COVID-19
messaging, including key prevention methods. Nonetheless, only 60% of households reported ownership
of a mask, with a lower proportion reporting actually using the mask when leaving the home (53%). This is
a key prevention measure to contain the spread of the virus in the instance that people need to leave the
home, and is therefore concerning that the use is not as widespread as the awareness of the disease. When
asked the personal opinion on the use of masks to prevent COVID-19, 60% reported they they believed it
would prevent the spread of the disease, and 20% believed that it was more important to have soap.
Figure 33: Households that reportedly own a mask
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Fifty-eight percent (58%) of households reported that they believed it was the responsibility of the
individual to prevent themselves, their household, and their community from getting COVID-19. Of these
households, only 54% were confident that they were able to prevent the spread. Very few households
reported that they believed the household head (13%) or humanitarian organisations (4%) were responsible
for prevention. Although there was a highly reported level of trust in community healthcare workers, only
7% of households across sites believed them responsible for preventing COVID-19, with very low reporting
in Nimule (2%).
Changes in household dynamics, such as additional stress in accessing resources or caring for sick people,
can change behaviours, including increasing the propensity for violence or abuse against women and

girls. Advice to stay home in order to reduce the spread of the virus, while important, could increase the
likelihood of domestic violence. Regarding women, 91% of households in Nimule, 42% in Abyei, and 27%
in Wau reported a moderate or significant increase in violence and abuse towards women as a result of
COVID-19. Figures in Nimule continue to be high from the baseline survey findings (88% in September).
It is worth noting that reporting on domestic violence was provided by the key informant, that was not
always a female (see household demographic section for more information.
Figure 34: Perceived changes in violence towards women and girls since the
pandemic started (March 2020)
45%
40%
35%
30%
25%
20%
15%
10%
5%
0%

Moderate
Moderate
No change in
Significant
Significant
decrease in
increase in
violence/abuse
decrease in
increase in
violence/abuse violence/abuse
violence/abuse violence/abuse
Women

Girls

Physical violence and economic violence (specifically denying resources) were the highest reported
manifestations of violence (60% and 70% of households respectively across survey sites). Reporting of
emotional abuse increased from baseline survey findings (43% of households, with high reporting in
Nimule). Sexual assault (10%) and harassment (12%) remained factors reported as a manifestation of
domestic violence; as healthcare centres may be prioritising potential COVID-19 cases, it may be harder for
women to access required services to support recovery following these instances.
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Similar patterns of violence were reportedly directed towards girls since the beginning of the pandemic.
Forty-percent (40%) of households across survey sites reported a moderate or significant increase in
violence towards girls, with particularly high reporting in Nimule (89%). Physical violence (48%) was highly
reported, and also reports of forced marriage increased from baseline findings (46% in September to 62%
in December). Furthermore, rates of sexual assault (rape) and harassment were higher than reported
prevalence against women, consistent with baseline findings (21% and 22% respectively).
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Conclusion and Key Findings
Key Findings
Household demographics in the endline survey continued to report a population reliant on female focal
points as the primary individual responsible for caring for the sick (73% of households). Typical to findings
from the baseline, education levels remained reportedly low. Of concern, 24% of households reported that
household members had received no schooling whatsoever. While not directly reported on by households,
the lack of female education could correlate to problems with awareness and epidemiology in light of
the pandemic, for example, if print messaging cannot be read. Furthermore, reported disabilities among
household members remained high, with 23% of households reporting at least one disabled household
member. Of concern, of these households, there was a high reporting of disabilities among men and women
aged 18-59, the key livelihood and carer demographic. Households reported a higher proportion of females
compared to other demographics with issues regarding communication (36%), memory (31%), sight (23%),
walking (8%), and hearing (28%) (see page 10, figure 5); raising concerns of capacity to sufficiently care for
sick family members, as well as engaging in livelihoods and household tasks. Livelihood reporting was
mainly self-employed/entrepreneurs (28% across survey sites), which could suggest irregular employment.
Of concern, 21% of households across data collection sites continued to report unemployment, with high
reporting in Abyei (27%) (see page 9, figure 3). Typical to seasonal patterns, the proportion of households
reporting engagement with agro-pastoralist and agricultral activities decreased from the September
baseline. Sustained unemployment and self-employment rates from the baseline survey raises concerns of
household capacity to bear the additional costs associated with increased requirements of soap and water,
as well as medical care. The main demographic for caregiving and livelihood earning is between the age of
18-59, and there were highly reported disabilities amongst this demographic, particularly concerning key
means to receive and disseminate information (see page 10, figure 5).
A key prevention of COVID-19 identified at the beginning of the pandemic was handwashing, including
required access to soap. Whilst 71% of households reported access to either a protected or non protected
water source less than 500m away from their home (compliant with Sphere Standard recommendations),
reported access in Wau was comparitively lower. Of concern, 45% of households in Wau reported a
distance between 500m and over (with 14% reporting as far as 1.5km). Across survey locations there was
an increased population from the baseline survey that reported no change in the time to collect water in
the past two weeks (69%), which could be attributed to the end of rainy season, a reported barrier in the
baseline survey. Nonetheless, access to water sources continued to be hindered by the increases in water
prices (32%). Increased water prices flag concerns of sufficient water access, especially in regions with
high reliance on bought water. Given the water requirements for santitation as a key COVID-19 prevention
method, this could hinder household capacity to adopt these strategies in survey locations. Ninety-eight
percent (98%) of households across survey sites reported washing their hands, of which 16% could report
at least three of the six critical times to wash hands. Similar to water access, sufficient access to soap was
predominantly hindered by financial constraints; while enumerators observed that 73% of households
had soap present at their handwashing facility, 22% did not have any, with particularly high reporting
in Wau (34%). Although there is a reportedly good understanding and practice of handwashing, there
is concern that there are insufficient materials to effectively carry out the required practice. Thirty-one
percent (31%) of households reported financial barriers as the main reason they were not using soap.
Furthermore, only 61% of households were absolutely certain that washing their hands would prevent the
spread of COVID-19 (see page 13, figure 12).
Similar to findings from the baseline survey, WASH conditions were not wholly conducive to implementing
all measures necessary to reduce the spread of COVID-19. Nonetheless, reporting shows that COVID-19
messaging has been somewhat effective, with 98% of households across survey sites reporting that they
have heard about COVID-19 before, and 95% reporting that they have heard about it in the last month.
Seventy-five percent (75%) of households reported that they had received enough information, with
25

42% of these households reporting a desire to know more about the cause of COVID-19 (57% in Abyei,
26% in Nimule, and 28% in Wau). In the baseline survey, participants acknowledged the importance of
SMS and call-back messages for COVID-19 information dissemination. However, endline reporting found
that of households that reported that they had not recevied enough information about COVID-19, they
had a preference for communications through the radio, television, social media, newspaper and the
internet (51% across survey sites), as well as door to door campaigns. Of concern, although there was a
high proportion of households across survey sites that reported sharing information with family (68%)
or friends and neighbours (71%), only 55% reported putting information they received into practice. This
flags a gap between COVID-19 knowledge and practice; which findings suggest could mostly likely be due
to a lack of capacity to implement.
Ninety-six percent (96%) of households reported an understanding of the virus, and how it spreads.
Critically, there was a highly reported perception that someone can get COVID-19 from a person who is
coughing, sneezing, or emitting droplets when talking (77%) or through shaking hands with an infected
person (77%)5. Similar to baseline findings, very few households reported a knowledge of the loss of smell
or taste as a symptom (8% , with very low reporting in Wau (2%)) but recognised consistently that fever
(85%) and a cough (93%) were important indicators. Critically, there was an improvement in the more
nuanced information, such as the knowledge that infected people can transfer the virus without showing
symptoms (77%). Furthermore, only 65% of households could remember when signs and symptoms of
COVID-19 begin; which is key information to contain the virus. While 73% of households specified that they
thought signs and symptoms appeared within 6 to 14 days of exposure, the inconsistency of responses
within the first to 14th day among the other 27% of households suggests a lack of clarity on the onset of
symptoms.

Key Findingd and Conclusion

Whilst households reported an awareness that COVID-19 was an indiscriminatory disease (93%), of those
who did not, 35% believed that the elderly could not contract the disease or would not get serious symptoms;
this is of concern considering that the elderly are one of the most vulnerable groups. Furthermore, reporting
on household speculation that someone in the community was likely to contract COVID-19 varied across
regions, with as high as 80% of households in Abyei, 47% in Nimule, and considerably lower in Wau (14%).
In Wau, as many as 40% of households thought it was unlikely, and 14% thought it was extremely unlikely
that someone from within their community could contract the virus (note that households could state
that they were neutral on the matter); concerning considering Wau is one of the largest population centres
outside of Juba, and also host to individuals travelling back and forth from Sudan. Similar to reporting
in the baseline survey, there was not a highly reported anticipation that there would be stigmatisation
towards individuals following a COVID-19 diagnosis, and this did not vary by demographic group (Table 4).
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Attendance of any household member to at least one community meeting increased from baseline findings
across survey sites (44% in September, to 67% in December), and there appeared to be few reported
barriers to access, with 91% reported feeling safe when accessing these meetings. It is worth noting new
reporting from Nimule; of households that did not feel safe when travelling to a meeting (16%), 38%
of households reportedly didn’t feel safe due to threats from local authorities, though most participats
reported attending regardless. At meetings, it was reported that women were the main participators in
sessions (80%). Despite this, only 27% of households considered women to be significantly involved in
community decision making. Of concern, households perceived the elderly as the most excluded group
from community meetings (30%) despite their increased vulnerability to the disease.
Women’s safety was also a key aspect of reporting. Across survey sites, 25% of households reported that
they perceived the layout of latrines (either personal, neighbourhood, or community) to not guarantee the
privacy and protection for women and girls. Furthermore, 38% and 39% of women and girls respectively
reported safety incidents in the last 6 months related to sanitary practices. As well as the more commonly
known security concerns related to sanitation, there was an increase in the reported propensity for abuse
and violence against women and girls since the pandemic began. Fifty-one percent (51%) of households
reported a moderate or significant increase in violence or abuse against women in the community as a result

of COVID-19. The most commonly reported forms of abuse was economic abuse (70%). Of concern, these
numbers were similar to reporting amongst young girls, with 51% of households reporting a moderate or
significant increase in violence towards girls. This was most commonly reported as forced marriage (62%),
an increase from the baseline (46% in September). The latter may be a means to also accumulate more
income during COVID-19, as bride-price is a known coping strategy when livelihoods are threatened.

Conclusion
This end line report has highlighted ongoing financial struggles due to the increased pressure to sustain
hygiene practices in the household to stop the spread of COVID-19. Findings suggest that this has resulted
in increased pressure on women as the primary caregivers to care for the sick in the event of a COVID-19
infection, but also continue necessary activities such as water collection and livelihood earning in order to
afford necessary materials to implement key sanitation practices.
These financial restrictions were also evident in the reporting of increased water prices hindering access to
water source. Reporting was particularly high in Wau, which is concerning given that Wau had the lowest
reporting of households with access to a water source within 500 meters of their home. Access to soap was
also limited by financial limitations; although 98% of households across survey sites reported that they
regularly washed their hands, there were limitations to appropriate handwashing materials such as soap.
Critically, only 61% of households understood the correlation between hand washing and preventing the
spread of COVID-19. This is indicative of the widening gap between household understanding of sanitation
practices and COVID-19 prevention measures, and findings suggest that although households were aware
of the disease (93%), there were diverging responses and understandings of how it spread, and who was
likely to contract the disease. Findings did suggest an increase in community participation in COVID-19
meetings from the baseline survey, which is an important step to ensure community safety should there
be a second wave of COVID-19 outbreaks in South Sudan.

Key Findingd and Conclusion

Critically, the end line survey continued to demonstrate that women’s safety in the community is still an
area of concern, with safety incidents continuously reported around latrine use. Furthermore, households
reported a moderate or significant increase in violence against women since the start of the pandemic,
which is a concern given the leading role women partake in carrying out household tasks, including the
vital collection of water for COVID-19 prevention activities.
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