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Abstract

:

It is well known that uncertainty and various measures implemented by the government, such as lockdown, social distancing, and travel restrictions during the COVID-19 pandemic, severely impacted low-income households in Bangladesh. This situation forced them to put forward various mechanisms to cope with the devastating situation caused by the pandemic. This paper focuses on the impact of the COVID-19 epidemic on the quality of life (QoL) of low-income households, their survival coping mechanisms, and the impact of the coping mechanisms on their QoL. From 1 October 2021 to 30 December 2021, primary data from 1279 households were collected through online and offline surveys from different divisions of Bangladesh, and were used to analyze the income-generation, transfer, and cost-minimization practices adopted by the households during the pandemic. The Statistical Package for Social Science (SPSS) version 25 was utilized for data analysis. We employed multivariate and regression statistical techniques to achieve the study objectives. The investigation found that QoL declined significantly due to the COVID-19 crisis. The findings also confirmed that coping mechanisms adopted by households varied according to demographic characteristics, and the QoL deteriorated significantly more in those households that adopted more coping mechanisms relative to others, regardless of socio-demographic features. The findings emphasize the importance of recording grounded survey data to track and gather information on the QoL of low-income households during the pandemic, and of constructing evidence-based policy responses. Furthermore, the study contributes to enriching the existing literature on the impact of the corona pandemic, and can serve as a source for potential studies. This study contributes to a clearer picture of the effects of COVID-19 trauma. This survey-based empirical study provides an understanding of the initial micro-level effects of COVID-19 in Bangladesh. This study gives a synopsis of the extent to which Bangladeshi households adopted mechanisms to deal with the COVID-19 crisis and the effects of the adoption of these mechanisms on quality of life.
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1. Introduction


Since December 2019, the globe has faced a comprehensive economic and health disaster due to the COVID-19 pandemic. Many economic sectors are suffering from the consequences of the economic crisis initiated by the COVID-19 pandemic, regardless of the country. The Organization for Economic Co-operation and Development (OECD) stated that the COVID-19 control actions reduced the economic activity of the world, which caused a 50–100% production loss in certain sectors [1]. This pandemic led to an economic crisis expected to increase poverty and wage inequality [2]. Lower-income households will be significantly affected by the COVID-19 pandemic, but the specific effects on these households are still unknown. Numerous studies have been conducted regarding the outbreak of COVID-19 throughout the world [3,4,5,6], but most of these studies are focused on the macroeconomic and medical aspects of the COVID-19 crisis. However, limited information is available on socioeconomic and living standard aspects of the COVID-19 pandemic at micro levels [7]. An in-depth evaluation of the impact of COVID-19 at the micro level could produce a significant amount of information to assess the future situation and tackle probable impacts.



The outbreak of COVID-19 has caused an unprecedented economic disaster in Bangladesh, similarly to other countries, with its population significantly vulnerable to income shocks. The pandemic crisis has also adversely affected the well-being of millions of households in Bangladesh. This pandemic has taken a brutal toll on the economy as well as mental health. Due to COVID-19, the average income of all small and medium enterprises (SMEs) and exports fell by 16.93% and 66%, respectively, in 2020 compared to 2019 [8]. According to the Financial Express (2020), about 28 million people have lost their jobs permanently [9]. Regardless of income levels, most people have fallen into an acute financial crisis due to job loss, which has led to the deterioration of their living standards and well-being [10]. At the same time, the drastic reduction in foreign remittance from $2171.03 million in 2020 to $1940.81 million in 2021 due to the pandemic crisis severely affected the standard of living of Bangladeshi households [11]. As a result, the quality of life of a higher number of people declined, with increasing loneliness (71%), depression (38%), anxiety (64%), and sleep disturbance (73%) [12]. A number of studies have denoted the extent of job loss and income decline [10,13]. According to the South Asian Network on Economic Modeling [10], 42% of their surveyed households were found to be below the poverty line. According to the consumer behavior theory, when the incomes of individuals fall, their consumption expenditure does not fall as much, which has been confirmed by the findings of the study conducted by [14] in the Bangladesh case during the pandemic. The wide gap between the income and expenditure behavior of households during the pandemic crisis indicates that there are other strategies, such as income-generation and migration, in addition to expenditure minimizing, that households adopted to cope with the severity of the pandemic crisis. Hence, it is important to focus on the impact of coping mechanisms adopted by households to protect themselves from the COVID-19 pandemic, particularly the impact of these coping mechanisms on the quality of life of low-income households. A deeper and clearer understanding of the potential variations in coping mechanisms across household characteristics and labor market classifications is required in order to construct evidence-based policy responses that can help build a solid and comprehensive social safety net to protect disadvantaged groups from future economic shocks. Therefore, the main objective of this study is to empirically examine the impact of the coping mechanisms adopted during the COVID-19 pandemic on the quality of life (QoL) of households in Bangladesh. To execute the key objective, this study uncovers the socio-economic circumstances of Bangladesh’s households experiencing the economic crisis initiated by the corona pandemic. The other objectives are to examine the extent to which the QoL of low-income households was affected by the pandemic, and discover the factors that transformed the QoL of households. Lastly, we recommend policies for a solid and comprehensive social safety net. The rest of the paper is planned as follows. The next section presents the research background in terms of the pandemic crisis and the coping mechanisms and quality of life of low-income households. This section also includes the proposed hypothesis of the study. This is followed by an outline of the study methodology, with some details of research settings, survey questionnaires, data collection techniques, and outcomes presented, including a comprehensive analysis of empirical data and key results. Vital findings are discussed next. Finally, the paper makes conclusions based on important results, and presents practical implications and research limitations.




2. Literature Review and Hypothesis Development


2.1. Economic Crisis and Quality of Life


An economic crisis is generally seen as a situation in which a country’s economy experiences a sudden downturn in overall output or real gross domestic product (GDP). According to Tambunan [15], the effects of an economic crisis are a decrease in real per capita income and an increase in unemployment and poverty. A wholly unprecedented series of emergency lockdowns, compulsory physical isolation, and a temporary course of action implemented by the government and local authorities to block the spread of COVID-19 put household income, employment, health, education, remittances, etc. at high risk [16,17]. The economic crisis was the root cause of several problems for human beings, such as physical and mental health problems [17,18,19]. For example, Somarriba et al. [20] stated that long-term high unemployment rates and youth unemployment were the main consequences of economic crisis, which certainly has had a severe impact on family and work life. Consequently, the COVID-19 pandemic resulted in a loss in the monthly income of households (including monthly salaries, income from businesses, pensions, leases, bonuses, financial assistance from relatives, etc. [21]. Increased anxiety and depression as well as reduced life satisfaction were found to be linked to economic changes [22]. The economic crisis also impacted household food insecurity [23]. Unpredictable economic changes impact the quality of life due to compromised mental, physical and social well-being [24].



During the pandemic, many people lost their jobs, which increased the unemployment rate, job insecurity, and loss of disposable income, and thus caused a deterioration in the quality of life. QoL is a concept that has been widely used in health care. Quality of life includes, the environment, education, social and religious beliefs economic, and health [25]. Quality of life can be measured by external factors such as the natural environment, political environment, economic environment, social environment, cultural nature, material well-being, social well-being, etc. [26,27,28]. Internal factors that could be used to measure the quality of life include the individual’s feelings and satisfaction with various aspects of physical well-being and personal development [25,29].



People experienced anxiety and stress about managing their finances during the pandemic crisis [30], and poorer households have been adversely affected by spending cuts on essential services [31]. Several types of research conducted during the preliminary phases of the pandemic or lockdown showed that loneliness, restriction of social interactions, and space limitations hurt the mental health and quality of life of children and adolescents [32,33]. It is an axiom that economic capacity plays an integral role in achieving social (sense of belonging, social activities, and affiliation with family or friendship network) and mental well-being (mental health, self-esteem, and life expectancy) [34,35]. QoL along with mental health has been negatively affected in Greece following the 2009 economic crisis, and is only expected to worsen [36]. Therefore, it is argued that any pandemic will induce an economic crisis, leading to a deterioration in the quality of life. As such, this study suggested that low household earners were negatively affected by economic crises during the pandemic period. Therefore, this study proposed the following hypothesis.



H1: 

The economic crisis caused by the COVID-19 pandemic has negatively affected the quality of life of low-income households in Bangladesh.






2.2. Copying Mechanisms and Quality of Life


During COVID-19, people used various coping mechanisms. Coping is defined as the thoughts and behaviors that enable one to maintain stable emotions, cognitive faculties, behaviors, and physiology during the exhausting time [37]; to manage internal and external burdensome circumstances [38], or to lessen the suffering associated with negative life experiences [39]. On the other hand, coping was also considered to be a technique an individual utilizes to manage stressors [40]; conscious or unconscious cognitive and behavioral strategies taken by an individual to regulate stress [41,42] (Monat and Lazarus, 1991; Ray et al., 1982), or mechanisms followed by households to survive during unanticipated livelihood failure [43]. Several types of coping strategies are selected by households based on their availability and accessibility. For example, poor households are found to survive shocks by diminishing or changing their expenditure pattern, which could be the most common way for them to survive. Additionally, large households lean towards labor supply by sending a household member to service or augment their own food production. Furthermore, more well-off households have the tendency to utilize their assets to cope with shocks in urban areas [44]. However, Khatri-Chhetri and Maharjan [45] discovered that coping mechanisms hugely influence households’ quality of life. The study discovered that poor socioeconomic status and finite resources directly influence the households of the lower classes and underclasses. Higher-educated households have a greater chance of benefiting from stable income sources, and thus are less likely to adopt coping strategies [46]. While multi-generational households do not keep their family members from downgrading their economic well-being. The people least affected during the crisis are the older ones living in one- and two-generation households. They are less likely to utilize these coping strategies, as they can take financial advantage of their pensions [21,47]. Chabowski et al. [47] identified that greater suffering, substandard quality of life, and deprivation are associated with coping based on avoidance strategies. They also noted that coping strategies are employed over the lifetime of an affected person. They depend on several indicators, such as age, sex, socioeconomic status, etc., and vary from individual to individual. Maladaptive coping strategies diminished QoL in the crisis period [48].



Mucci et al. [49] also revealed that the outbreak of COVID-19 had negative impacts on QoL in the general population. Islam and Mostafa [14] conducted a study on the coping strategies of low-income households, and noted that urban return migrants and casual workers have struggled the most in coping with the pandemic, although all income groups have been at risk during the pandemic. The study also released mixed results indicating how male and female respondents utilized coping strategies. Zhan [50] terms ‘QoL as the degree to which a person’s life experiences are satisfying’. QoL is a multifaceted concept that describes all attributes of a patient’s life and well-being. The extremity of the disorder as well as the quality of life may be associated with specific coping mechanisms [51]. Men and women do not have the same choices in terms of quality of life [52]. Lazarus [53] contended that there were no established gender differences in the coping system. While Matheson and Anisman [54] stated that males were most likely to make use of crisis-focused coping, whereas females were feeling-focused coping, since women are interdependent/communal, whereas men are independent/agentic. Rollero et al. [55] investigated that women’s QoL was prognostic with social support, while in contrast, men’s QoL was more predictive of income level. Quality of life stands on several contextual factors for men and women. The impact on QoL of gender is debatable; for instance, males are inclined to report greater QoL in the physical domain than females, because they experience higher mortality rates and worse life expectancy [56,57,58]. Women were more likely to take on income-generating strategies, and female-headed households did not indicate a greater reduction in income than their counterparts [8]. Mental health disorders, such as stress, distress, anxiety, etc., reduce the quality of life, and are associated with various socio-economic conditions, such as low level of education, low economic status, unemployment, and suffering, as well as with being female, single, and living alone [59,60,61,62,63].



Dasgupta and Robinson [64] discovered that households headed by women and/or relatively less educated were more affected by COVID-19. These households were more likely to experience food insecurity, as they experienced income loss, while highly educated households were less likely to experience food insecurity, suggesting that education is an essential indicator of QoL. Female-headed households with lower education and lower income level appeared to suffer more food insecurity during this global pandemic. Older parents (over 39 years) had a greater chance of eluding stressors such as unpredictability, COVID-19 affected information, and were more likely to utilize coping strategies such as communication with others, gardening, and other pastimes [65]. The economic crisis severely affected over 70% of the population aged between 40 and 59 years, and over two-thirds of the people with low incomes in Romania. However, people over 60 were less affected by the economic crisis [66]. Drawing on substantial evidence from the literature, we suggest that coping mechanisms are influenced by various socio-demographic factors that consequently contribute to the quality of life, and we propose the following hypothesis:



H2: 

Households with higher educated heads might be expected to be less likely to experience coping strategies to sustain their household’s quality of life during an epidemic.





H3: 

Older adult-headed households might be predicted to need fewer coping mechanisms to sustain their quality of life during outbreaks.





H4: 

Households with male heads might be expected to require fewer coping mechanisms to maintain their quality of life during outbreaks.





H5: 

Small size households might be predicted to necessitate fewer coping mechanisms to sustain their quality of life during outbreaks.





H6: 

Households with a higher number of employed persons might be expected to require fewer coping mechanisms to sustain their quality of life during outbreaks.





H7: 

No significant variation is expected among the households across the living region and areas in coping strategies to sustain their household’s quality of life during the pandemic.





H8: 

The higher the coping mechanisms the larger the decline of quality of life but no significant differences for demographic factors.







3. Method


The systematic approach suggested by Flynn et al. [67] for empirical research was applied in this research. The research gap was articulated through a substantial literature review, and then a survey was performed to examine the objectives.



3.1. Questionnaire Design and Data Collection Process


Through a comprehensive literature review, observation instruments were established, pre-tested, and authenticated by a focus group comprising eight persons. The group consisted of one academic specialist from King Abdulaziz University, Jeddah, another academic from Patuakhali Science and Technology University, Patuakhali, Bangladesh, and eight heads of households from eight divisions. The survey was conducted from October 2021 to December 2021. The participants were communicated with via phone and with a cover letter by email simultaneously in order to obtain their consent to participate before the distribution of the study survey. The survey was distributed online as well as offline to 2000 participants by the two expert research assistants, and 1432 responses were gathered after we followed up twice. The respondent was the head of the household. However, based on the usability of the data, the analysis was established on a sample of 1279 (response rate is 63.95%) low-income households headed by individuals aged 18 and older. We conducted a non-response bias test, as our sample was relatively large in size. We split our dataset between two response waves—Wave 1 and Wave 2. The first wave represented the responses received before any reminder was sent to the respondents, and the second wave signified the responses received after a reminder was sent. Wave 2 was treated as a proxy for non-respondents. Then, we used the independent t-test to find whether there were significant differences in our variables across these two new subsample datasets. We found a statistically insignificant difference in variables between the two subsamples where the p-value was more than 0.05. This result suggests that non-response bias was not a concern for this sample. This means that these data should accurately reflect the opinions of low-income households. According to the Japan International Cooperation Agency (JICA) [68], the income level of low-income households in Bangladesh is less than or equal to 31,000 Taka per month. Furthermore, the allocation of respondents was matched with the national population distribution reported by the Bangladesh Bureau of Statistics (BBS) [69] to confirm the representative nature of the respondents (Table 1). For example, the percentages of respondents in this survey obtained from the Dhaka, Chittagong, Rajshahi, Khulna, Rongpur, Barishal, Sylhet, and Maymansing divisions were 25.00%, 20.40%, 12.40%, 10.4%, 9.7%, 6.9%, 7.2%, and 8.1%, respectively. These ratios were very similar to the national population distributions of Dhaka, Chittagong, Rajshahi, Khulna, Rongpur, Barishal, Sylhet, and Maymansing (i.e., 25.3%, 19.7%, 12.8%, 10.9%, 11.0%, 5.8%, 6.9%, and 7.6%, respectively). Thus, it can be claimed that the respondents were representative of the national distribution of populations.




3.2. Measures of the Constructs


3.2.1. Quality of Life


As reported by World Health Organization (WHO), Quality of Life (QoL) stands for ‘individuals’ perceptions about value systems in which they live and their position in life concerning the culture, goals, expectations, and standards’ (WHO) [70]. Many studies linked QoL with various factors, such as health [71,72,73,74] and social and economic position [75,76]. A six-item construction of QoL (COV19-QoL) was employed by this study and then justified by Repišti et al. [77]. A 5-point Likert scale was used for rating each item, ranging from 1 (strongly disagree) to 5 (strongly agree), and participants were asked to offer their views for each item. Taking the average of all item scores, a total score was computed, where higher scores indicated a greater impact of COVID-19 on QoL. The factor loading for each item of the QoL scale was >0.70, and the average variance extracted (AVE) for each construct was greater than the highest correlation with any other constructs, which confirmed the construct validity and discriminant validity. The value of Cronbach’s alpha (0.813) also confirmed the reliability of the construct (Table 2).




3.2.2. Coping Mechanisms


Combining the existing literature with interview data from three expert educators and six male and two female heads of households from eight divisions, we developed a total of 34 items to measure the ‘coping mechanisms’ adopted by households to survive the COVID-19 pandemic. All items were assessed using the values of 1 (yes/agree) and 0 (no/disagree), and respondents were requested to indicate their feelings and thoughts for each item on the measure. We employed factor analysis that extracted three factors with a factor loading above 0.50. Based on their nature, we named these three factors the income-generating coping mechanism (IGCM), the expenditure-minimizing coping mechanism (EMCM), and the migration coping mechanism (MCM). The items of the IGCM, EMCM, and MCM scales were acceptable as newly developed items [78], as the factor loading for each item was >0.50, which confirmed construct validity. Cronbach’s alpha for IGCM, EMCM, and MCM was computed to be 0.861, 0.870, and 0.704, which confirmed the reliability of the constructs (Table 3).




3.2.3. Socio-Demographic Items


We gathered and employed respondents’ data for age, gender, residential division, residential area, family size, type of house, educational level, occupation status, and number of income earners.





3.3. Study Design


This empirical study applied a survey to test the hypotheses. A multivariate analysis was performed together with a descriptive snapshot. Three logistic regression analyses were performed discretely for three different categories of coping mechanisms to explore which demographic features of respondents most significantly influenced the individual adoption of coping mechanisms. All mechanisms adopted by households in Bangladesh during the COVID-19 pandemic were considered in three categories, namely, the income-generating coping mechanism (IGCM), the expenditure-minimizing coping mechanism (EMCM), and the migration coping mechanism (MCM). The forms of the specific regression models for IGCM, EMCM, and MCM were as follows:


IGCM = β0 + βiXi + εi



(1)






EMCM = β0 + βiXi + εi



(2)






MCM = β0 + βiXi + εi



(3)







Here, the IGCM dependent variable indicated by IGCM = 1 means the household adopted the income-generating coping mechanism during the COVID-19 pandemic crisis period, and IGCM = 0 refers to households that did not adopt it. The dependent variable indicated by EMCM = 1 means the household adopted expenditures coping mechanism during the COVID-19 pandemic crisis period and EMCM = 0 refers to the household that did not adopt it. The MCM dependent variable that indicated by MCM = 1 means the household adopted migration coping mechanisms during the COVID-19 pandemic crisis period, and MCM = 0 refers to households that did not adopt them. Xi is a vector of explanatory variables, and εi refers to the error term.



Further, a regression analysis was then carried out to further investigate coping mechanisms and demographic factors associated with the changes in QoL of low-income households in Bangladesh that caused the COVID-19 crisis. SPSS version 25 was used for data analysis. The specific form of the regression model for QoL is as follows:


YQoL = β0 + βiXi + εi



(4)




where YQoL is the dependent variable that represents the household’s QoL, Xi is a vector of explanatory variables, and εi refers to the error term.





4. Results Analysis


4.1. Profile of Participants


According to Kline’s [79] classification, this study’s sample size was large enough. Furthermore, the smallest observation-to-variable ratio of 5:1 was obtained from the sample-to-variable ratio model, even though ratios of 15:1 or 20:1 are ideal [80]. Hence, 15 to 20 respondents are strongly recommended to count each and every independent variable in the model for determining the sample sizes. This showed that this rule can also be utilized for multiple regressions and similar analyses. Hence, the adequate sample should be 640. Therefore, it is justified that the sample size of this study was large enough and appropriate for analysis. Furthermore, the study used a bootstrapping method (with n = 500 bootstraps resample). Moreover, Hair et al. [81] confirmed that a response rate of more than 50% is highly suitable for survey-based research.



Table 1 shows that approximately 59% (756) of the respondents were male and 41% (523) were female in the research. The ages of 54% (689) of respondents were between 46 and 60 years, followed by ages between 36 and 45 years (about 20%), more than 60 years (about 13%), between 26 and 35 years (about 11%), and 18 and 25 years (2%). About 59.5% (761) of respondents were from urban areas and 40.5% (518) were from rural areas. Most of the respondents (64%—812) were living in rented houses, while 36% (476) were living in their own houses. About 45% (572) of respondents were living together with less than five family members. Regarding the type of occupation, the majority of the respondents were employees (52%—666), followed by self-employed (39.1%—500), and the remaining 8.9% (113) of the respondents were unemployed, employers, or retired. Most of the participants (65.1%—833) were from single-earner families, followed by those from families with two earners (29.5%—377), and three and more earners (5.4%—69). For education level, 21.8% (279) of the respondents had diploma degrees, 21.7% (277) had postgraduate degrees, 20.3% (260) had primary education, 16.1% (205) had bachelor’s degrees, 12.4% (159) had secondary education, and only 7.7% (99) respondents had no education.




4.2. Descriptive Statistics


Table 2 represents the nature and grade of six features of QoL together with the total scale. The participants were requested to rank their present levels to show their opinions and feelings about each element on the scale during COVID-19. The results revealed that the corona pandemic largely reduced the QoL of low-income households in Bangladesh by a significant degree (mean = 3.84, SD = 0.766). The life status aspect was reported as the domain most affected by COVID-19, with a mean = 4.14 (SD = 0.994), and the affection domain (feelings, emotions, etc.) was the least affected, with a mean = 3.28 (SD = 1.106). In general, this result offers a satisfactory indication that QoL was negatively affected by the crisis caused by the COVID-19 pandemic, which supports Hypothesis 1 (H1).



Table 3 represents the response of households regarding the adoption of coping mechanisms during the COVID-19 crisis. It shows that at least one IGCM was adopted by more than 83.2% of households, and 60.8% of households applied more than three IGCMs to cope with the severity of the COVID-19 crisis. The highest number of households (47.5%) reported that they carried out outside activities to generate income during the COVID-19 crisis, while the lowest (18.3%) number of households rented out or sold land to others. Regarding expenditures minimizing coping mechanisms, more than 90% of households reported that they implemented at least one mechanism, and most of them (78.5%) executed more than three mechanisms to survive during the pandemic situation. The highest percentage of households (61.8%) stated that they cut down the number of meals to minimize their family expenditure during the pandemic crisis, while the lowest percentage of respondents (22.0%) reported that they stopped paying rent. As reported in Table 3, 55% of households in the survey indicated that they adopted at least one migration strategy as a result of the pandemic to protect them from the harshness of the COVID-19 crisis, and the majority (40.1%) experienced one or two mechanisms. About 28.4% of households migrated to the houses of others and shared accommodation with low or free rent; others migrated to another area within the municipality (22.0%) or migrated to another city or country (13.3%).




4.3. Logistic Regression Analysis


The logistic regression analysis of IGCM, EMCM, and MCM was conducted, and the results are presented in Table 4. Households who did not meet any of these strategies during the time of the pandemic were considered as a reference category, in opposition to those households who carried off at least one strategy. There was a strong relationship between household education level and the likelihood of adoption of income-generating coping mechanisms noted from regression analyses. Households with higher-educated heads had less chance of utilizing these coping mechanisms. For example, to deal with the COVID-19 crisis, households whose head had a diploma, undergraduate, postgraduate, or Ph.D. degree adopted 0.493, 0.365, and 0.418 times fewer income-generation strategies; 0.391, 0.372, and 0.267 times fewer expenditure-minimizing strategies, and 0.553, 0.426, and 0.386 times fewer migration strategies, respectively, compared to households whose heads had no education. In all categories of coping mechanisms, households whose heads were educated at primary and secondary levels did not reveal substantial variations compared to the reference category.



Regarding residential areas, the empirical results suggest that the households of all divisions except the Rajshahi division adopted more mechanisms than households living in the Dhaka division; however, none of the coefficients were statistically significant except for the households who were living in Chittagong. The results also revealed that households of all divisions except Rashahi were less likely to adopt expenditure-minimizing mechanisms compared to the households of the reference division; however, the coefficients were not statistically significant at any level. The consequences of MCM adoption were varied, their coefficients being both positive and negative, but they were not statistically meaningful except in the Chittagong division. Overall, there is no proof that the coping mechanisms practiced by low-income households in Bangladesh are different among residential areas other than the Chittagong division. The households in Chittagong were more 2.559 and 1.593 times more likely to adopt IGCM and MCM than those in Dhaka, where Dhaka was considered a reference residential division.



The results also revealed that urban households adopted MCM 0.696 times more frequently than rural households, while no significant differences were found in terms of IGCM and EMCM. In addition, households with older (46 and above) heads were less likely to adopt IGCM and MCM compared to the reference category, which is statistically significant at ≤0.05 levels. Table 4 also indicates that in all categories of coping mechanisms, there was no significant variation in the gender of household heads, family size, occupation, type of house, and number of income earners, except the households with more than two income earners. Thus, the outcomes of this study did not support Hypothesis 4 and Hypothesis 5, but moderately supported Hypothesis 6, as the study findings revealed that households with more than two income earners were less likely to experience EMCM. These households adopted EMCM 0.508 times less frequently than the reference category.



The findings of the regression analysis, which was performed to investigate the association of the coping mechanisms and demographic factors with changes in the QoL during the COVID-19 crisis, are presented in Table 5. From the table, it can be noted that all the coping mechanisms’ explanatory variables, such as IGCM, EMCM, and MCM, were significantly related to changes in household QoL. The EMCM was the strongest predictor, followed by IGCM, and MCM. These coping strategies played a key role in the decline of QoL. This result confirmed Hypothesis 8. For example, the results show that the higher the number of cost-cutting strategies, the lower the quality of life (the higher the score of QoL). The coefficients of the variables of ‘up to 2’ and ‘more than 2’ for cost-cutting coping mechanisms were found to bear positive signs, with a statistically significant level of 0.01. This result shows that keeping other aspects constant, the higher the households adjusted their consumption behavior to suit the actual or expected reduction in their income and rapidly rising inflation, the lower the QoL. Table 5 also shows that the higher the number of income-generating and migration coping strategies, the lower the quality of life. These coping mechanisms were found to bear positive signs that were statistically significant at p ≤ 0.05. This result reveals that with other factors stable, the more the households adjusted to the actual or expected reduction in their income and the rapidly rising inflation through reconfigurations in income arrangements, such as the use of savings or the sale of household goods, etc., the lower the QoL. Among socio-demographic variables, only family size positively and significantly affected the decline in QoL, which also supported Hypothesis 8.





5. Discussions


It is generally established that the repercussions of the corona pandemic are substantially affecting people’s lives, forcing them to adopt strategies to deal with its effects according to their household’s socio-economic characteristics. Consequently, the current study attempted to examine not only the effects of such coping mechanisms on quality of life, but also whether these coping mechanisms, as well as their effects, differ according to demographic factors. This investigation is vital to forming a robust, inclusive social safety net, particularly in developing countries. Since the pandemic is not over yet, it could be a long-term cause of fear and anxiety among Bangladeshi low-income households.



Income level has been reduced among all working populations as compared to pre-COVID-19 levels. The COVID-19 pandemic caused an overall 13 percent decline in income levels through the economic and financial crisis in Bangladesh [82]. This decline is greater than those in India and G7 countries [83,84]. The inconsistency could be due to the variation in economic compositions and key markets between countries. Due to a decline in income or lack of income opportunities, households adopted various livelihood-based coping mechanisms to survive the pandemic situation. A number of studies claim that households in other countries depend on similar coping mechanisms to buffer the effects of sudden income reductions [55,85,86,87,88]. Most of these are negative coping mechanisms. The results of this research delivered new understanding of the mechanisms adopted by low-income households in Bangladesh to cope with the consequences of the COVID-19 pandemic. The results of this study confirmed the value of these different mechanisms during the pandemic, which was highlighted in previous studies [21,89]. In addition, this study discovered other measures executed by Bangladeshi households, thus providing a more vivid illustration of the way in which low-income households handle critical circumstances.



A significant finding of this research shows that households living in Chittagong were more likely to carry out income-generating and migration strategies, with such harmful effects as decapitalization (caused by the liquidation of assets, withdrawing savings), indebtedness (resulting from borrowed money from friends/family/relatives/neighbors, loan or credit from banks or other financial institutions or moneylenders), and social capital deterioration. Therefore, the findings of this study did not offer clear support for Hypothesis 7, which stated that there might not be any significant difference among households across the living divisions in adapting mechanisms to maintain their quality of life during the pandemic. This result is consistent with previous studies, which stated that households in different regions included different levels of coping strategies [90,91]. One of the potential explanations for this finding is that they were less likely to implement expenditure-minimizing mechanisms (See Table 4). They tried to maintain their previous expenses on goods and services (i.e., followed pre-COVID-19 consumption patterns) by adopting income-generating and migration mechanisms. Another explanation could be that most of the householders in Chittagong are day laborers and garment workers who have suffered greatly. Moreover, the heads of the remaining households living in Chittagong were mostly transport workers, small traders, hawkers, and small shop owners. These sectors are closely associated with the Garment Industry and Export Processing Zones (EPZs). Prolonged lockdowns and restrictions on various activities destroyed the income sources of these households and at the same time led to inflation, which jeopardized their purchasing power [90,91]. Moreover, after the closure of the garment factory, those who had worked there before were not compensated, and those who depended on small businesses could no longer do so [90,91].



The result of this study further shows that households living in urban areas are more likely to adopt migration strategies than households living in rural areas. This result also did not confirm what was expected by Hypothesis 7. This finding is strongly supported by other studies [92]. There may be different reasons for this result. The first reason may be that the lockdowns and other restrictions imposed by the government during COVID-19 made it difficult for urban households to lead normal lives, with the job losses, reduction in income, and inaccessibility to general services. This situation forced them to return to their villages or other places where the cost of living was low. The second potential reason for this migration from urban to rural could be the fear of spreading the coronavirus, since urban areas are densely populated. The availability of work-from-home opportunities could be another reason for this result. Shutting down all educational institutions for an uncertain period could be another reason for this result.



Another result of this study revealed that households headed by older people were less likely to practice either income-generating or migration coping mechanisms than other households. Thus, this finding confirms what was expected by Hypothesis 3, showing that households with older adult heads needed fewer compatible mechanisms to maintain their quality of life during the pandemic. This finding is also supported by some earlier studies [21,93,94,95]. It indicates that older people can contribute to supporting family maintenance during the COVID-19 crisis, which, however, does not indicate that households with older heads enjoy more benign economic settings than their counterparts. On the contrary, they live in extreme economic uncertainty due to low pension levels. Older people in Bangladesh are facing higher income vulnerability compared to the national average. The consumption of households with older heads mainly depends on transfers and savings, where the monthly transfer value is only BTD 500 [82]. There could be several reasons for this interesting finding. The first possible reason for this result may be that their earnings were secure when the labor market was shrinking, as it was originally received from retirement income, which protected them from the fluctuations of the labor market. Even though the pension money was less, it was a steady income flow for their family, against which they had already adjusted their household expenditure pattern. Another possible reason could be that they retained employment because of their greater work experience and higher work status. The financial support from the government and community for elderly citizens as the targeted group could be another factor protecting them from the need for severe income-generating and expenditure-minimizing coping mechanisms [96]. Another potential reason could be their previous experience of adapting to economic and financial tragedies.



Another result of this study showed that households with higher-educated heads are less likely to carry out income-generating, expenditure-minimizing, and migration strategies to cope with the COVID-19 crisis. This result offers support for Hypothesis 2, which expected households with higher educated heads to be less likely to adopt coping mechanisms to increase income and reduce household expenses and migration compared to other households. This finding is consistent with the finding of previous studies [97]. Adams-Prassl et al. [97] stated that households with lower levels of educational attainment were more vulnerable to the coronavirus pandemic and were more likely to lose their jobs or have their working hours and wages reduced. As a result, these households were more serious about adopting coping strategies compared to households with higher educational qualifications. It is proven that there is a direct significant correlation between education level and job security [98], and educational attainment has a considerable positive impact on one’s earnings [84]. Evidence from the literature also suggests that during the COVID-19 pandemic, people who had high job security and more resources were not at risk of exposure to financial difficulties [99].



Another finding of this study was that households with more than two employed persons were less likely to adopt coping mechanisms. This result is consistent with research in other countries that suggests that households with a higher number of employed persons were more likely to offset income risks [21,95]. This finding is explained by the fact that a higher number of earning members in the household results in a higher household monthly income, and the household is thus not at risk of exposure to financial difficulties in maintaining its consumption expenditures. It was therefore not necessary for such households to adopt coping strategies during the COVID-19 crisis. One possible explanation could be that although COVID-19 had a devastating effect on the labor market, the salaried job was less affected. If a household had a higher number of earning members, some of them would be more likely to be salaried earners in government as well as the private sector with jobs that were more secure due to remote working opportunities. Consequently, households with waged employees may have dealt with the effects of the COVID-19-caused interruptions to food systems better than others. The small sample size could be another reason for this result.



We conducted a regression analysis to discover the main relationship between coping strategies, socioeconomic characteristics, and quality of life (QoL) during the COVID-19 crisis. The descriptive analysis showed that the mean score on the COV19-QoL scale was 3.84 (Table 2), demonstrating that the economic crisis caused by the coronavirus outbreak had a substantial negative impact on the quality of life of households in Bangladesh. Hence, the first hypothesis (H1), namely, that the economic crisis caused by the COVID-19 pandemic negatively affected the QoL of low-income households in Bangladesh, is accepted. This outcome validates the results of past studies [77,100,101,102,103,104]. The majority of respondents reported that their social status and the mental and physical health of their families deteriorated more than before the COVID-19 pandemic. The severity of the impacts of COVID-19 on QoL varies across the country. The potential reasons for different levels of severity could be cultural differences, health level differences, health system differences, and availability of healthcare centers across countries and different study period.



To test the hypotheses about the impact of COVID-19 on the QoL of households in Bangladesh, we performed regression analysis, where the QoL was regressed onto demographic variables (gender, age, educational level, living regions and areas, family size, occupation status, and number of earning family members) and coping mechanisms. The results reported that households living in regions other than Dhaka, with a smaller number of earners, large family size, living in urban areas, lower-educated heads, young heads, female heads, and unemployed heads, experienced greater decline in quality of life by COVID-19 crisis compared to others. However, there was no statistically significant variation among demographic variables except family size (Table 5). Therefore, the eighth hypothesis (H8), namely, that the adverse effects of COVID-19 on QoL of Bangladeshi households did not differ among demographic variables, is accepted. This finding is supported by [100]. This means that households across the country experienced deterioration of QoL during the COVID-19 crisis regardless of the demographic characteristics of the households. There is reason to believe that all households experienced the crisis similarly. The large households experienced significantly more deterioration of QoL than the small households. This variable was found to bear a positive sign and was statistically significant at 0.05 level. This means that with other factors constant, QoL declined more in bigger households during the COVID-19 crisis than in smaller households. The regression coefficient of 2.264 means that with other variables constant, the QoL on average decreased by about 2.264 percent for every one-unit increase in size of a household. The reason for this could be that people were forced to stay at home by the nationwide partial lockdown in Bangladesh, and had no earnings to bear living expenses. Thus, the bigger the household size, the higher the economic burden. This result is strongly consistent with the general economic theory and the findings of the study by [105,106,107].



To cope with the negative consequences of the COVID-19 crisis, households changed their consumption patterns or sources of financing for their consumption. Among those strategies, the three coping mechanisms that were most widely adopted were IGCM, EMCM, and MCM. Referring to coping mechanisms, our hypothesis H8 was fully confirmed. The result shows that there is a strong positive relationship between coping mechanisms and the decline in QoL. This means that all the categories of coping mechanisms, namely, income-generating coping mechanisms, expenditure-minimizing coping mechanisms, and migration coping mechanisms, significantly increased the deterioration of QoL of Bangladeshi households. The greater the number of coping mechanisms, the lower the quality of life of the households. This finding is supported by other studies regarding issues dealing with a certain stressful situation or traumatic event [55,108,109,110,111]. For example, Rollero et al. [55] stated that coping strategies diminish both physical and psychological QoL. Mystakidou et al. [112] clearly state that income loss eventually leads the higher levels of depression, mental complaints, and illness.



Households were forced to adopt IGCMs (decapitalization and indebtedness) due to a sudden sharp decline in their incomes as a result of the long lockdown and other mobility restrictions imposed by the government during the pandemic crisis. These unhealthy income-generating coping mechanisms were found to be a negative significant influence on mental health, socioeconomic conditions, and livelihood, because financial worry is one of the most common stressors in modern life. Financial challenges take an enormous toll on human mental and physical health and on the overall quality of life of a human [110]. Decapitalization and indebtedness lead to deterioration of social status and can cause physical symptoms, such as sleep loss, anxiety, headaches/migraines, compromised immune system, digestive problems, high blood pressure, muscle tension, heart arrhythmia, depression, feelings of overwhelm, low mood, and low energy, resulting in a deterioration of mental and physical health and social conditions. Finally, these psychological and physical sequelae lower the quality of life of households [113]. The more decapitalization and indebtedness households have, the more likely they are to have poorer quality of life.



This decline in employment, income, market access, and access to services forced families to make significant adjustments in their spending by buying cheap food, stopping rent, bills, and mortgages, and increasing the use of conventional drugs and other measures. Since present earnings are certainly the main source of funds for consumption expenses [114], households were forced to adopt expenditure-minimizing coping mechanisms due to the sharp decline in their incomes, which seems to have contributed to higher levels of food and health insecurity. The reduction in the sizes of consumers’ baskets and also in the quality of goods and services contributed to the deterioration of their quality of life. This is congruous with the earlier research and relevant economic theory on QoL, which indicates that consumption and quality of life are positively (though not necessarily linear) associated [115,116]. These unhealthy processes have increased stress, anxiety, and depression, which has led to an overall decline in QoL. The potential reasons for this could be the complex financial portfolio and less or no access to formal health insurance, which may threaten mental health and contribute to lower relative social status and social isolation. Furthermore, low spending on proper health care may increase the burden of acute and chronic health conditions. Reduced physical activity and poor physical health can affect mental health in many ways, such as adding to the financial costs of illness, causing chronic pain and stress about health and mortality, etc. It is also possible that a sharp decline in income leads to social isolation and loneliness and to a decline in social status, which increases frustration and anxiety [117]. Together, these are associated with a lower quality of life [118].




6. Practical Implications


Multidisciplinary approaches adopted by low-income families to combat the COVID-19 crisis have negatively affected their quality of life. Based on the findings of this study, several actions were identified as potential strategic guidance for the government in Bangladesh. Thus, we offer suggestions considering the needs of both today and tomorrow in order to avoid the severity of future epidemics, eliminate inequality, and develop and strengthen a solid and comprehensive social safety net. First, there is an urgent need to expand social security programs through increased government support, such as cash transfers to vulnerable households, in addition to current social security spending. Second, as the economy begins to recover, existing policies and solutions should be modified or designed to provide the most comprehensive and prudent solutions. which would increase private demand that could indirectly stimulate supply-side effects, contribute to income enhancement, and create jobs and livelihood opportunities for the households affected by the COVID-19 epidemic. Third, as the decline in income of vulnerable households played a significant role in the affordability and access to healthcare services, the government of Bangladesh should give priority to the health sector in terms of budget allocation for providing proper healthcare. As corruption is one of the main problems in Bangladesh, the government should develop a comprehensive and effective monitoring system to make sure that target group households receive the full benefits offered by the government.




7. Conclusions


This survey-based empirical study provides an understanding of the initial micro-level effects of COVID-19 in Bangladesh. This study gives a synopsis of the extent to which Bangladeshi households adopted mechanisms to deal with the COVID-19 crisis and the effects of adopted mechanisms on quality of life. This study found evidence that the severity of the COVID-19 outbreak has significantly reduced household income, forcing them to adopt several mechanisms to deal with the crisis. This study confirmed that the coping mechanisms practiced by households vary according to demographic features, such as region, area, age, number of income earners, and level of education. For example, young and less educated households, households living in urban areas, households in the Chittagong division, and those with fewer earning members adopted more strategies to cope with the COVID-19 crisis compared to others. The findings of this study also confirmed that the quality of life deteriorated significantly more in those households that adopted more coping mechanisms relative to others, regardless of socio-demographic features. The impacts of the adoption of coping mechanisms on quality of life may be felt for many years to come.



This study has several strong contributions. First, to our knowledge, this is the first time a study has revealed the effects of COVID-19 at the micro-level. Second, this study provides a vivid picture of the impacts of coping mechanisms adopted to deal with the COVID-19 crisis and the effects of these mechanisms on quality of life at the household level. Finally, the results highlight the importance of generating on-the-ground survey data to track household living standards during COVID-19 and gathering the information needed to develop evidence-based policy responses. From this perspective, this study is a pioneer study. It can therefore help policymakers learn what is essential to address immediate, medium- and long-term needs simultaneously.




8. Limitations and Future Directions of the Study


Nonetheless, this research has several limitations. The main limitation of this study is that all respondents were of lower income, thus limiting the generalizability of the results. Another limitation of the study is that effects on quality of life based on single-period cross-sectional data may not be justifiable due to the multifaceted character of the COVID-19 pandemic. A randomized future study may be more acceptable to establish association and causation. In addition, we also recommend future investigations to explore a comprehensive link between coping mechanisms, quality of life, and epidemic crisis by taking into account all other elements of quality of life. This study provides greater knowledge of their primary impact.







Author Contributions


M.M.I. (Mohammad Mazharul Islam) conceptualized, designed, analyzed data, and drafted the manuscript. M.M.I. (Mohammad Muzahidul Islam) collected data, and drafted and revised the manuscript. H.K. drafted and revised the manuscript. All authors have read and agreed to the published version of the manuscript.




Funding


This study involved no external funding.




Institutional Review Board Statement


Not applicable.




Informed Consent Statement


We revised Ethics approval and consent to participate into IRBS.




Data Availability Statement


The datasets used and analyzed during the current study are not openly available due to the sensitivity of the personal data, and are available from the corresponding author at a reasonable request.




Acknowledgments


We express noble gratitude to all the participants who participated in the survey. We are also grateful to our research assistants, who were involved in data collection. I also acknowledge the great contribution of Muzahidul Islam and Haitham Khoj.




Conflicts of Interest


The authors declare that they have no competing interests.




Abbreviations


QoL: quality of life, OECD: the organization for economic co-operation and development, IGCM: income-generating coping mechanism, EMCM: expenditure-minimizing coping mechanism, MCM: migration coping mechanism.




References


	



OECD (Organização para a Cooperação eo Desenvolvimento Econômico). Evaluating the Initial Impact of COVID-19 Containment Measures on Economic Activity; OECD: Paris, France, 2020. [Google Scholar]

	



Palomino, J.C.; Rodríguez, J.G.; Sebastian, R. Wage inequality and poverty effects of lockdown and social distancing in Europe. Eur. Econ. Rev. 2020, 129, 103564. [Google Scholar] [CrossRef] [PubMed]

	



Ambade, B.; Sankar, T.K.; Kumar, A.; Gautam, A.S.; Gautam, S. COVID-19 lockdowns reduce the Black carbon and polycyclic aromatic hydrocarbons of the Asian atmosphere: Source apportionment and health hazard evaluation. Environ. Dev. Sustain. 2021, 23, 12252–12271. [Google Scholar] [CrossRef] [PubMed]

	



Chelani, A.; Gautam, S. Lockdown during COVID-19 pandemic: A case study from Indian cities shows insignificant effects on urban air quality. Geosci. Front. 2022, 13, 101284. [Google Scholar] [CrossRef]

	



Gautam, S.; Trivedi, U. Global implications of bio-aerosols in pandemic. Environ. Dev. Sustain. 2020, 22, 3861–3865. [Google Scholar] [CrossRef]

	



Anwar, S.; Nasrullah, M.; Hosen, M.J. COVID-19 and Bangladesh: Challenges and how to address them. Front. Public Health 2020, 8, 154. [Google Scholar] [CrossRef]

	



Gautam, S.; Hens, L. SARS-CoV-2 pandemic in India: What might we expect? Environ. Dev. Sustain. 2020, 22, 3867–3869. [Google Scholar] [CrossRef]

	



Latifee, E.H.; Hossain, M.S. Switching between Job and Entrepreneurship. The Financial Express. Available online: https://thefinancialexpress.com.bd/views/views/switching-between-job-and-entrepreneurship-1597335788 (accessed on 15 June 2022).

	



The Financial Express. Jobless Recovery Might Put Progress of Last Decade at Risk: Study. The Financial Express. 2020. Available online: https://www.thefinancialexpress.com.bd/economy/bangladesh/jobless-recovery-might-put-progress-of-last-decade-at-riskstudy-1593175397 (accessed on 13 June 2022).

	



Raihan, S.; Uddin, M.; Ahmed, M.T.; Nahar, M.A.; Sharmin, E. COVID-19 Fallout on Poverty and Livelihoods in Bangladesh: Results from SANEM’s Nation-Wide Household Survey. Available online: https://sanemnet.org/wp-content/uploads/2021/11/SANEM-HH-Survey-Report-2021.pdf (accessed on 3 November 2021).

	



Trading Economics, 2021. Bangladesh Remittance. 2021 Data|2022 Forecast|2012–2020 Historical. Available online: https://tradingeconomics.com/bangladesh/remittances (accessed on 15 November 2021).

	



Das, R.; Hasan, M.R.; Daria, S.; Islam, M.R. Impact of COVID-19 pandemic on mental health among general Bangladeshi population: A cross-sectional study. BMJ Open 2021, 11, e045727. [Google Scholar] [CrossRef]

	



Rahman, H.Z.; Rahman, A.; Zillur, U.; Matin, I.; Gain, S.M.; Mohammad, F.; Ahmed, S. Livelihoods, Coping and Recovery during COVID-19 Crisis; PPRCBIGD 2nd Rapid Response Survey; Power and Participation Research Centre and BRAC, Institute of Governance and Development: Dhaka, Bangladesh, 2020. [Google Scholar]

	



Islam, M.; Mostafa, S. Coping Strategies of Low-Income Households in Bangladesh During the COVID-19 Pandemic. J. Bangladesh Stud. 2021, 23, 56–78. [Google Scholar]

	



Tambunan, T.T. The impact of the economic crisis on micro, small, and medium enterprises and their crisis mitigation measures in S outheast A sia with reference to I ndonesia. Asia Pac. Policy Stud. 2019, 6, 19–39. [Google Scholar] [CrossRef]

	



Giovanis, E.; Ozdamar, O. Coping Strategies, Well-Being and Inequalities During the COVID-19 Pandemic Period; Economic Research Forum Working Papers (No. 1521); The Economic Research Forum (ERF): Giza, Egypt, 2021. [Google Scholar]

	



Iddi, S.; Obiri-Yeboah, D.; Aboh, I.K.; Quansah, R.; Owusu, S.A.; Enyan, N.I.E.; Kodom, R.V.; Nsabimana, E.; Jansen, S.; Ekumah, B.; et al. Coping strategies adapted by Ghanaians during the COVID-19 crisis and lockdown: A population-based study. PLoS ONE 2021, 16, e0253800. [Google Scholar] [CrossRef]

	



Blázquez-Fernández, C.; Cantarero-Prieto, D.; Pascual-Sáez, M. Quality of Life, Health and the Great Recession in Spain: Why Older People Matter? Int. J. Environ. Res. Public Health 2021, 18, 2028. [Google Scholar] [CrossRef] [PubMed]

	



Betti, G.; D’Agostino, A.; Ghellini, G.; Longobardi, S. Measuring the impact of financial crisis on quality of life in Europe. Econ. Bull. 2020, 40, 292–307. [Google Scholar]

	



Somarriba Arechavala, N.; Zarzosa Espina, P.; Pena Trapero, B. The economic crisis and its effects on the quality of life in the European Union. Soc. Indic. Res. 2015, 120, 323–343. [Google Scholar] [CrossRef]

	



Palma, J.; Araos, C. Household Coping Strategies During the COVID-19 Pandemic in Chile. Front. Sociol. 2021, 6, 162. [Google Scholar] [CrossRef] [PubMed]

	



Stein, M.B.; Heimberg, R.G. Well-being and life satisfaction in generalized anxiety disorder: Comparison to major depressive disorder in a community sample. J. Affect. Disord. 2004, 79, 161–166. [Google Scholar] [CrossRef]

	



Studdert, L.J.; Frongillo Jr, E.A.; Valois, P. Household food insecurity was prevalent in Java during Indonesia’s economic crisis. J. Nutr. 2001, 131, 2685–2691. [Google Scholar] [CrossRef]

	



Fenge, L.A.; Hean, S.; Worswick, L.; Wilkinson, C.; Fearnley, S.; Ersser, S. The impact of the economic recession on well-being and quality of life of older people. Health Soc. Care Community 2012, 20, 617–624. [Google Scholar] [CrossRef]

	



Barcaccia, B. Quality of Life: Everyone Wants It, But What Is It? Forbes/Education. 2013. Available online: https://www.forbes.com/sites/iese/2013/09/04/quality-of-life-everyone-wants-it-but-what-is-it/?sh=18a3d2ec635d (accessed on 10 December 2021).

	



Pukeliene, V.; Starkauskiene, V. Quality of life: Factors determining its measurement complexity. Eng. Econ. 2011, 22, 147–156. [Google Scholar] [CrossRef]

	



Lamau, M.L. The Idea of Quality of life in the Health Field. In The Quality of Life in the Mediterranean Countries, First Mediterranean Meeting on Bioethics; Instituto Siciliano di Bioetica: Acireale, Italy, 1992; pp. 47–68. [Google Scholar]

	



Treasury Board of Canada Secretariat. Quality of Life—A Concept Paper: Defining, Measuring and Reporting Quality of Life for Canada. 2000. Available online: https://www.tbs-sct.canada.ca/pubs_pol/dcgpubs/pubsdisc/qol01-eng.asp (accessed on 13 June 2022).

	



Noll, H.H.; Weick, S. Consumption expenditures and subjective well-being: Empirical evidence from Germany. Int. Rev. Econ. 2015, 62, 101–119. [Google Scholar] [CrossRef]

	



Turner, A. Financial Services Authority. The Turner Review, 6 July 2009. [Google Scholar]

	



Horton, T.; Reed, H. The distributional impact of the 2010 Spending Review. Radic. Stat. 2010, 103, 13–24. [Google Scholar]

	



Ezpeleta, L.; Navarro, J.B.; de la Osa, N.; Trepat, E.; Penelo, E. Life conditions during COVID-19 lockdown and mental health in Spanish adolescents. Int. J. Environ. Res. Public Health 2020, 17, 7327. [Google Scholar] [CrossRef] [PubMed]

	



Pizarro-Ruiz, J.P.; Ordóñez-Camblor, N. Effects of COVID-19 confinement on the mental health of children and adolescents in Spain. Sci. Rep. 2021, 11, 11713. [Google Scholar] [CrossRef] [PubMed]

	



Kelley-Gillespie, N. An integrated conceptual model of quality of life for older adults based on a synthesis of the literature. Appl. Res. Qual. Life 2009, 4, 259–282. [Google Scholar] [CrossRef]

	



Spyridakis, M.; Feronas, A. The impact of the economic crisis on the quality of life for residents of Attiki area. The experience from the City of Marousi. Soc. Cohes. Dev. 2016, 9. [Google Scholar] [CrossRef]

	



Drydakis, N. The effect of unemployment on self-reported health and mental health in Greece from 2008 to 2013: A longitudinal study before and during the financial crisis. Soc. Sci. Med. 2015, 128, 43–51. [Google Scholar] [CrossRef] [PubMed]

	



Krok, D. The role of spirituality in coping: Examining the relationships between spiritual dimensions and coping styles. Ment. Health Relig. Cult. 2008, 11, 643–653. [Google Scholar] [CrossRef]

	



Folkman, S.; Moskowitz, J.T. Coping: Pitfalls and promise. Annu. Rev. Psychol. 2004, 55, 745–774. [Google Scholar] [CrossRef] [PubMed]

	



Miller, A.; Brown, L. Coping mechanism and professional quality of life in northeast Texas EMS personnel during the COVID-19 pandemic: An exploratory study. J. Paramed. 2021, 18. [Google Scholar] [CrossRef]

	



Lazarus, R.S. Psychological stress and coping in adaptation and illness. Int. J. Psychiatry Med. 1974, 5, 321–333. [Google Scholar] [CrossRef]

	



Monat, A.; Lazarus, R.S. Stress and some of its effects. In Stress and Coping: An Anthology; Monat, A., Lazarus, R.S., Eds.; Columbia University Press: New York, NY, USA, 1991. [Google Scholar]

	



Ray, C.; Lindop, J.; Gibson, S. The concept of coping. Psychol. Med. 1982, 12, 385–395. [Google Scholar] [CrossRef]

	



Ellis, F. The determinants of rural livelihood diversification in developing countries. J. Agric. Econ. 2000, 51, 289–302. [Google Scholar] [CrossRef]

	



Murakami, E. Household Consumption Risk and Coping Strategies in Tajikistan: Evidence from Household Surveys; ADBI Working Paper; Asian Development Bank Institute: Tokyo, Japan, 2017. [Google Scholar]

	



Khatri-Chhetri, A.; Maharjan, K. Food Insecurity and Coping Strategies in Rural Areas of Nepal, A Case Study of Dailekh District in Mid-Western Development Region. J. Int. Dev. Coop. 2006, 12, 25–45. [Google Scholar]

	



Rashid, D.A.; Langworthy, M.; Aradhyula, S.V. Livelihood shocks and coping strategies: An empirical study of Bangladesh households. In Proceedings of the Agricultural and Applied Economics Association (AAEA) Conferences, 2006 Annual meeting, Long Beach, CA, USA, 23–26 July 2006. [Google Scholar]

	



Chabowski, M.; Jankowska-Polańska, B.; Lomper, K.; Janczak, D. The effect of coping strategy on quality of life in patients with NSCLC. Cancer Manag. Res. 2018, 10, 4085. [Google Scholar] [CrossRef]

	



Tonapa, S.I.; Lin, W.T.; Kuo, F.L.; Lee, B.O. Mediating Effects of Coping Strategies on Quality of Life Following Extremity Injury. Nurs. Res. 2022, 71, 200–208. [Google Scholar] [CrossRef]

	



Mucci, F.; Mucci, N.; Diolaiuti, F. Lockdown and isolation: Psychological aspects of COVID-19 pandemic in the general population. Clin. Neuropsychiatry 2020, 17, 63. [Google Scholar] [PubMed]

	



Zhan, L. Quality of life: Conceptual and measurement issues. J. Adv. Nurs. 1992, 17, 795–800. [Google Scholar] [CrossRef]

	



Holubova, M.; Prasko, J. Connection between coping strategies and quality of life in outpatient with depression–cross-sectional study. European Psychiatry Eur. Psychiatry 2017, 41 (Suppl. S1), s239. [Google Scholar] [CrossRef]

	



Denton, M.; Prus, S.; Walters, V. Gender differences in health: A Canadian study of the psychosocial, structural and behavioural determinants of health. Soc. Sci. Med. 2004, 58, 2585–2600. [Google Scholar] [CrossRef]

	



Lazarus, R.S. Toward better research on stress and coping. Am. Psychol. 2000, 55, 665–673. [Google Scholar] [CrossRef]

	



Matheson, K.; Anisman, H. Biological and psychosocial responses to discrimination. In The Social Cure; Psychology Press: London, UK, 2012; pp. 133–153. [Google Scholar]

	



Rollero, C.; Gattino, S.; De Piccoli, N. A gender lens on quality of life: The role of sense of community, perceived social support, self-reported health and income. Soc. Indic. Res. 2014, 116, 887–898. [Google Scholar] [CrossRef]

	



Benyamini, Y.; Blumstein, T.; Lusky, A.; Modan, B. Gender differences in the self-rated health–mortality association: Is it poor self-rated health that predicts mortality or excellent self-rated health that predicts survival? Gerontologist 2003, 43, 396–405. [Google Scholar] [CrossRef] [PubMed]

	



Gallicchio, L.; Hoffman, S.C.; Helzlsouer, K.J. The relationship between gender, social support, and health-related quality of life in a community-based study in Washington County, Maryland. Qual. Life Res. 2007, 16, 777–786. [Google Scholar] [CrossRef] [PubMed]

	



Kirchengast, S.; Haslinger, B. Gender differences in health-related quality of life among healthy aged and old-aged Austrians: Cross-sectional analysis. Gend. Med. 2008, 5, 270–278. [Google Scholar] [CrossRef] [PubMed]

	



Economou, M.; Madianos, M.; Peppou, L.E.; Patelakis, A.; Stefanis, C.N. Major depression in the era of economic crisis: A replication of a cross-sectional study across Greece. J. Affect. Disord. 2013, 145, 308–314. [Google Scholar] [CrossRef]

	



Madianos, M.G.; Alexiou, T.; Patelakis, A.; Economou, M. Suicide, unemployment and other socioeconomic factors: Evidence from the economic crisis in Greece. Eur. J. Psychiatry 2014, 28, 39–49. [Google Scholar] [CrossRef]

	



Marmot, M.; Bloomer, E.; Goldblatt, P. The role of social determinants in tackling health objectives in a context of economic crisis. Public Health Rev. 2013, 35, 9. [Google Scholar] [CrossRef]

	



Mylona, K.; Tsiantou, V.; Zavras, D.; Pavi, E.; Kyriopoulos, J. Determinants of self-reported frequency of depressive symptoms in Greece during economic crisis. Public Health 2014, 128, 752–754. [Google Scholar] [CrossRef] [PubMed]

	



Skapinakis, P.; Bellos, S.; Koupidis, S.; Grammatikopoulos, I.; Theodorakis, P.N.; Mavreas, V. Prevalence and sociodemographic associations of common mental disorders in a nationally representative sample of the general population of Greece. BMC Psychiatry 2013, 13, 163. [Google Scholar] [CrossRef]

	



Dasgupta, S.; Robinson, E.J. Impact of COVID-19 on food insecurity using multiple waves of high frequency household surveys. Sci. Rep. 2022, 12, 1865. [Google Scholar] [CrossRef]

	



Martinsone, B.; Dziedātāja, S.; Stokenberga, I. Parents’self-reported stress and coping during the COVID-19 pandemic-related first emergency situation in latvia. In Human, Technologies and Quality of Education; University of Latvia: Rīga, Latvia, 2021; p. 137. [Google Scholar]

	



Codreanu, C.M.; Fatu, V.C. The Economic Crisis and its Effects on the Quality of Life in Romania. Int. Proc. Econ. Dev. Res. 2012, 43, 151–155. [Google Scholar]

	



Flynn, B.B.; Schroeder, R.G.; Sakakibara, S. The relationship between quality management practices and performance: Synthesis of findings from the world class manufacturing project. Adv. Manag. Organ. Qual. 1996, 1, 140–184. [Google Scholar]

	



JICA. Emerging Middle Income Class in Bangladesh. 2016. Available online: https://www.jica.go.jp/bangladesh/bangland/pdf/about/Middle%20Income%20Survey.pdf (accessed on 20 February 2022).

	



BBS. Population Projection of Bangladesh: Dynamics and Trends 2011–2061; Bangladesh Bureau of Statistics, Statistics and Informatics Division, Ministry of Planning: Dhaka, Bangladesh, 2015.

	



World Health Organization. WHOQOL-BREF: Introduction, Administration, Scoring and Generic Version of the Assessment: Field Trial Version, December 1996. World Health Organization; 1996. Available online: https://apps.who.int/iris/bitstream/handle/10665/63529/WHOQOL-BREF.pdf (accessed on 21 February 2022).

	



Bryson, W.J. Long-term health-related quality of life concerns related to the COVID-19 pandemic: A call to action. Qual. Life Res. 2021, 30, 643–645. [Google Scholar] [CrossRef] [PubMed]

	



Geirdal, A.Ø.; Ruffolo, M.; Leung, J.; Thygesen, H.; Price, D.; Bonsaksen, T.; Schoultz, M. Mental health, quality of life, wellbeing, loneliness and use of social media in a time of social distancing during the COVID-19 outbreak. A cross-country comparative study. J. Ment. Health 2021, 30, 148–155. [Google Scholar] [CrossRef] [PubMed]

	



Jones, S.; White, S.; Ormrod, J.; Sam, B.; Bull, F.; Pieh, S.; Gopalakrishnan, S.; van den Broek, N. Work-based risk factors and quality of life in health care workers providing maternal and newborn care during the Sierra Leone Ebola epidemic: Findings using the WHOQOL-BREF and HSE Management Standards Tool. BMJ Open 2020, 10, e032929. [Google Scholar] [CrossRef]

	



Rios, P.; Radhakrishnan, A.; Williams, C.; Ramkissoon, N.; Pham, B.; Cormack, G.V.; Grossman, M.R.; Muller, M.P.; Straus, S.E.; Tricco, A.C. Preventing the transmission of COVID-19 and other coronaviruses in older adults aged 60 years and above living in long-term care: A rapid review. Syst. Rev. 2020, 9, 218. [Google Scholar] [CrossRef]

	



Audenaert, M.; Decramer, A.; George, B. How to foster employee quality of life: The role of employee performance management and authentic leadership. Eval. Program Plan. 2021, 85, 101909. [Google Scholar] [CrossRef]

	



Decramer, A.; Audenaert, M.; Van Waeyenberg, T.; Claeys, T.; Claes, C.; Vandevelde, S.; Van Loon, J.; Crucke, S. Does performance management affect nurses’ well-being? Eval. Program Plan. 2015, 49, 98–105. [Google Scholar] [CrossRef]

	



Repišti, S.; Jovanović, N.; Kuzman, M.R.; Medved, S.; Jerotić, S.; Ribi´c, E.; Majstorović, T.; Simoska, S.M.; Novotni, L.; Milutinović, M. How to measure the impact of the COVID-19 on quality of life: COV19-QoL—The development, reliability and validity of a new scale. Glob. Psychiatry 2020. [Google Scholar] [CrossRef]

	



Awang, M.M.; Kutty, F.M.; Ahmad, A.R. Perceived social support and wellbeing: First-year student experience in university. Int. Educ. Stud. 2014, 7, 261–270. [Google Scholar] [CrossRef]

	



Kline, R.B. Principles and Practice of Structural Equation Modeling; Guilford Publications: New York, NY, USA, 2015. [Google Scholar]

	



Hair, J.F.; Black, W.C.; Babin, B.J.; Anderson, R.E.; Tatham, R.L. Pearson New International Edition. Multivariate Data Analysis, 7th ed.; Pearson Education Limited: Harlow, UK, 2014. [Google Scholar]

	



Hair, J.F., Jr.; Anderson, R.E.; Tatham, R.L.; Black, W.C. Multivariate Data Analysis, 7th ed.; Prentice-Hall: Upper Saddle River, NJ, USA, 2010. [Google Scholar]

	



HelpAge International. Income Security for All Older People in Bangladesh during COVID-19 and Beyond: Is the Pandemic a Wake-Up Call to Finally Ensure Income Security for All Older People through a Universal Social Pension? Dhaka: HelpAge International. 2020. Available online: https://www.helpage.org/silo/files/income-security-for-all-older-people-in-bangladesh-during-covid19-and-beyond.pdf (accessed on 21 February 2022).

	



Keelery, S. Impact on Household Income due to the Coronavirus (COVID-19) in India from February to April 2020. Available online: https://www.statista.com/statistics/1111510/india-coronavirus-impact-on-household-income (accessed on 13 June 2022).

	



Duffin, E. Opinion of Adults in G7 Countries of the Expected Impact of the COVID-19 Pandemic on their Household Income as of March 2020. Available online: https://www.statista.com/statistics/1107322/covid-19-expected-impact-household-income-g7/ (accessed on 21 February 2022).

	



Amendah, D.D.; Buigut, S.; Mohamed, S. Coping strategies among urban poor: Evidence from Nairobi, Kenya. PLoS ONE 2014, 9, e83428. [Google Scholar] [CrossRef]

	



Mawejje, J. Financial inclusion, shocks and coping strategies: Survey evidence from Uganda. Afr. J. Econ. Manag. Stud. 2019, 10, 286–298. [Google Scholar] [CrossRef]

	



Opiyo, F.; Wasonga, O.; Nyangito, M.; Schilling, J.; Munang, R. Drought adaptation and coping strategies among the Turkana pastoralists of northern Kenya. Int. J. Disaster Risk Sci. 2015, 6, 295–309. [Google Scholar] [CrossRef]

	



Debebe, Z.Y.; Mebratie, A.; Sparrow, R.; Abebaw, D.; Dekker, M.; Alemu, G.; Bedi, A.S. Coping with Shocks in Rural Ethiopia; ASC Working Paper Series; International Institute of Social Studies of Erasmus University Rotterdam (ISS): The Hague, The Netherlands, 2013. [Google Scholar]

	



iMMAP. COVID-19 Impacts in Bangladesh Nationwide Survey on Livelihoods, Nutrition, Education and Health. 2022. Available online: https://reliefweb.int/report/bangladesh/covid-19-impacts-bangladesh-nationwide-survey-livelihoods-nutrition-education-and (accessed on 12 March 2022).

	



Fattah, M.A.; Morshed, S.R.; Hoque, M.M.; Rabbi, M.F.; Dola, I.A. Impacts of COVID-19 outbreaks on the lower-income groups and attainments of SDGs: A study of the fast-growing commercial capital city, Chittagong, Bangladesh. Front. Eng. Built Environ. 2022, 2, 107–120. [Google Scholar] [CrossRef]

	



Siam, Z.S.; Arifuzzaman, M.; Ahmed, M.S.; Khan, F.A.; Rashid, M.H.; Islam, M.S. Dynamics of COVID-19 transmission in Dhaka and Chittagong: Two business hubs of Bangladesh. Clin. Epidemiol. Glob. Health 2021, 10, 100684. [Google Scholar] [CrossRef]

	



Behera, M.; Mishra, S.; Behera, A.R. The COVID-19-Led Reverse Migration on Labour Supply in Rural Economy: Challenges, Opportunities and Road Ahead in Odisha. Indian Econ. J. 2021, 69, 392–409. [Google Scholar] [CrossRef]

	



Fluharty, M.; Fancourt, D. How have people been coping during the COVID-19 pandemic? Patterns and predictors of coping strategies amongst 26,016 UK adults. BMC Psychol. 2021, 9, 107. [Google Scholar] [CrossRef]

	



Chan, S.M.; Chung, G.K.; Chan, Y.H.; Chung, R.Y.; Wong, H.; Yeoh, E.K.; Woo, J. Resilience and coping strategies of older adults in Hong Kong during COVID-19 pandemic: A mixed methods study. BMC Geriatr. 2022, 22, 299. [Google Scholar] [CrossRef]

	



Kansiime, M.K.; Tambo, J.A.; Mugambi, I.; Bundi, M.; Kara, A.; Owuor, C. COVID-19 implications on household income and food security in Kenya and Uganda: Findings from a rapid assessment. World Dev. 2021, 137, 105199. [Google Scholar] [CrossRef]

	



Husain, A.; Sandström, S.; Greb, F.; Agamile, P. Economic and Food Security Implications of the COVID-19 Outbreak: An Update Focusing on the Domestic Fallout of Local Lockdowns. Available online: https://docs.wfp.org/api/documents/WFP-0000117420/download/ (accessed on 1 September 2020).

	



Adams-Prassl, A.; Boneva, T.; Golin, M.; Rauh, C. Inequality in the impact of the coronavirus shock: Evidence from real time surveys. J. Public Econ. 2020, 189, 104245. [Google Scholar] [CrossRef]

	



Torpey, E. Measuring the Value of Education. Career Outlook, US Bureau of Labor Statistics. Bureau of Labor Statistics. Available online: https://www.bls.gov/careeroutlook/2018/data-on-display/education-pays.htm (accessed on 13 March 2022).

	



Fullana, M.A.; Hidalgo-Mazzei, D.; Vieta, E.; Radua, J. Coping behaviors associated with decreased anxiety and depressive symptoms during the COVID-19 pandemic and lockdown. J. Affect. Disord. 2020, 275, 80–81. [Google Scholar] [CrossRef]

	



Islam, M.M.; Alharthi, M. Impact of COVID-19 on the Quality of Life of Households in Saudi Arabia. Int. J. Environ. Res. Public Health 2022, 19, 1538. [Google Scholar] [CrossRef] [PubMed]

	



Wang, C.; Pan, R.; Wan, X.; Tan, Y.; Xu, L.; Ho, C.S.; Ho, R.C. Immediate psychological responses and associated factors during the initial stage of the 2019 coronavirus disease (COVID-19) epidemic among the general population in China. Int. J. Environ. Res. Public Health 2020, 17, 1729. [Google Scholar] [CrossRef] [PubMed]

	



Qiu, J.; Shen, B.; Zhao, M.; Wang, Z.; Xie, B.; Xu, Y. A nationwide survey of psychological distress among Chinese people in the COVID-19 epidemic: Implications and policy recommendations. Gen. Psychiatry 2020, 33, e100213. [Google Scholar] [CrossRef] [PubMed]

	



Limcaoco, R.S.; Mateos, E.M.; Fernández, J.M.; Roncero, C. Anxiety, worry and perceived stress in the world due to the COVID-19 pandemic, March 2020. Preliminary results. MedRxiv 2020. [Google Scholar] [CrossRef]

	



Samlani, Z.; Lemfadli, Y.; Oubaha, S.; Krati, K. The impact of the COVID-19 pandemic on quality of life and well-being in Morocco. Arch. Community Med. Public Health 2020, 6, 130–134. [Google Scholar] [CrossRef]

	



Datt, G.; Hoogeveen, H. El Niño or El Peso? Crisis, poverty and income distribution in the Philippines. World Dev. 2003, 31, 1103–1124. [Google Scholar] [CrossRef]

	



Grootaert, C. Social Capital, Household Welfare and Poverty in Indonesia; World Bank Publications: Washington, DC, USA, 1999. [Google Scholar]

	



Frankenberg, E.; Thomas, D.; Beegle, K. The Real Costs of Indonesia’s Economic Crisis: Preliminary Findings from the Indonesia Family Life Surveys; RAND: Santa Monica, CA, USA, 1999. [Google Scholar]

	



Segel-Karpas, D.; Bamberger, P.A.; Bacharach, S.B. Income decline and retiree well-being: The moderating role of attachment. Psychol. Aging 2013, 28, 1098. [Google Scholar] [CrossRef]

	



Rajkumar, R.P. COVID-19 and mental health: A review of the existing literature. Asian J. Psychiatry 2020, 52, 102066. [Google Scholar] [CrossRef]

	



Bodrud-Doza, M.; Shammi, M.; Bahlman, L.; Islam, A.R.; Rahman, M.M. Psychosocial and socio-economic crisis in Bangladesh due to COVID-19 pandemic: A perception-based assessment. Front. Public Health 2020, 8, 341. [Google Scholar] [CrossRef]

	



Mamun, M.A.; Siddique, A.B.; Sikder, M.; Griffiths, M.D. Student suicide risk and gender: A retrospective study from Bangladeshi press reports. Int. J. Ment. Health Addict. 2020, 20, 1438–1445. [Google Scholar] [CrossRef]

	



Mystakidou, K.; Tsilika, E.; Parpa, E.; Gogou, P.; Panagiotou, I.; Vassiliou, I.; Gouliamos, A. Relationship of general self-efficacy with anxiety, symptom severity and quality of life in cancer patients before and after radiotherapy treatment. Psycho-Oncology 2013, 22, 1089–1095. [Google Scholar] [CrossRef] [PubMed]

	



Woon, L.S.; Mansor, N.S.; Mohamad, M.A.; Teoh, S.H.; Leong Bin Abdullah, M.F. Quality of life and its predictive factors among healthcare workers after the end of a movement lockdown: The salient roles of COVID-19 stressors, psychological experience, and social support. Front. Psychol. 2021, 12, 652326. [Google Scholar] [CrossRef]

	



MacDonald, M.; Douthitt, R.A. Consumption theories and Consumers’ assessments of subjective well-being. J. Consum. Aff. 1992, 26, 243–261. [Google Scholar] [CrossRef]

	



Royo, M.G. Well-being and consumption: Towards a theoretical approach based on human needs satisfaction. In Handbook on the Economics of Happiness; Edward Elgar Publishing: Cheltenham, UK, 2007; pp. 151–169. [Google Scholar]

	



Ackerman, F. Consumed in theory: Alternative perspectives on the economics of consumption. J. Econ. Issues 1997, 31, 651–664. [Google Scholar] [CrossRef]

	



Walker, R.; Bantebya-Kyomuhendo, G. The Shame of Poverty; Oxford University Press: New York, NY, USA, 2014. [Google Scholar]

	



Cacioppo, J.T.; Hughes, M.E.; Waite, L.J.; Hawkley, L.C.; Thisted, R.A. Loneliness as a specific risk factor for depressive symptoms: Cross-sectional and longitudinal analyses. Psychol. Aging 2006, 21, 140. [Google Scholar] [CrossRef] [PubMed]








[image: Table] 





Table 1. Sample distribution.






Table 1. Sample distribution.





	
Variable

	
Dhaka

	
Chittagong

	
Rajshahi

	
Khulna

	
Rongpur

	
Barishal

	
Sylhet

	
Maymansing

	
Total






	
National Data

	
43,417,409 (25.3%)

	
33,861,678

(19.7%)

	
22,028,304

(12.8%)

	
18,686,569

(10.9%)

	
18,804,566

(11.0%)

	
9,913,505

(5.8%)

	
11,797,903

(6.9%)

	
13,093,496

(7.6%)

	
161,003,430

(100%)




	
Sample

	
320

(25.0%)

	
261

(20.4%)

	
158

(12.4%)

	
133

(10.4%)

	
124

(9.7%)

	
88

(6.9%)

	
92

(7.2%)

	
103

(8.1%)

	
1279

(100%)




	
Residential Area

	




	
Urban

	
239

	
162

	
91

	
75

	
68

	
40

	
48

	
38

	
761 (59.5%)




	
Rural

	
35

	
58

	
36

	
35

	
21

	
29

	
26

	
34

	
518 (40.5%)




	
Gender of household head

	




	
Male

	
191

	
134

	
94

	
81

	
73

	
53

	
64

	
66

	
756 (59.1%)




	
Female

	
129

	
127

	
64

	
52

	
51

	
35

	
28

	
37

	
523 (40.9%)




	
Family Size

	




	
Less than 5

	
159

	
115

	
65

	
56

	
57

	
39

	
38

	
43

	
572 (44.7%)




	
5 to 10

	
98

	
80

	
52

	
38

	
42

	
27

	
31

	
33

	
401 (31.4%)




	
More than 10

	
63

	
66

	
41

	
39

	
25

	
22

	
23

	
27

	
306 (23.9%)




	
Type of house

	




	
Rented

	
163

	
153

	
115

	
95

	
83

	
66

	
54

	
83

	
812 (63.5%)




	
Own

	
157

	
108

	
43

	
38

	
41

	
22

	
38

	
20

	
467 (36.5%)




	
Age of household head

	




	
18 to 25

	
8

	
7

	
2

	
2

	
1

	
1

	
2

	
7

	
30 (2.3%)




	
26 to 35

	
31

	
35

	
18

	
14

	
20

	
10

	
8

	
8

	
144 (11.3%)




	
36 to 45

	
55

	
62

	
36

	
19

	
21

	
19

	
18

	
25

	
255 (19.9%)




	
46 to 60

	
190

	
124

	
80

	
81

	
59

	
47

	
51

	
57

	
689 (53.9%)




	
More than 60

	
36

	
33

	
22

	
17

	
23

	
11

	
13

	
6

	
161 (12.6%)




	
Type of Occupation

	




	
Unemployed

	
12

	
7

	
6

	
3

	
3

	
9

	
7

	
8

	
55 (4.3%)




	
Self-employed

	
117

	
98

	
64

	
60

	
47

	
39

	
28

	
47

	
500 (39.1%)




	
Employee

	
181

	
148

	
84

	
68

	
74

	
35

	
48

	
28

	
666 (52.0%)




	
Employer

	
10

	
8

	
4

	
2

	
0

	
1

	
3

	
1

	
29 (2.3%)




	
Retired

	
8

	
6

	
3

	
3

	
2

	
2

	
3

	
2

	
29 (2.3%)




	
Education levels of household head

	




	
No education

	
28

	
15

	
7

	
11

	
9

	
6

	
0

	
23

	
99 (7.7%)




	
Primary education

	
72

	
40

	
17

	
28

	
5

	
31

	
16

	
51

	
260 (20.3%)




	
Secondary education

	
34

	
49

	
4

	
8

	
2

	
12

	
42

	
8

	
159 (12.4%)




	
Diploma

	
57

	
58

	
44

	
50

	
32

	
11

	
15

	
12

	
279 (21.8%)




	
Bachelor

	
48

	
45

	
32

	
26

	
28

	
10

	
10

	
6

	
205 (16.1%)




	
Master/Ph.D.

	
81

	
54

	
54

	
10

	
48

	
18

	
9

	
3

	
277 (21.7%)




	
Number of income earners in the family




	
1

	
206

	
160

	
114

	
86

	
69

	
63

	
56

	
79

	
833 (65.1%)




	
2

	
94

	
81

	
36

	
43

	
49

	
20

	
34

	
20

	
377 (29.5%)




	
More than 2

	
20

	
20

	
8

	
4

	
6

	
5

	
2

	
4

	
69 (5.4%)
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Table 2. Results of principal component analysis, reliability, internal consistency, and descriptive statistical values of the COV19-QoL scale in samples.
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	Items and Scale
	Loadings
	Mean
	SD
	Cronbach’s

Alpha
	AVE
	(r2)2





	Quality of life scale (QoL)
	
	3.84
	0.766
	0.813
	0.671
	



	The quality of our life is lower than before COVID-19.
	0.769
	4.14
	0.994
	
	
	



	My mental health has deteriorated since COVID-19.
	0.888
	4.11
	1.047
	
	
	



	My physical health has deteriorated since COVID-19
	0.719
	4.11
	1.048
	
	
	



	I feel more tense than before COVID-19.
	0.907
	4.03
	1.092
	
	
	



	I feel more depressed than before COVID-19.
	0.837
	3.28
	1.106
	
	
	



	I feel more risk to my personal safety than before COVID-19.
	0.779
	3.36
	1.097
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Table 3. Distribution of sample households stratified by coping mechanisms.
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Coping Mechanisms

	
Number

	
Percentage




	
Yes

	
No

	
Yes

	
No






	
Income-generating coping mechanisms (Cronbach’s alpha = 0.861)




	
Take up lower status job (loadings = 0.589)

	
412

	
867

	
32.2

	
67.8




	
Carry out outside activities to raise income (loadings = 0.818)

	
608

	
671

	
47.5

	
52.5




	
Children (below 15) go for jobs or take waged employment (loadings = 0.620)

	
453

	
826

	
35.4

	
64.6




	
Wife/husband go out to work (loadings = 0.794)

	
562

	
717

	
43.9

	
56.1




	
Increase the number of jobs performed (loadings = 0.712)

	
529

	
750

	
41.4

	
58.6




	
Increase total number of hours worked (loadings = 0.642)

	
418

	
861

	
32.7

	
67.3




	
Retired individual goes out to work (loadings = 0.509)

	
473

	
806

	
37.0

	
63.0




	
Borrow money from friends/family/relatives/neighbors (loadings = 0.695)

	
270

	
1009

	
21.1

	
78.9




	
Request a loan or credit from the bank or other financial institutions or moneylenders (loadings = 0.720)

	
441

	
838

	
34.5

	
65.5




	
Rent out part of the house (room) to others (loadings = 0.891)

	
364

	
915

	
28.5

	
71.5




	
Rent out or sell land to others (loadings = 0.772)

	
234

	
1045

	
18.3

	
81.7




	
Rent out/sell/mortgage other properties/assets to others (loadings = 0.911)

	
254

	
1025

	
19.9

	
80.1




	
Withdraw saving/investment (loadings = 0.596)

	
530

	
749

	
41.5

	
58.5




	
Cut down financial contribution to parents or family (loadings = 0.645)

	
362

	
917

	
28.3

	
71.7




	
Expenditure-minimizing coping mechanisms (Cronbach’s alpha = 0.870)




	
Reduce expenses for education by shifting children from private school to public school (loadings = 0.794)

	
710

	
569

	
55.5

	
44.5




	
Stop children from going to school (loadings = 0.611)

	
417

	
862

	
32.6

	
67.4




	
Stop children from pursuing higher education (loadings = 0.639)

	
431

	
848

	
33.7

	
66.3




	
Apply for an education loan (loadings = 0.791)

	
679

	
600

	
53.1

	
46.9




	
Stop paying utility bills (loadings = 0.812)

	
513

	
764

	
40.1

	
59.7




	
Cut down meals (loadings = 0.573)

	
790

	
489

	
61.8

	
38.2




	
Buy cheaper food (loadings = 0.810)

	
321

	
956

	
25.1

	
74.7




	
Stop paying rent (loadings = 0.582)

	
282

	
996

	
22.0

	
77.9




	
Reduce the frequency of meals (loadings = 0.776)

	
480

	
799

	
37.5

	
62.5




	
Cultivate vegetables for self-use (loadings = 0.761)

	
358

	
921

	
28.0

	
72.0




	
Intensify utilization of government health facilities (loadings = 0.512)

	
615

	
664

	
48.1

	
51.9




	
Increase utilization of traditional medicine (loadings = 0.539)

	
384

	
895

	
30.0

	
70.0




	
Cut back visits for treatment in private hospital/clinic (loadings = 0.815)

	
397

	
882

	
31.0

	
69.0




	
Discontinue paying for health assurance (loadings = 0.804)

	
494

	
785

	
38.6

	
61.4




	
Put off purchase of less necessary items (loadings = 0.736)

	
514

	
765

	
40.2

	
59.8




	
Buy local products (loadings = 0.770)

	
534

	
745

	
41.8

	
58.2




	
Renegotiate or stop paying the mortgage (loadings = 0.735)

	
350

	
929

	
27.4

	
72.6




	
Migration (Cronbach’s alpha = 0.704)




	
Migrate to another city or country or to own village (loadings = 0.679)

	
551

	
728

	
43.1

	
56.9




	
Migrate to another area within the municipality (loadings = 0.741)

	
291

	
988

	
22.8

	
77.2




	
Leave rented house and share house with others for free (loadings = 0.758)

	
363

	
916

	
28.4

	
71.6




	
Others (loadings = 0.744)

	
262

	
1017

	
20.5

	
79.5




	
Levels of Coping Mechanisms




	
Income-generating coping mechanisms

	
Number

	
Percentage




	
No coping mechanism

	
215

	
16.8




	
One or two coping mechanisms

	
287

	
22.4




	
Three or more coping mechanisms

	
777

	
60.8




	
Expenditure-minimizing coping mechanisms




	
No coping mechanism

	
160

	
12.5




	
One or two coping mechanisms

	
132

	
10.3




	
Three or more coping mechanisms

	
987

	
77.2




	
Migration




	
No coping mechanism

	
562

	
44.0




	
One or two coping mechanisms

	
490

	
38.3




	
Three or more coping mechanisms

	
227

	
17.7
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Table 4. Logistic regressions predicting IGCM, EMCM, and MCM.
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Demographic Variables

	
Model-1

IGCM

	
Model-2

EMCM

	
Model-3

MCM




	
B

	
SE

	
OR

	
B

	
SE

	
OR

	
B

	
SE

	
OR






	
Living Division




	
Dhaka (1)

	

	

	

	

	

	

	

	

	




	
Chittagong (2)

	
0.939 **

	
0.235

	
2.559

	
−0.680

	
0.459

	
0.507

	
0.466 **

	
0.176

	
1.593




	
Rajshahi (3)

	
−0.079

	
0.228

	
0.924

	
0.124

	
0.494

	
1.132

	
−0.191

	
0.219

	
0.826




	
Khulna (4)

	
0.184

	
0.254

	
1.202

	
−0.289

	
0.496

	
0.749

	
0.044

	
0.223

	
1.045




	
Rongpur (5)

	
0.403

	
0.268

	
1.496

	
−0.778

	
0.490

	
0.459

	
−0.017

	
0.235

	
0.983




	
Barishal (6)

	
0.014

	
0.295

	
1.015

	
−0.323

	
0.517

	
0.724

	
0.041

	
0.259

	
1.042




	
Sylhet (7)

	
0.018

	
0.297

	
1.018

	
−0.695

	
0.505

	
0.499

	
−0.013

	
0.262

	
0.988




	
Maymansing (8)

	
0.271

	
0.330

	
1.311

	
−0.415

	
0.554

	
0.660

	
0.325

	
0.259

	
1.384




	
Residential Area




	
Urban (1)

	

	

	

	

	

	

	

	

	




	
Rural (2)

	
0.016

	
0.156

	
1.016

	
0.232

	
0.197

	
1.261

	
−0.362 **

	
0.134

	
0.696




	
Gender of household head




	
Female (1)

	

	

	

	

	

	

	

	

	




	
Male (2)

	
0.270

	
0.142

	
1.310

	
0.065

	
0.177

	
1.067

	
0.154

	
0.122

	
1.166




	
Family size




	
Less than 5 (1)

	

	

	

	

	

	

	

	




	
5 to 10 (2)

	
0.118

	
0.167

	
1.125

	
0.454

	
0.219

	
1.574

	
−0.075

	
0.140

	
0.927




	
more than 10 (3)

	
0.010

	
0.178

	
1.010

	
−0.088

	
0.211

	
0.915

	
−0.005

	
0.150

	
0.995




	
Types of houses




	
Own (1)

	

	

	

	

	

	

	

	




	
Rented (2)

	
0.202

	
0.158

	
1.224

	
0.196

	
0.195

	
1.217

	
0.041

	
0.133

	
1.042




	
Age of household head




	
18 to 25 (1)

	

	

	

	

	

	

	

	




	
26 to 35 (2)

	
−0.124

	
0.671

	
0.884

	
0.275

	
0.696

	
1.317

	
−0.370

	
0.432

	
0.691




	
36 to 45 (3)

	
−0.561

	
0.644

	
0.571

	
−0.027

	
0.663

	
0.973

	
−0.510

	
0.415

	
0.601




	
46 to 60 (4)

	
−0.921 **

	
0.628

	
0.398

	
−0.082

	
0.641

	
0.921

	
−1.034 **

	
0.402

	
0.355




	
More than 60 (5)

	
−0.715 *

	
0.656

	
0.489

	
0.048

	
0.677

	
1.049

	
−0.932 *

	
0.431

	
0.394




	
Types of Occupation




	
Unemployed (1)

	

	

	

	

	

	

	

	

	




	
Self-employed (2)

	
−0.376

	
0.434

	
0.687

	
0.348

	
0.430

	
1.416

	
−0.524

	
0.303

	
0.592




	
Employee (3)

	
−0.502

	
0.436

	
0.605

	
0.644

	
0.436

	
1.904

	
−0.483

	
0.306

	
0.617




	
Employer (4)

	
−0.190

	
0.663

	
0.827

	
1.310

	
0.859

	
3.707

	
−0.499

	
0.491

	
0.607




	
Retired (5)

	
−0.322

	
0.668

	
0.725

	
−0.227

	
0.719

	
0.797

	
−0.929

	
0.503

	
0.395




	
Education level of household head




	
No education (1)

	

	

	

	

	

	

	

	

	




	
Primary education (2)

	
−0.268

	
0.360

	
0.765

	
−0.429

	
0.458

	
0.651

	
−0.286

	
0.249

	
0.751




	
Secondary education (3)

	
−0.531

	
0.394

	
0.588

	
−0.036

	
0.537

	
0.964

	
−0.353

	
0.280

	
0.703




	
Diploma (4)

	
−0.708 *

	
0.357

	
0.493

	
−0.938 *

	
0.452

	
0.391

	
−0.593 *

	
0.256

	
0.553




	
Bachelor degree (5)

	
−1.008 **

	
0.371

	
0.365

	
−0.988 *

	
0.477

	
0.372

	
−0.854 **

	
0.276

	
0.426




	
Master/Ph.D. degree (6)

	
−0.872 *

	
0.361

	
0.418

	
−1.320 **

	
0.453

	
0.267

	
−0.953 **

	
0.265

	
0.386




	
Number of income earners in the family




	
1 (1)

	

	

	

	

	

	

	

	

	




	
2 (2)

	
0.074

	
0.158

	
1.077

	
0.298

	
0.206

	
1.347

	
−0.046

	
0.134

	
0.955




	
More than 2 (3)

	
0.091

	
0.336

	
1.096

	
−0.678 *

	
0.348

	
0.508

	
−0.102

	
0.272

	
0.903








Note: IGCM = Income-generating coping mechanisms; EMCM = expenditure-minimizing coping mechanisms; MCM = migration coping mechanisms; BE = coefficient; OR = odds ratio; SE = standard error; ** p ≤ 0.01 level, * p ≤ 0.05 level.
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Table 5. Results of the multiple regression analysis for changes in household quality of life.
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Variable

	
Estimated Coefficient (β)

	
Std. Err.






	
Constant

	
3.076

(16.869) ***

	
0.182




	
Income-generating coping mechanism




	
Up to 2 coping mechanisms adopted

	
0.153

(2.403) **

	
0.064




	
3 and more coping mechanisms adopted

	
0.146

(2.490) **

	
0.058




	
Expenditure-minimizing coping mechanism




	
Up to 2 coping mechanisms adopted

	
0.433

(5.072) ***

	
0.085




	
3 and more coping mechanisms adopted

	
0.946

(12.529) ***

	
0.076




	
Migration coping mechanism




	
Up to 2 coping mechanisms adopted

	
0.08

(0.186)

	
0.046




	
3 and more coping mechanisms adopted

	
0.151

(2.056) **

	
0.073




	
Household living region




	
Chittagong

	
0.34

(0.585)

	
0.059




	
Rajshahi

	
0.34

(0.494)

	
0.068




	
Khulna

	
0.72

(1.009)

	
0.072




	
Rongpur

	
0.76

(1.020)

	
0.074




	
Barishal

	
0.104

(1.232)

	
0.084




	
Sylhet

	
0.48

(0.564)

	
0.085




	
Maymansing

	
0.005

(0.058)

	
0.085




	
Number of earners




	
2 earners

	
−0.053

(−1.235)

	
0.043




	
more than 2 earners

	
−0.082

(−0.947)

	
0.087




	
Family size




	
5 to 10 members

	
0.101

(2.264) **

	
0.045




	
More than 10 members

	
0.070

(1.442)

	
0.049




	
Residential area




	
Urban residential area

	
0.037

(0.891)

	
0.041




	
Education levels




	
Primary level

	
0.072

(0.872)

	
0.083




	
Secondary level

	
0.003

(0.029)

	
0.093




	
Diploma

	
−0.045

(−0.531)

	
0.085




	
Bachelor

	
−0.009

(−0.103)

	
0.091




	
Masters/Ph.D.

	
−0.074

(−0.856)

	
0.087




	
Age of household head

	

	




	
26 to 35 years

	
−0.024

(−0.173)

	
0.139




	
36 to 45 years

	
−0.044

(−0.328)

	
0.133




	
46 to 60 years

	
−0.093

(−0.717)

	
0.129




	
More than 60 years

	
−0.169

(−1.222)

	
0.138




	
Gender of head of household




	
Female head

	
0.041

(1.039)

	
0.039




	
Occupation status of head of household




	
Self-employed

	
−0.099

(−0.994)

	
0.039




	
Employee

	
−0.069

(−0.684)

	
0.039




	
Employer

	
−0.194

(−1.218)

	
0.039




	
Retired

	
0.018

(0.113)

	
0.163




	
Number of observations

	
1279

	




	
d.f

	
32

	




	
R2

	
0.262

	




	
Adjusted R2

	
0.242

	




	
F

	
11.742 ***

	








Note: Values in brackets represent the t-values of the regression coefficients. *** stands for significant at 0.01 level. ** stands for significant at 0.05 level. The reference categories used in this model are ‘no IGCM’, ‘no EMCM’, ‘no MCM’, Dhaka division, one earner, less than 5 family size, rural area, no education, male head, and informal sector.
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