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Cross-sectional Study 

Social contributors for the rise of COVID-19 infections in South Asia: A 
large cross-sectional survey 
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A B S T R A C T   

Background: The ongoing global coronavirus disease 2019 (COVID-19) pandemic, caused by the severe acute 
respiratory syndrome coronavirus-2 (SARS-CoV-2) was first reported in South Asia on 30th January 2020 in 
India. Ever since, certain countries have witnessed multiple waves of COVID-19, requiring attention by public 
health experts and strategists in the region. The objectives of this study are to assess social contributors to the 
recurrent waves of COVID-19 in South Asia including first demographic traits, second household characteristics 
and social measures, third workplace trends and personal protective equipment use, and fourth satisfaction and 
attitudes concerning public health measures and vaccination status. The study also aims to plan for control 
strategies focusing on India, Pakistan, Bangladesh, Sri Lanka, and Nepal, countries with the highest burden of 
COVID-19 in South Asia. 
Methods: A population-based large cross-sectional study was conducted from 1st July to August 10th, 2021 using 
online mediums. The survey consisted of 31 questions divided into sociodemographic and COVID-19 status in
formation, household characteristics and social measures, workplace trends and personal protective measures, 
satisfaction and attitudes towards public health measures, and vaccination status. Bivariate, receiver operating 
characteristic (ROC) analysis, and the Kruskal Wallis test was conducted for factors associated to COVID-19 
infection and positive vaccination status. 
Findings: We enrolled 1046 participants with 57.1% females and 41.8% males, comprising 48.9% healthcare 
workers. Statistically significant associations were found using ANOVA based on the Kruskal-Wallis test for 
differences between thoughts towards public health authorities implementing standard operating procedures 
(SOPs) and HCW status were statistically significant (P = 0.002). The most important social predictors for 
positive vaccination status based on the ROC analysis were gender (P < 0.001), job role (P < 0.001), income 
group (P < 0.001), healthcare worker status (P < 0.001), household member tested positive (P = 0.007), per
sonal vehicle ownership (P < 0.001), job requiring close contacts (P < 0.001) and co-worker masking habits (P =
0.02). 
Conclusions: Public health experts and strategists are required to focus control strategies on political and religious 
gatherings, reopening offices, noncompliance of SOPs by the masses, and crowded commuting to limit the 
reemergence of COVID-19 infections in countries with the highest burden in the region.   
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1. Introduction 

The ongoing global coronavirus disease 2019 (COVID-19) pandemic, 
is caused by the severe acute respiratory syndrome coronavirus-2 (SARS- 
CoV-2) [1]. One month after the notification from Wuhan, China, on 
30th January 2020, the first COVID-19 case of South Asia was reported 
in India [2]. South Asia, a sub-region of Asia, consists of the 
Indo-Gangetic Plain and peninsular India, includes the countries of 
Bangladesh, Bhutan, India, Pakistan, Nepal, Sri Lanka, Afghanistan, and 
the Maldives [3]. Certain countries in South Asia witnessed multiple 
waves of COVID-19, now consuming the attention of several govern
ments in the region [4]. In the last few months, COVID-19 cases spiked 
in the South Asian countries along with the further extension to coun
tries in mainland Asia [5]. The surge in South Asia has also been driven 
by the Delta SARS-CoV-2 amid other variants and sociocultural factors, 
prompting considerations of lockdowns, and attempts to rapidly scale up 
vaccination production and distribution across the region [6]. 

Studies conducted in South Asia have shown adequate knowledge 
and good perception with a positive attitude towards the COVID-19 
pandemic [7,8]. Measures including use of personal protection equip
ment (PPE), social distancing, education for COVID-19, and mass 
vaccination have great potential to control the further spread of 
COVID-19 [9,10]. This is, however, challenging for South Asia that 
consist of low- and middle-income countries (LMICs) with 
under-resourced healthcare systems, economic closures, and widespread 
misconceptions towards SARS-CoV-2 infections and vaccinations [11, 
12]. Groups at risk of higher morbidity and mortality due to community 
transmission of COVID-19 are people on low income, self-employed, in 
institutions, and homeless individuals; vulnerable groups are those who 
have lower income and constitute a high proportion of the population in 
South Asia, with the direct effect of income and health having been 
established already [13,14]. 

The aims and objectives of this study are to assess social contributors 
to the recurrent waves of COVID-19 in South Asia including first de
mographic traits, second household characteristics and social measures, 
third workplace trends and personal protective equipment use, and 
fourth satisfaction and attitudes concerning public health measures and 
vaccination status. The objectives of the study are also to plan for control 
strategies focusing on India, Pakistan, Bangladesh, Sri Lanka, and Nepal, 
countries with the highest burden of COVID-19 in South Asia. 

2. Methods 

A population-based cross-sectional study was conducted across 
South Asian populations comprising of general populations and 
healthcare workers from 1st May to August 10th, 2021 to assess the 
social contributors to the ongoing COVID-19 waves. The study was 
conducted in accordance with the Declaration of Helsinki (Recommen
dations guiding physicians in biomedical research involving human 
subjects). The STROCSS 2021 checklist is appended in the supplemen
tary materials [15]. Due to the risk of transmission of COVID-19 in 
conducting face-to-face interactions, a web-based application named 
Google Forms weas utilized to collect the responses. This survey was 
registered with Research Registry “researchregistry7877” [16]. 

A self-administered questionnaire was designed post piloting it 
among 10 general medical practitioners and also going through previ
ously validated questionnaires from similar published studies [17,18] 
(Supplementary Material). The results of the piloting were not included in 
the final results. The target group was the adult population, anyone aged 
18 years old or over and resident of South Asian countries including 
Bangladesh, Bhutan, India, Pakistan, Nepal, Sri Lanka, and Afghanistan. 
The survey instrument was created to address the objectives of the study. 
The following components were listed: i) Sociodemographic and 
COVID-19 status information (9 questions), ii) Household characteristics 
and social measures (10 questions), iii) Workplace trends and personal 
protective measures (7 questions), iv) Satisfaction and attitudes towards 

public health measures (4 questions), and v) Vaccination status (1 
question). Participants were required to enter responses for all required 
questions. Implicit consent was obtained using forms by every partici
pant before beginning the survey. Those who did not wish to participant 
were excluded from the study. 

Sample size was calculated with OpenEpi software (Version 3.01; 
Open Source Epidemiologic Statistics for Public Health) to be 384 using 
the estimate of population size to be 1,000,000 X due to lack of exact 
number of X. The sample size was calculated using the following for
mula: [DEFF*Np(1-p)]/[(d2/Z21-α/2*(N-1) +p*(1-p)]. The predicted 
hypothesis of outcome factor was estimated as 50% as there are no clear 
studies in the subject. The confidence interval was 95%, and accepted 
margin of error was 5%. This was further increased to 1046 participants 
to ensure maximum representation of the South Asian population. 
Descriptive statistics were calculated using Statistical Package for the 
Social Sciences (SPSS, v.24 Chicago, IL: IBM® SPSS® Statistics). The 
results were presented as means, standard deviations for quantitative 
variables and as frequencies/proportions for qualitative variables. A 
bivariate analysis was conducted to compare the differences among 
infected and non-infected respondents. A comparison of infection status 
and other factors among the two groups was made using the Chi-square 
test, which was tabulated. P-values were considered to be statistically 
significant if < 0.05. 

To understand the social contributors to the rise of COVID-19 across 
infected and non-infected individuals, and vaccinated and non- 
vaccinated individuals a receiver operating characteristic (ROC) anal
ysis was performed, which was reported as area under curve (AUC) 
values with 95% confidence intervals (CI). The results helped in un
derstanding the strongest predictors of COVID-19 positive and positive 
vaccinated status individuals among the respondents. To ensure that the 
most important predictors were listed, we shortlisted the significant 
predictors based on the model. A Kruskal-Wallis test was conducted to 
see if healthcare workers as opposed to general population members 
thought that adequate measures are being taken by public health au
thorities to maintain standard operating procedures (SOPs). An addi
tional risk estimation analysis was conducted to measure the magnitude 
of positive vaccination status with relation to gender and healthcare 
worker status. Cronbach’s alpha was used to assess internal consistency 
for the household characteristics scale and for the satisfaction and atti
tude scale. 

3. Results 

A total of 1046 participants completed the online questionnaire out 
of the total 1903 that were distributed, yielding a response rate of 55%. 
As represented in Table 1, the mean age of all participants was 31.74 
years, ranging from 18 to 85 (P = 0.026). The female gender was rep
resented slightly more than males with 597 (57.1%) responses. A ma
jority of the respondents were from India (n = 373, 35.7%), and Pakistan 
(n = 377, 36%), followed by Nepal (n = 147, 14.1%), and Bangladesh (n 
= 82, 7.8%) (P < 0.001). In our sample set, 635 (60.7%) respondents 
had a graduate degree, whereas 289 (27.6%) were educated to an un
dergraduate level. In total, 378 (36.1%) respondents were employed in 
the private sector, with 305 (29.2%) individuals currently enrolled as 
students; 100 (9.6%) were unemployed (P = 0.006). A majority of the 
participants had a monthly income of less than 199$ (n = 465, 44.5%), 
followed by 271 (25.9%) respondents belonging to the $200–499 group 
(P < 0.001). Around half of the respondents were healthcare workers (n 
= 511, 48.9%) (P = 0.01) (Table 1). 

The household characteristics and social habits practiced by the re
spondents are presented in Table 2. A large number of respondents 
resided in a one-family house/villa (n = 622, 59.5%), followed by 
residing in an apartment building (n = 229, 21.9%). The majority re
ported number of rooms as 4–6 (n = 502, 48%), followed by 1–3 (n =
394, 37.7%). The number of people in the household not including the 
respondent was reported as 4–6 by 475 (45.4%) participants followed by 
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430 (41.1%) reporting 0–3 (P < 0.001). The number of people in the 
household aged 18–65 was found to be 4–6, reported by 475 (45.5%) 
respondents (P = 0.013). Notably, 958 (91.6%) respondents stated that 
0–3 household members not including themselves were working outside 
of home for at least 10 h per week (P < 0.001). In total, 957 (91.5%) 
respondents stated that 0–3 household members were suspected to have 
COVID-19, followed by 70 (6.7%) who stated that 4–6 household 
members were suspected (P < 0.001). In total, 376 (35.9%) respondents 
stated that household members were tested positive for COVID-19, not 
including themselves (P < 0.001), with 934 (89.3%) stating that the 
household member was not tested positive in the last 14 days. Overall, 

Table 1 
Characteristics of the study population.   

Total 
Sample 
N = 1046 

Tested 
COVID- 
19 
positive 
N = 299 

Tested 
COVID-19 
negative 
N = 747 

Chi 
Square 

P-value 

Age in Years 
(Mean ± SD; 
Range) 

31.74 ±
12.32 
[18–85] 

32 ±
12.24; 
[18–82] 

31.64 ±
12.35; 
[18–85] 

79.569 0.026* 

Gender 1.431 0.232 
Female 597 

(57.1) 
162 
(54.2) 

435 (58.2)   

Male 437 
(41.8) 

135 
(45.2) 

302 (40.4) 

Prefer not to say 12 (1.1) 2 (0.7) 10 (1.3) 
Country of Residence 28.256 <0.001* 
Afghanistan 24 (2.3) 7 (2.3) 17 (2.3)   
Bangladesh 82 (7.8) 16 (5.4) 66 (8.8) 
Bhutan 4 (0.4) 0 (0) 4 (0.5) 
India 373 

(35.7) 
136 
(45.5) 

237 (31.7) 

Nepal 147 
(14.1) 

50 (16.7) 97 (13) 

Pakistan 377 (36) 81 (27.1) 296 (39.6) 
Sri Lanka 39 (3.7) 9 (3) 30 (4) 
Highest Level of Education 3.471 0.482 
Less than high 

school 
18 (1.7) 8 (2.7) 10 (1.3)   

High school or 
equivalent 

42 (4) 15 (5) 27 (3.6) 

Some college 
education 

62 (5.9) 18 (6) 44 (5.9) 

Undergraduate 
degree 

289 
(27.6) 

81 (27.1) 208 (27.8) 

Graduate degree 635 
(60.7) 

177 
(59.2) 

458 (61.3) 

Job Occupation 16.266 0.006* 
Private Sector 378 

(36.1) 
90 (30.1) 288 (38.6)   

Public Sector 158 
(15.1) 

60 (20.1) 98 (13.1) 

Retired 7 (0.7) 2 (0.7) 5 (0.7) 
Self-employed 98 (9.4) 29 (9.7) 69 (9.2) 
Student 305 

(29.2) 
80 (26.8) 225 (30.1) 

Unemployed 100 (9.6) 38 (12.7) 62 (8.3) 
Monthly Income (USD)* 24.154 <0.001* 
<$199 465 

(44.5) 
104 
(34.8) 

361 (48.3)   

$200-499 271 
(25.9) 

102 
(34.1) 

169 (22.6) 

$500-999 163 
(15.6) 

57 (19.1) 106 (14.2) 

>$1000 147 
(14.1) 

36 (12) 111 (14.9) 

Healthcare worker status 6.620 0.01* 
No 534 

(51.1) 
134 
(44.8) 

400 (53.5)   

Yes 511 
(48.9) 

165 
(55.2) 

346 (46.3) 

*The income in the local currency was converted to USD using the standard 
conversion rates on August 12, 2021. 

Table 2 
Household characteristics and social measures.   

Total 
Sample 
N =
1046 

Tested 
COVID-19 
positive 
N = 299 

Tested 
COVID-19 
negative 
N = 747 

Chi 
Square 

P-value 

Type of Residence 11.478 0.075 
Apartment 

building 
229 
(21.9) 

83 (27.8) 146 (19.5)   

Assisted-living 
facility/ 
nursing 
facility 

5 (0.5) 1 (0.3) 5 (0.7) 

Dormitory 30 (2.9) 5 (1.7) 25 (3.3) 
Hostel 9 (0.9) 2 (0.6) 7 (0.9) 
Multi-family 

house/villa 
141 
(13.5) 

40 (13.4) 101 (13.5) 

One-family 
house/villa 

622 
(59.5) 

167 (55.9) 455 (60.9) 

Rented house 10 (0.9) 1 (0.3) 9 (1.2) 
Number of rooms (not including bathrooms, laundry 

rooms, hallways etc.) 
1.66 0.646 

1–3 
4–6 
7–9 
10+

394 
(37.7) 
502 
(48) 
102 
(9.7) 
48 (4.6) 

117 (39.1) 
135 (45.2) 
33 (11) 
14 (4.7) 

277 (37.1) 
367 (49.1) 
69 (9.2) 
34 (4.6)   

Number of people in the household (not including 
respondent) 

36.148 <0.001* 

0–3 
4–6 
7–9 
10+

430 
(41.1) 
475 
(45.4) 
92 (8.8) 
49 (4.7) 

163 (54.5) 
115 (38.5) 
12 (4) 
9 (3) 

267 (35.7) 
360 (48.2) 
80 (10.7) 
40 (5.4)   

Number of people in the household aged 18–65 years 10.727 0.013* 
0–3 502 

(48) 
163 (54.5) 339 (45.4)   

4–6 433 
(41.4) 

116 (38.8) 317 (42.4) 

7–9 73 (7) 12 (4) 61 (8.2) 
10+ 38 (3.6) 8 (2.7) 30 (4) 
Number of household members, not including 

respondent, working outside of home for at least 10 h 
per week 

25.594 <0.001* 

0–3 
4–6 
7–9 
10+

958 
(91.6) 
69 (6.6) 
9 (0.9) 
10 (0.9) 

268 (89.6) 
16 (5.4) 
8 (2.7) 
7 (2.3) 

690 (92.4) 
53 (7.1) 
1 (0.1) 
3 (0.4)   

Household members suspected to have COVID-19 55.075 <0.001* 
0–3 957 

(91.5) 
244 (81.6) 713 (95.5)   

4–6 70 (6.7) 46 (15.4) 24 (3.2) 
7–9 8 (0.8) 4 (1.3) 4 (0.5) 
10+ 11 (1) 5 (1.7) 6 (0.8) 
Household members tested positive for COVID-19 148.791 <0.001* 
I don’t know 28 (2.7) 4 (1.3) 24 (3.2)   
No 642 

(61.4) 
102 (34.1) 540 (72.3) 

Yes 376 
(35.9) 

193 (64.5) 183 (24.5) 

Household member tested positive in the last 14 days 5.796 0.122 
I don’t know 

No 
Not applicable 
Yes 

11 (1.1) 
934 
(89.3) 
73 (7) 
28 (2.7) 

3 (1) 
275 (92) 
12 (4) 
9 (3) 

8 (1.1) 
659 (88.2) 
61 (8.2) 
19 (2.5)   

Practicing physical distancing, meaning 6 feet distance, 
when the household member was suspected or 
confirmed to be sick 

64.35 <0.001* 

No 94 (9) 29 (9.7) 65 (8.7)   
Not applicable 364 

(34.8) 
49 (16.4) 315 (42.2) 

Yes 221 (73.9) 367 (49.1) 

(continued on next page) 
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588 (56.2%) respondents stated that they practiced physical distancing 
when the household member was suspected or confirmed to be sick, 
with 94 (9%) participants not practicing physical distancing (P <
0.001). Whole 466 (44.6%) respondents stated that they did not receive 
guests in the last 2 weeks, 265 (25.3%) participants stated that they 
received 2–4 guests per week in the past 2 weeks (P = 0.048) (Table 2). 

The workplace trends and PPE use trends are listed in Table 3. Of all, 
843 (80.6%) individuals had a personal vehicle (P < 0.001). In the last 2 
weeks, 408 (39%) and 317 (30.3%) respondents left their home 5 or 
more times and 1–2 times per week respectively (P = 0.041). While 746 
(71.3%) respondents used a personal vehicle for commuting, 104 (10%) 
individuals used a cab/auto ricksha, followed by 65 (6.2) participants 
who preferred walking (P = 0.021). Many of the respondents stated that 
they always wore personal protective equipment when leaving the 
house in the last two weeks (n = 875, 83.7%), whereas 113 (10.8%) 
wore PPE often. On inquiring whether the job requires close contact 
with the public or co-workers, 537 (51.3%) said yes, whereas 305 
(29.2%) selected no (P = 0.013). Out of all, 347 (33.2%) respondents 
stated that their customers/co-workers wear face masks, whereas, 294 
(28.1%) selected often. On noting PPE provision, 261 (25%) stated that 
their employer/boss always provided personal protective equipment, 
whereas, 176 (16.8%) stated almost every time, followed by 120 (11.5) 
stated occasionally or sometimes (Table 3). 

The satisfaction and attitudes among respondents concerning public 
health measures and vaccination status are listed in Table 4. In total 492 
(47%) respondents were extremely concerned that the standard oper
ating protocols were not being implemented properly, whereas 342 
(32.7%) were moderately concerned. A huge proportion of respondents 
(n = 493, 47.1%) stated that they were following SOPs strictly, with 389 
(37.2%) expressing that they were probably following SOPs strictly. On 
inquiring about the rise of COVID-19 was causing burnout among the 
public regarding SOP implementation, 547 (52.3%) agreed, and 353 
(33.7%) strongly agreed. On the other hand, when respondents were 
asked their thoughts about adequate measures being taken by public 
health authorities to maintain SOPs across their respective countries, 
295 (28.2%) stated probably, 247 (23.6%) said possibly, and 200 
(19.1%) selected probably not. In total, 238 (22.8%) had not acquired 
any vaccine dose so far, whereas, 217 (20.7%) had only one dose, and 
591 (56.5%) had obtained both doses of the COVID-19 vaccine (P <
0.001) (Table 4). The analysis of variance (ANOVA) based on the 
Kruskal-Wallis test found that the differences between thoughts towards 
public health authorities implementing SOPs implementation and HCW 
status were statistically significant (P = 0.002). The Cronbach’s alpha 
coefficient for the household characteristics scale was 0.659, and 0.743 
for the satisfaction and attitude scale. 

A summary of the factors used as the predictors and associators, AUC 
with 95% CI and P values is enlisted in Table 5. 

The ROC curve analysis for revealed significance for the following 
factors as predictors for positive COVID-19 infection across all 

Table 2 (continued )  

Total 
Sample 
N =
1046 

Tested 
COVID-19 
positive 
N = 299 

Tested 
COVID-19 
negative 
N = 747 

Chi 
Square 

P-value 

588 
(56.2) 

Guests the household received per week in the last 2 
weeks 

7.894 0.048* 

1 per week 234 
(22.4) 

66 (22.1) 168 (22.5)   

2-4 per week 265 
(25.3) 

60 (20.1) 205 (27.4) 

5 or more per 
week 

81 (7.7) 29 (9.7) 52 (7) 

None 466 
(44.6) 

144 (48.2) 322 (43.1)  

Table 3 
Workplace trends and PPE use.   

Total 
Sample 
N =
1046 

Tested 
COVID-19 
positive 
N = 299 

Tested 
COVID-19 
negative 
N = 747 

Chi 
Square 

P- 
value 

Do you have a personal vehicle (bike, care, van etc.)? 12.01 0.001* 
No 203 

(19.4) 
38 (12.7) 165 (22.1)   

Yes 843 
(80.6) 

261 (87.3) 582 (77.9) 

In the last 2 weeks, how many times did you leave home 
per week (e.g., work, social gatherings, errands etc.)? 

7.678 0.041* 

1-2 times per 
week 

317 
(30.3) 

73 (24.4) 244 (32.7)   

3-4 times per 
week 

203 
(19.4) 

62 (20.7) 141 (18.9) 

5 or more times 
per week 

408 (39) 131 (43.8) 277 (37.1) 

None 118 
(11.3) 

33 (11) 85 (11.4) 

In the last 2 weeks, how did you commute when leaving 
the house? 

14.951 0.021* 

Bicycle 22 (2.1) 6 (2) 16 (2.1)   
Bus 48 (4.6) 7 (2.3) 41 (5.5) 
Cab/Auto 

Ricksha 
104 (10) 19 (6.4) 85 (11.4) 

Carpool 20 (1.9) 5 (1.7) 15 (2) 
Personal vehicle 746 

(71.3) 
235 (78.6) 511 (68.4) 

Walking 65 (6.2) 15 (5) 50 (6.7) 
Not Applicable 41 (3.9) 12 (4) 29 (3.9) 
How frequently have you worn personal protective 

equipment (e.g., face mask) when leaving the house in 
the last 2 weeks? 

2.3 0.681 

Always 875 
(83.7) 

255 (85.3) 620 (83)   

Never 14 (1.3) 5 (1.7) 9 (1.2) 
Often 113 

(10.8) 
29 (9.7) 84 (11.2) 

Rarely 17 (1.6) 5 (1.7) 12 (1.6) 
Sometimes 27 (2.6) 5 (1.7) 22 (2.9) 
Does your job require close contact with the public or co- 

workers? 
8.683 0.013* 

No 305 
(29.2) 

75 (25.1) 230 (30.8)   

Not applicable 204 
(19.5) 

49 (16.4) 155 (20.7) 

Yes 537 
(51.3) 

175 (58.5) 362 (48.5) 

How often do these customers/co-workers wear face 
masks? 

5.782 0.328 

Always 347 
(33.2) 

101 (33.8) 246 (32.9)   

Never 3 (0.3) 1 (0.3) 2 (0.3) 
Not applicable 227 

(21.7) 
65 (21.7) 162 (21.7) 

Often 294 
(28.1) 

94 (31.4) 200 (26.8) 

Rarely 42 (4) 9 (3 33 (4.4) 
Sometimes 133 

(12.7) 
29 (9.7) 104 (13.9) 

How frequently does your employer/boss provide 
personal protective equipment (e.g., face masks)? 

9.167 0.103 

Almost every 
time 

176 
(16.8) 

51 (17.1) 125 (16.7)   

Almost never 60 (5.7) 23 (7.7) 37 (5) 
Every time 261 (25) 81 (27.1) 180 (24.1) 
Never 120 

(11.5) 
24 (8) 96 (12.9) 

Not applicable 309 
(29.5) 

91 (30.4) 218 (29.2) 

Occasionally/ 
sometimes 

120 
(11.5) 

29 (9.7) 91 (12.2)  
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respondents (N = 1046) (Fig. 1). They include country of origin (AUC =
0.447, 95% CI = 0.41–0.485, P = 0.008), income group (AUC = 0.547, 
95% CI = 0.51–0.585, P = 0.018), healthcare worker status (AUC =
0.545, 95% CI = 0.507–0.585, P = 0.022), number of people in the 
house (AUC = 0.395, 95% CI = 0.358–0.433, P < 0.001), number of 
people aged 18–65 (AUC = 0.447, 95% CI = 0.409–0.486, P = 0.008), 
suspected COVID-19 patient at home (AUC = 0.569, 95% CI =
0.529–0.609, P < 0.001), household member tested positive (AUC =
0.701, 95% CI = 0.664–0.737, P < 0.001), practicing physical 
distancing when a household member is suspected or confirmed COVID- 
19 positive (AUC = 0.611, 95% CI = 0.572–0.649, P < 0.001), owning a 
personal vehicle (AUC = 0.548, 95% CI = 0.51–0.585, P = 0.017), and 
requiring close contacts during job (AUC = 0.549, 95% CI = 0.51–0.587, 
P = 0.014) (Fig. 1). 

The ROC curve analysis for revealed significance for the following 
factors as predictors for positive vaccination status across all 

respondents (N = 1046) (Fig. 2). These include gender (AUC = 0.589, 
95% CI = 0.548–0.629, P < 0.001), highest educational level (AUC =
0.446, 95% CI = 0.404–0.488, P = 0.012), job (AUC = 0.631, 95% CI =
0.59–0.672, P < 0.001), income (AUC = 0.648, 95% CI = 0.611–0.685, 
P < 0.001), healthcare worker status (AUC = 0.593, 95% CI =
0.552–0.633, P < 0.001), number of people working outside the house 
for 10 or more hours (AUC = 0.412, 95% CI = 0.377–0.465, P < 0.001), 
household members tested positive for COVID-19 (AUC = 0.558, 95% 
CI = 0.517–0.599, P = 0.007), owning a personal vehicle (AUC = 0.578, 
95% CI = 0.544–0.631, P < 0.001), job requires close contact with co- 
workers (AUC = 0.623, 95% CI = 0.582–0.664, P < 0.001), co- 
workers wearing face masks (AUC = 0.55, 95% CI = 0.506–0.593, P 
= 0.02) (Fig. 2). 

An additional risk estimate was yielded for positive vaccination 
status with the female gender presenting higher odds of acquiring one or 
two doses of the vaccine (OR = 2.12, 95% CI = 1.553–2.894). Finally, 

Table 4 
Satisfaction and attitudes concerning public health measures and vaccination 
status.   

Total 
Sample 
N =
1046 

Tested 
COVID-19 
positive 
N = 299 

Tested 
COVID-19 
negative 
N = 747 

Chi 
Square 

P-value 

How concerned are you that Standard operating 
procedures (SOPs) are not being implemented 
properly? 

3.801 0.434 

Extremely 
concerned 

492 (47) 144 (48.2) 348 (46.6)   

Moderately 
concerned 

342 
(32.7) 

104 (34.8) 238 (31.9) 

Not at all 
concerned 

34 (3.3) 6 (2) 28 (3.7) 

Slightly 
concerned 

44 (4.2) 10 (3.3) 34 (4.6) 

Somewhat 
concerned 

134 
(12.8) 

35 (11.7) 99 (13.3) 

Do you think you are following SOPs strictly? 7.116 0.130 
Definitely 493 

(47.1) 
143 (47.8) 350 (46.9)   

Definitely Not 16 (1.5) 3 (1) 13 (1.7) 
Possibly 111 

(10.6) 
27 (9) 84 (11.2) 

Probably 389 
(37.2) 

121 (40.5) 268 (35.9) 

Probably Not 37 (3.5) 5 (1.7) 32 (4.3) 
Do you feel the rise of COVID-19 has led to burnout 

among the public regarding SOP implementation? 
5.657 0.096 

Agree 547 
(52.3) 

162 (54.2) 385 (51.5)   

Disagree 25 (2.4) 10 (3.3) 15 (2) 
Strongly Agree 353 

(33.7) 
102 (34.1) 251 (33.6) 

Strongly 
Disagree 

4 (0.4) 1 (0.3) 3 (0.4) 

Undecided 117 
(11.2) 

24 (8) 93 (12.4) 

Do you think that adequate measures are being taken by 
public health authorities to maintain SOPs? 

4.71 0.318 

Definitely 219 (21) 52 (17.4) 167 (22.4)   
Definitely Not 85 (8.1) 25 (8.4) 60 (8) 
Possibly 247 

(23.6) 
77 (25.8) 170 (22.8) 

Probably 295 
(28.2) 

92 (30.8) 203 (27.2) 

Probably Not 200 
(19.1) 

53 (17.7) 147 (19.7) 

Vaccination Status 15.472 <0.001* 
No 238 

(22.8) 
54 (18.1) 184 (24.6)   

Yes, both 
doses 

591 
(56.5) 

161 (53.8) 430 (57.6) 

Yes, only one 
dose so far 

217 
(20.7) 

84 (28.1) 133 (17.8)  

Table 5 
Summary trends of ROC curve analysis.  

Associated Factors AUC 95% CI P value 

Predictors of positive COVID-19 infection status 
Country of origin 0.447 0.41–0.485 0.008 
Income group 0.547 0.51–0.585 0.018 
Healthcare worker status 0.545 0.507–0.585 0.022 
Number of people in the house 0.395 0.358–0.433 <0.001 
Number of people aged 18-65 0.447 0.409–0.486 0.008 
Suspected COVID-19 patient at home 0.569 0.529–0.609 <0.001 
Household member tested positive 0.701 0.664–0.737 <0.001 
Practicing physical distancing when a 

household member is suspected or confirmed 
COVID-19 positive 

0.611 0.572–0.649 <0.001 

Owning a personal vehicle 0.548 0.51–0.585 0.017 
Requiring close contacts during job 0.549 0.51–0.587 0.014 
Predictors of positive vaccination status 
Gender 0.589 0.548–0.629 <0.001 
Highest educational level 0.446 0.404–0.488 0.012 
Income 0.648 0.611–0.685 <0.001 
Healthcare worker status 0.593 0.552–0.633 <0.001 
Number of people working outside the house 

for 10 or more hours 
0.412 0.377–0.465 <0.001 

Household members tested positive for COVID- 
19 

0.558 0.517–0.599 0.007 

Owning a personal vehicle 0.578 0.544–0.631 <0.001 
Job requires close contact with co-workers 0.623 0.582–0.664 <0.001 
Co-workers wear face masks 0.55 0.506–0.593 0.02  

Fig. 1. The ROC curve schematic representation for positive COVID- 
19 infection. 
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the healthcare workers were more likely to acquire the vaccine as 
compared to general population members in the entire sample (OR =
1.82, 95% CI = 1.435–2.31). 

4. Discussion 

We aimed to elucidate various social contributors of the subsequent 
waves of COVID-19 in South Asian countries with high burden of dis
ease. We also made an effort to correlate the social activities with a 
history of COVID-19 infection to ascertain their predictive value. 

To our understanding, this is the first survey-based questionnaire 
study addressing the social contributors to COVID-19 infections in South 
Asia. We find that certain countries (P = 0.008) and people belonging to 
differing income groups (P = 0.018) may be more prone to COVID-19 
infection. Moreover, being a healthcare worker may lead to an over
representation of protective social actions. However, our results are in 
half represented by general population leading to a wholesome picture 
of the included participants. Moreover, various workplace trends such as 
requiring close contact (P = 0.014), owning personal vehicles (P =
0.017), and practicing physical distancing when a household member is 
suspected or confirmed COVID-19 positive (P < 0.001) are characteristic 
social contributors to the rising COVID-19 cases. 

Overall, our findings are relevant, in light of the detection of the 
Delta variant in India in April 2021. The SARS-CoV-2 Delta variant, also 
known as B.1.617.2, was identified in December 2020 and surged in 
South Asia in March 2021, due to a higher transmission risk and the 
evasive nature [19]. The Delta variant is about 60% higher transmission 
than the Alpha variant (B.1.1.7), which is significantly higher than that 
found in Wuhan, China in December 2019 [20]. The cultural, political, 
and religious gatherings in South Asian countries with a high burden of 
COVID-19 have emerged as a major challenge for the region [21]. The 
detection of the SARS-CoV-2 Delta variant, lack of adherence to social 
distancing measures, sub-optimal rates of vaccination, and a large 
number of public events have resulted in a “perfect storm” for South 
Asia’s burden of COVID-19. 

Herd immunity is the goal of mass vaccination programs globally. 
However, herd or “collective” immunity and its spread is also associated 
with varying levels of social activity [22]. Importantly, the social ac
tivities across communities has changed throughout various periods of 
the COVID-19 pandemic [23]. The subsequent waves witnessed across 
South Asia are the result of ongoing changes in the level of social 

behaviors and activity of the people. In the first wave of the COVID-19 
pandemic, majority of the countries in South Asia had implemented a 
nation-wide lockdown with stay-at-home orders and mask mandates 
[24]. However, as the lockdown measures eased down following a 
reduction in the daily incidence of COVID-19 cases, there were subse
quent waves across South Asian countries. There has been great atten
tion paid to herd immunity and its potential to end local transmission of 
COVID-19 [25]. However, there was a lack of consideration of curbing 
social activities of the local community dependent upon lockdowns or 
other mitigation strategies [26]. The easing of public health restrictions 
and the spread of novel variants have fueled the various waves of the 
COVID-19 pandemic in South Asia, particularly countries including 
India, Nepal, Bangladesh, and India [5]. With the public health sur
veillance data, it is essential to make the necessary shifts in social pol
icies to mitigate new variants from spreading and for leaders to 
implement immediate actions. 

It is necessary to take into consideration the increased trans
missibility of COVID-19 infection following the detection of different 
variants alongside increased social activity following the ease of lock
down measures in South Asia [27]. Based on the area under curve 
analysis, and the levels of significance, we determined that the most 
important predictors for positive vaccination status comprised of the 
following: 1) gender, 2) job role, 3) income, 4) healthcare worker status, 
5) household member tested positive for COVID-19 anytime in the past, 
6) personal vehicle ownership, 7) job requiring close contacts with 
co-workers and 8) co-worker face masking habits. These seven factors 
out of the 30 tested determined excellent results as predictors for posi
tive vaccination status in South Asia, which accounts for the presence of 
vaccine acceptance among some groups more so than the others [24,25]. 
Therefore, a practical approach to overcome the current and upcoming 
COVID-19 waves is to act practically and eliminate misinformation in 
real-time, promote continued usage of PPE, encourage vaccination, and 
avoid large religious and social gatherings until true herd immunity is 
achieved from vaccination campaigns in South Asia [28–31]. 

While our study findings help to understand the social contributors 
to the rise of COVID-19 infections in South Asia, there are certain lim
itations. At first, the survey was distributed among popular social media 
platforms including WhatsApp, Instagram, and Facebook, hence the 
respondents may have belonged to a younger and higher education 
group. This may have led to overestimation of certain social trends. 
Second, the data generated with this study are specific to the South 
Asian population; while the findings may be applicable to other devel
oping countries across the world, it is essential to further test the con
tributors across those population. Third, we were unable to distribute 
paper surveys suggesting that there may be an underrepresentation of 
individuals who belong to the lower socio-economic and education 
class. Notably, around half of the respondents were healthcare workers, 
which could influence the attitudes and perceptions towards the con
tributors of COVID-19. Finally, we did not address vaccine hesitancy as a 
direct outcome of the study’s objectives among the participants as it was 
deemed out of scope. 

5. Conclusion 

Our study finds that gender differences, educational levels, work
place requirements, income groups, healthcare worker status, household 
traits, and commuting habits have contributed to positive vaccination 
status and COVID-19 infection in the South Asian region. Public health 
experts and strategists ought to focus their control strategies on politi
cal/religious/social gatherings, reopening of offices, noncompliance of 
PPE and social distancing, and finally crowded transportation to limit 
reemergence of COVID-19 waves in countries with the highest burden in 
South Asia. 

Fig. 2. The ROC curve schematic representation for positive vaccination status.  

Z. Sarfraz et al.                                                                                                                                                                                                                                 



Annals of Medicine and Surgery 80 (2022) 104212

7

Ethical approval 

An exempt status was predetermined due to the non-identifiable 
nature of this survey. The protocol was registered with Research 
Registry. 

Sources of funding 

No funding was obtained to conduct this research. 

Author contribution 

All authors contributed equally. ICO was the supervisor of the study. 
All authors have reviewed and approved the final manuscript. 

Registration of research studies 

Name of the registry: Research Registry. 
Unique Identifying number or registration ID: researchregistry7877. 
Hyperlink to your specific registration (must be publicly accessible 

and will be checked): https://www.researchregistry.com/browse-th 
e-registry#home/registrationdetails/6274011b85094b001e5f74bf/ 

Guarantor 

Ivan Cherrez-Ojeda, Zouina Sarfraz. 

Consent 

Individuals consented to partaking in this study. All of them were 
volunteers and did not reveal any identifying information when 
partaking in the survey. All responses were anonymous to the re
searchers. The survey was conducted in accordance with the Declaration 
of Helsinki. 

Funding 

The authors do not have any financial sources to disclose. 

Authorship contributions 

All authors contributed equally. ICO was the supervisor of the study. 
All authors have reviewed and approved the final manuscript. 

Provenance and peer review 

Not commissioned, externally peer-reviewed. 

Declaration of competing interest 

All authors declare no conflict of interest. 

Acknowledgements 

We would like to acknowledge the following for their contributions 
in acquiring data: Abeer Sarwar, MBBS; Aishwarya D Shah; Anjan 
Kumar Basnet MBBS; Bijay Shrestha MBBS; Deepak Verma MBBS; Faa
teh Ahmad Rauf; Hafiza Huda Akhtar MBBS; Madeeha Subhan Waleed; 
Manaal Mustansir; Manish KC, MBBS; Manosri Mandadi, MBBS; Md. 
Tawseef Akram Hussain, MBBS; Mounika Reddy Vadiyala MBBS; 
Muhammad Usman, Postdoctoral fellow, Aga Khan University, Pakistan; 
Prakriti Singh Shrestha MD; Purushottam Neupane; Sidra Waseem Khan 
MBBS, MPH; Suganya karikalan MBBS; Sujan Poudel MD; Swathi 
Muddasani, MBBS, MPH; Syed Ali Abbas Naqvi MBBS; Taleah Khan; 
Yohan Samuel Mathews MD. 

Appendix A. Supplementary data 

Supplementary data to this article can be found online at https://doi. 
org/10.1016/j.amsu.2022.104212. 

References 

[1] T. Acter, N. Uddin, J. Das, A. Akhter, T.R. Choudhury, S. Kim, Evolution of severe 
acute respiratory syndrome coronavirus 2 (SARS-CoV-2) as coronavirus disease 
2019 (COVID-19) pandemic: a global health emergency, Sci. Total Environ. 730 
(2020), 138996, https://doi.org/10.1016/j.scitotenv.2020.138996. 

[2] M.A. Andrews, B. Areekal, K.R. Rajesh, J. Krishnan, R. Suryakala, B. Krishnan, et 
al., First confirmed case of COVID-19 infection in India: a case report, Indian J. 
Med. Res. 151 (2020) 490. 

[3] H.M. Salman, J. Syed, A. Riaz, Z. Sarfraz, A. Sarfraz, S.H.A.A. Bokhari, et al., An 
epidemiological, strategic and response analysis of the COVID-19 pandemic in 
South Asia: a population-based observational study, BMC Publ. Health 22 (2022) 
1–9. 

[4] Barai MK. COVID 19 in South Asia and the Way Forward: an Introduction 2021. 
[5] S.B. Welch, D.A. Kulasekere, P.V.V. Prasad, C.B. Moss, R.L. Murphy, C. 

J. Achenbach, et al., The interplay between policy and COVID-19 outbreaks in 
South Asia: longitudinal trend analysis of surveillance data, JMIR Public Heal 
Surveill 7 (2021), e24251. 

[6] A.A. Moona, S. Daria, M. Asaduzzaman, M.R. Islam, Bangladesh reported delta 
variant of coronavirus among its citizen: actionable items to tackle the potential 
massive third wave, Infect Prev Pract (2021). 

[7] K.H. Gohel, P.B. Patel, P.M. Shah, J.R. Patel, N. Pandit, A. Raut, Knowledge and 
perceptions about COVID-19 among the medical and allied health science students 
in India: an online cross-sectional survey, Clin Epidemiol Glob Heal 9 (2021) 
104–109. 

[8] Z.F.R. Ladiwala, R.A. Dhillon, I. Zahid, O. Irfan, M.S. Khan, S. Awan, et al., 
Knowledge, attitude and perception of Pakistanis towards COVID-19; a large cross- 
sectional survey, BMC Publ. Health 21 (2021) 21, https://doi.org/10.1186/ 
s12889-020-10083-y. 

[9] Y. Xiao, M.E. Torok, Taking the right measures to control COVID-19, Lancet Infect. 
Dis. 20 (2020) 523–524, https://doi.org/10.1016/S1473-3099(20)30152-3. 

[10] M. Halim, A. Halim, Y. Tjhin, COVID-19 vaccination efficacy and safety literature 
review, J. Clin. Med. Res. 3 (2021) 1–10. 

[11] I. Ullah, K.S. Khan, M.J. Tahir, A. Ahmed, H. Harapan, Myths and conspiracy 
theories on vaccines and COVID-19: potential effect on global vaccine refusals, 
Vacunas 22 (2021) 93–97. 

[12] T.A. Hrynick, S.R. Lorenzo, S.E. Carter, COVID-19 response: mitigating negative 
impacts on other areas of health, BMJ Glob Heal 6 (2021), e004110. 

[13] M. Douglas, S.V. Katikireddi, M. Taulbut, M. McKee, G. McCartney, Mitigating the 
wider health effects of covid-19 pandemic response, BMJ 369 (2020), https://doi. 
org/10.1136/bmj.m1557 m1557–m1557. 

[14] A. Sarfraz, Z. Sarfraz, M. Ashraf, H. Ashraf, Sustained ethical analysis of global 
dilemmas and country-level decision making during and post the COVID-19 
pandemic: a systematic review, Pakistan J. Med. Sci. 38 (2022) 1056. 

[15] G. Mathew, R. Agha, J. Albrecht, P. Goel, I. Mukherjee, P. Pai, et al., Strocss 2021: 
strengthening the reporting of cohort, cross-sectional and case-control studies in 
surgery, Int J Surg Open 37 (2021), 100430. 

[16] Social contributors for the rise of COVID-19 infections in South Asia: a large cross- 
sectional survey, n.d, https://www.researchregistry.com/browse-the-registry#h 
ome/registrationdetails/6274011b85094b001e5f74bf/. (Accessed 13 May 2022). 

[17] E. Accorsi, Social risk factors for COVID-19 exposure survey. https://doi.org/10 
.17605/OSF.IO/A9XPD, 2020. 

[18] D.A. B S Kulasekere, P.V.V. Prasad, C.B. Moss, R.L. Murphy, C.J. Achenbach, et al., 
The interplay between policy and COVID-19 outbreaks in South Asia: longitudinal 
trend analysis of surveillance data, JMIR Public Heal Surveill 7 (6) (2021), E24251, 
https://doi.org/10.2196/24251. https://PublichealthJmirOrg/2021/6/E24251 
2021;7:e24251. 

[19] J. Singh, S.A. Rahman, N.Z. Ehtesham, S. Hira, S.E. Hasnain, SARS-CoV-2 variants 
of concern are emerging in India, Nat. Med. (2021) 1–3. 

[20] D. Planas, D. Veyer, A. Baidaliuk, I. Staropoli, F. Guivel-Benhassine, M.M. Rajah, et 
al., Reduced sensitivity of SARS-CoV-2 variant Delta to antibody neutralization, 
Nature 596 (2021) 276–280, https://doi.org/10.1038/s41586-021-03777-9. 

[21] Z.A. Bhutta, S. Siddiqi, A. Hafeez, M. Islam, S. Nundy, F. Qadri, et al., Beyond the 
numbers: understanding the diversity of covid-19 epidemiology and response in 
South Asia, BMJ (2021) 373. 

[22] R. Prieto Curiel, H. González Ramírez, Vaccination strategies against COVID-19 
and the diffusion of anti-vaccination views, Sci. Rep. 11 (2021) 6626, https://doi. 
org/10.1038/s41598-021-85555-1. 

[23] JJ Van Bavel, K. Baicker, P.S. Boggio, V. Capraro, A. Cichocka, M. Cikara, et al., 
Using social and behavioural science to support COVID-19 pandemic response, Nat. 
Human Behav. 4 (2020) 460–471, https://doi.org/10.1038/s41562-020-0884-z. 

[24] UNICEF. Direct and Indirect Effects of the COVID-19 Pandemic and Response in 
South Asia 2021. 

[25] B. Schaeffer, B. Taylor, M. Bushman, W.P. Hanage, The devil in the details: herd 
immunity and pandemic response, Cell Host Microbe 29 (2021) 1048–1051. 

[26] M. Baniasad, M.G. Mofrad, B. Bahmanabadi, S. Jamshidi, COVID-19 in Asia: 
transmission factors, re-opening policies, and vaccination simulation, Environ. Res. 
202 (2021), 111657. 

Z. Sarfraz et al.                                                                                                                                                                                                                                 

https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6274011b85094b001e5f74bf/
https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6274011b85094b001e5f74bf/
https://doi.org/10.1016/j.amsu.2022.104212
https://doi.org/10.1016/j.amsu.2022.104212
https://doi.org/10.1016/j.scitotenv.2020.138996
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref2
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref2
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref2
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref3
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref3
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref3
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref3
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref5
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref5
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref5
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref5
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref6
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref6
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref6
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref7
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref7
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref7
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref7
https://doi.org/10.1186/s12889-020-10083-y
https://doi.org/10.1186/s12889-020-10083-y
https://doi.org/10.1016/S1473-3099(20)30152-3
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref10
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref10
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref11
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref11
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref11
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref12
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref12
https://doi.org/10.1136/bmj.m1557
https://doi.org/10.1136/bmj.m1557
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref14
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref14
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref14
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref15
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref15
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref15
https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6274011b85094b001e5f74bf/
https://www.researchregistry.com/browse-the-registry#home/registrationdetails/6274011b85094b001e5f74bf/
https://doi.org/10.17605/OSF.IO/A9XPD
https://doi.org/10.17605/OSF.IO/A9XPD
https://doi.org/10.2196/24251
https://PublichealthJmirOrg/2021/6/E242512021;7:e24251
https://PublichealthJmirOrg/2021/6/E242512021;7:e24251
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref19
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref19
https://doi.org/10.1038/s41586-021-03777-9
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref21
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref21
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref21
https://doi.org/10.1038/s41598-021-85555-1
https://doi.org/10.1038/s41598-021-85555-1
https://doi.org/10.1038/s41562-020-0884-z
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref25
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref25
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref26
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref26
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref26


Annals of Medicine and Surgery 80 (2022) 104212

8

[27] R. Rasheed, A. Rizwan, H. Javed, F. Sharif, A. Zaidi, Socio-economic and 
environmental impacts of COVID-19 pandemic in Pakistan—an integrated analysis, 
Environ. Sci. Pollut. Res. 28 (2021) 19926–19943. 

[28] M.A. Qamar, O. Irfan, R.A. Dhillon, A. Bhatti, M.I. Sajid, S. Awan, et al., 
Acceptance of COVID-19 vaccine in Pakistan: a nationwide cross-sectional study, 
Cureus 13 (2021), https://doi.org/10.7759/CUREUS.16603. 

[29] H. Harapan, A.L. Wagner, A. Yufika, W. Winardi, S. Anwar, A.K. Gan, et al., 
Acceptance of a COVID-19 vaccine in southeast Asia: a cross-sectional study in 

Indonesia, Front. Public Health 8 (2020) 381, https://doi.org/10.3389/ 
FPUBH.2020.00381. 

[30] M.S. Islam, A.-H.M. Kamal, A. Kabir, D.L. Southern, S.H. Khan, S.M.M. Hasan, et 
al., COVID-19 vaccine rumors and conspiracy theories: the need for cognitive 
inoculation against misinformation to improve vaccine adherence, PLoS One 16 
(2021), e0251605. 

[31] N. Perra, Non-pharmaceutical interventions during the COVID-19 pandemic: a 
review, Phys. Rep. (2021). 

Z. Sarfraz et al.                                                                                                                                                                                                                                 

http://refhub.elsevier.com/S2049-0801(22)00972-4/sref27
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref27
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref27
https://doi.org/10.7759/CUREUS.16603
https://doi.org/10.3389/FPUBH.2020.00381
https://doi.org/10.3389/FPUBH.2020.00381
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref30
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref30
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref30
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref30
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref31
http://refhub.elsevier.com/S2049-0801(22)00972-4/sref31

	Social contributors for the rise of COVID-19 infections in South Asia: A large cross-sectional survey
	Recommended Citation
	Authors

	Social contributors for the rise of COVID-19 infections in South Asia: A large cross-sectional survey
	1 Introduction
	2 Methods
	3 Results
	4 Discussion
	5 Conclusion
	Ethical approval
	Sources of funding
	Author contribution
	Registration of research studies
	Guarantor
	Consent
	Funding
	Authorship contributions
	Provenance and peer review
	Declaration of competing interest
	Acknowledgements
	Appendix A Supplementary data
	References


