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Abstract 
A barrier analysis study was conducted in Mutare and Chiredzi towns of Zimbabwe to guide 
the development of a risk communication strategy embedded within a multi-purpose cash 
transfer project. The aim of the barrier analysis was to identify factors that influence the 
adoption of two preventive practices, that is, the correct and consistent wearing of face masks 
as well as physical distancing in public. The study was based on the standard barrier analysis 
methodology as detailed by Bonnie Kittle. Structured interviews were administered to 180 
respondents who were purposively sampled in the two towns, 90 of whom were doers and 90 
were non-doers of the two practices. The study identified four determinants of the correct 
wearing of masks, namely perceived self-efficacy, perceived access, cues to action and perceived 
action efficacy. The study also identified six determinants for physical distancing, namely 
perceived self-efficacy, access, perceived action efficacy, perceived divine will, cues to action 
and perceived social norms. The findings of this study highlight the need to place behavioural 
science at the core of the COVID-19 response as this allows for context specific risk 
communication.  
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Introduction 

The first known case of COVID-19 in Zimbabwe was reported in March 2020, three 
months after the World Health Organisation had declared the disease a global 
pandemic. The country has since experienced over 38000 cases as at 20 May 2021 with 
close to 1600 of these cases resulting in death. The COVID-19 pandemic has severely 
disrupted lives, with the country being in a state of emergency since the end of March 
2020. The country has initiated a response plan that includes the enforcement of 
globally recommended preventive measures such as physical and social distancing, 
use of masks and sanitisers as well as limiting non-essential business during certain 
periods. The preventive measures have been given the force of law as government, 
like in many other countries, attempts to flatten the curve and avoid placing pressure 
on health facilities. However, adherence to these measures requires the voluntary 



 
 

108 
 

Zimbabwe Journal of Health Sciences (ZJHS), Volume 1, Issue 1, December 2021 

cooperation of citizens, and Zimbabwe has faced challenges in getting citizens to 
cooperate.  

The health belief model may help explain citizens willingness or unwillingness to 
voluntarily practice recommended preventive behaviours. The model identifies 
several determinants of behaviour which include perceptions related to risk, severity 
of illness, action efficacy and the opinions of others, amongst others. The model 
identifies a total of 12 constructs that interact to affect a person’s final behaviour 
(Rosenstock, 1974). Three previous epidemics since the turn of the century (SARS of 
2003, H1N1 of 2009, EVD of 2018) were accompanied by similar recommendations for 
prevention and literature from that time identified a few factors that affect compliance 
with public health recommendations (Wright, Steptoe, & Fancourt, 2021).  

Wright et al. (2021) summarise the factors as confidence in public institutions, social 
experiences, mental health and wellbeing as well as knowledge of the virus. These 
factors collectively affect the motivation, capabilities and opportunities to comply 
with public health recommendations (Wright, Steptoe, & Fancourt, 2021). Nivette et 
al. (2021) identify age and demographic factors as key determinants of whether one 
follows or disregards recommendations of COVID-19 prevention. However, Stein et 
al. (2021) reported that those who relied on social media for information on COVID-
19 tended to disregard evidence-based recommendations for the prevention of 
COVID-19, largely because of the abundance of conspiracy theories and general 
misinformation on social media.  

Compliance to preventive measures has proven difficult even for trained health 
workers who are at the core of the response. It has been reported that 13% of health 
workers in Pakistan remove their masks while talking to patients (Kumar, Katto & 
Siddiqui, 2020). The report further states that over 20% of health professionals reuse 
masks while over 55% incorrectly disposed of their masks in the workplace. 
Adherence to COVID-19 preventive measures is a challenge for many and it is 
important to identify what can be done to improve adherence. This is particularly 
important for Zimbabwe where household sizes are generally large and housed in 
crowded dwellings which are risk factors for transmissibility of the virus. Additional 
risk factors were the poor state of the health services including the lack of intensive 
care space as well as a high prevalence of co-morbidities known to predispose 
sufferers to a more severe form of the disease (Mackworth-Young et al., 2020). 



 
 

109 
 

Zimbabwe Journal of Health Sciences (ZJHS), Volume 1, Issue 1, December 2021 

Organisations responding to the COVID-19 pandemic need to develop better 
understanding of factors affecting the behaviour of their beneficiaries to better design 
interventions targeting them.  

This study was conducted as part of a baseline assessment to inform an emergency 
response project being implemented by Nutrition Action Zimbabwe in Mutare and 
Chiredzi. Nutrition Action Zimbabwe was implementing an emergency food 
insecurity response project in partnership with Action Against Hunger and Africa 
Ahead targeting the most vulnerable households in Mutare and Chiredzi. The project 
was implemented with funding from the European Union and had the objective of 
preventing further deterioration of the health situation into crisis. The project 
recognised the additional risk posed by COVID-19 to the livelihood and health of 
beneficiaries. The aim of this study was to understand the barriers and facilitators of 
compliance and non-compliance to public health recommendations on COVID-19 
prevention. This study would inform the development of a behaviour change 
communication strategy targeting project beneficiaries. We conducted a cross-
sectional study in Mutare and Chiredzi urban districts targeting the correct wearing 
of a mask in public spaces as well as physical distancing while in public spaces.  

Specific objectives 
i) To identify the determinants of self-reported correct and consistent wearing of 

face masks in public spaces 
ii) To identify the determinants of self-reported physical distancing in public 

spaces 

Aim of the study 
The aim of this barrier analysis study was to understands the barriers and facilitators 
of COVID-19 preventive practices, namely correct and consistent wearing of face 
masks and physical distancing while in public amongst the residents of Mutare and 
Chiredzi towns, Zimbabwe. 

Setting 
The study sites were two low-income townships, Tshovani in Chiredzi and 
Dangamvura in Mutare. These townships were the areas of operation of a multi-sector 
cash transfer project targeting households affected by the economic decline and 
resultant food insecurity. Like most of Zimbabwe, these townships have been 
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burdened by the restrictions imposed as a response to the COVID-19 pandemic as well 
as the effects of economic decline in the country. Data for the study was collected over 
a period of 5 days in November 2020.  

Methodology and design 
This was a cross-sectional study using the barrier analysis design detailed in Kittle 
(2013) to provide a detailed understanding of barriers to recommended preventive 
practices amongst households living in high density areas of Mutare and Chiredzi. 
The approach was chosen to inform the design a risk communication strategy for 
beneficiaries of a cash transfer project being implemented in the two suburbs. The data 
were collected through the standard barrier analysis questionnaires which 
investigated 12 constructs as listed in Table 1 (Kittle, 2013).  

Recruitment and sample 
A purposive sampling method was employed to recruit study respondents. 
Respondents included a randomly selected member of a selected household aged 13 
and above. A sample of 90 respondents (45 ‘doers’, that is, those who practice the 
behaviour; and 45 ‘non-doers’, that is, those who do not) were selected for each 
behaviour. For the two behaviours, a total of 180 respondents were sampled. 
Respondents were first screened and classified as ‘doers’ or ‘non-doers’, after which 
they were asked questions according to their classification to identify which of the 12 
specified determinants of behaviour change acted as barriers to the particular 
behaviour among ‘non-doers’ and which facilitated its adoption among ‘doers’. Data 
from closed-ended questions were collected using paper questionnaires.  

Data collection method 
Prior to data collection 12 enumerators were trained on the data collection tool and 
the barrier analysis methodology over one day. The measurement tool was pretested 
during training to check for consistency in question administration, interpretation and 
understanding as well as the ability of the question to elicit required information. Pre-
testing was conducted on respondents meeting the inclusion criteria but living in a 
suburb that had not been sampled for the study. Structured individual interviews 
were ultimately administered to 90 respondents for each of the two behaviours.  
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Data analysis 
After data collection, the data was handed over to four data entry clerks who worked 
with a supervisor to group similar responses together and tally them for doers and 
non-doers. These data were entered into a barrier analysis tabulation sheet (Microsoft 
Excel), available online at https://www.behaviourchange.net/ document/184-
tabulation-sheet-for-analysing-barrier-analysis-results; and estimated risk ratios and 
researchers generated odds ratios for each response. Results were considered 
significant if the difference between the frequency of a ‘doers’ response and a ‘non 
doers’ response was equal to or greater than 15 percentage points. This was 
automatically calculated through the barrier analysis tabulation Excel sheet.  

Ethical consideration 
The study was conducted under guidance of the contract entered into with the 
government of Zimbabwe. The researchers sought approval from the City of Mutare 
and Chiredzi Town Council departments of health to conduct the study under the 
coverage of the existing memorandum of understanding. Verbal informed consent 
and permission was sought before researcher engaged the participants. For 
respondents under the age of 18, assent was sought along with consent from the 
parent. Participants were also assured of confidentiality and that there was no harm 
in participating in the study. The researcher clearly explained the purpose of the study 
to the participants and explained that participants were allowed to withdraw from the 
interview if they so wished. Researchers also explained to participants that they would 
not get any reward for participants nor any disincentive for opting out. Participants 
were given codes instead of names for the sake of anonymity.  The researcher also 
ensured that there was no harm to the participants throughout the study. 

Results 
Correct and consistent wearing of a face mask in public  
The study identified four determinants of the correct wearing of masks, namely 
perceived self-efficacy, perceived access, cues to action and perceived action efficacy. 
Doers were 5.09 times to report that they had sufficient skills, knowledge, and 
resources to practice this behaviour. Doers were also 2.1 times more likely to report 
that fear of contracting COVID-19 made it easier to wear a mask correctly and 
consistently. Doers were 7.2 times more likely to report that it was somewhat difficult 
to get what was required to practise the behaviour. Doers were 3.37 times more likely 
to report that it was not difficult to remember to correctly and consistently wearing 
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masks or covering faces. Doers were 5.2 times more likely to report that wearing 
masks correctly and consistently would not prevent them and their family from 
contracting COVID-19. 

Physical distancing in public spaces 
The analysis uncovered six determinants for this behaviour, namely perceived self-
efficacy, access, perceived action efficacy, perceived divine will, cues to action and 
perceived social norms.  

Doers were 7.25 times more likely to report that they had the skills, knowledge, and 
resources to practise this behaviour. Doers were 7.25 times more likely to report that 
most people approved of the behaviour. Amongst those who approved were family 
members and church mates.  Doers were 3.03 times more likely to report that family 
members approved of the behaviour and 2.48 times more likely to report that church 
mates approved of the behaviour. Doers were 2.67 times more likely to report that 
fellow community members disapproved of the behaviour particularly at communal 
water points and shops. Doers were 4.05 times to report that it was not difficult to get 
what was required to practise the behaviour. Doers were 6.33 times more likely to 
report that it was not difficult to remember to practise the behaviour.  Doers were 6.22 
times more likely to report that God approved of the behaviour. Doers were 12 times 
more likely to report that most people approve of purchasing animal source foods and 
legumes for household consumption. Doers were 3.23 times more likely to name 
friends and relatives as members of the community that approved of this behaviour. 

Table 1: Summary of statistically significant determinants 
Determinant Masking Up Physical Distancing 
Self-Efficacy    
Social norms   
Positive Consequences   
Negative Consequences   
Access    
Cues to Action   
Susceptibility   
Severity   
Action Efficacy   
Divine will   
Policy   
Culture   
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Discussion  
The results show the big influence played by individual perceptions on the uptake of 
public health recommendations to prevent the spread of COVID-19. Our findings on 
the determinants of preventive practices on COVID-19 complement the work of 
several authors including Michie et al. (2020) and Bavel et al. (2020) who highlight the 
need to place behavioural science at the core of the response. Findings from work done 
during previous epidemics also highlight the importance of factoring in behavioural 
science in risk communication  (Wright, Steptoe, & Fancourt, 2021). Understanding 
the determinants of public behaviour is crucial to implementing a context specific 
response to COVID-19 for the local health authorities and respective partners (Bavel 
et al., 2020; Michie, Rubin & Amlot, 2020; Seale et al., 2020).  

Correct and consistent wearing of face masks in public 
The pandemic has affected the rich and the poor, but recommendations made to the 
public have not factored in ability to procure enabling material such as masks. This 
study found that lack of resources is one of the major barriers to use of face masks as 
shown by. This finding was also reported by Mersha (2021) who reported that 
shortage of PPE and lack of cleaning solutions (hand sanitisers) are major barriers to 
adherence to preventive measures even to health care professionals. The odds of 
reporting sufficient skills, knowledge, and resources to practise the recommend 
behaviour was 5.09 time over the non-doers. Zohra et al. (2020) reported that, after the 
first case had been reported in Nigeria, the retail price of face masks increased by 
approximately 600% leading to a resultant decrease in their use by the public (Zohra, 
et al., 2020). Doers were 2.1 times more likely to report fear of contracting the diseases 
as a motivator for them to adhere to correct and consistent use of masks. This is 
corroborated by a study conducted by Lang et al. (2020) in Canada. This may present 
an opportunity to use fear as a tool for behaviour change as proposed by practitioners 
of the extended parallel processing model (EPPM) of behaviour change  (Lang, 2021; 
Popova, 2011; Wright, Steptoe & Fancourt, 2021).  

Doers were 5.2 times more likely to report that wearing masks correctly and 
consistently would not prevent them and their family from contracting COVID-19 
contrary to the belief that if the public believed the measure would prevent them and 
their families from contracting the diseases according to  (Lang, 2021). This finding 
may be evidence that compliance is related to legal and economic disincentives 
introduced by government, but this poses threats to long term sustainability of such 
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practices (Shelus et al., 2020). The findings may also be explained by Van Bavel et al. 
(2020) who showed that public trust in institutions is a key determinant of behaviour. 
In this case, the belief that face masks are not effective at preventing infection may be 
an indicator that the public do not trust the source of that information. Complying 
individuals are reportedly more likely to seek out information and as a result may 
encounter contradictory information. This could explain why doers reported that they 
found it easy to remember to practise the behaviour. This may also explain why doers 
have little faith in the face masks as the internet is swamped with contradictory 
information (Wright, Steptoe, & Fancourt, 2021).   

Physical distancing in public 
 Studies elsewhere have indicated that lack of information and knowledge in infection 
control measures is the major contributor to the spread of COVID-19 (Mersha, 2021). 
The findings of this study agree with these findings as doers were 7.25 times more 
likely to report that they have sufficient knowledge skills and resources required to 
practice the behaviour. Doers indicated disapproval by community members 
particularly at communal water point and markets where they would be required to 
queue and scramble for resources. They reported that it would be difficult to maintain 
the social distance especially at farmers vegetable markets. This is also in agreement 
with studies in other settings that reported that it is difficult for people in urban areas 
to practise social distancing (Lang, 2021;  Mackworth-Young et al., 2020).  

The study found that doers were 2.25 times more likely to report that people around 
them approved of their behaviour which made it easy for them to practise the 
behaviour. This is an indication that social influence plays a role as a major contributor 
to behaviour change. In some settings, use of social influencers helps in adoption of 
the recommended behaviour but individual persuasion is also needed through access 
to the right and correct information. In some studies, it is believed that in this era social 
media is playing a big role in adoption of public health behaviour surrounding 
prevention of COVID-19 (Doogan, Buntine, Linger & Brunt , 2020). Lang (2021) 
highlighted that that information and ideas that one is exposed to are  likely to shape 
one’s behaviour positively or negatively. For example, acceptance of the COVID-19 
vaccine has been greatly influenced by social media information.  
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As the country moves forward with the response, there is a need to lean on proven 
behavioural science approaches to ensure the pandemic is halted. This is particularly 
important in the roll out of the vaccine which has already commenced.  

Conclusion and recommendations 
The study identified four determinants of the correct wearing of masks, namely 
perceived self-efficacy, perceived access, cues to action and perceived action efficacy. 
The study also identified six determinants for physical distancing, namely perceived 
self-efficacy, access, perceived action efficacy, perceived divine will, cues to action and 
perceived social norms. The study reinforces the need to place behavioural science at 
the core of the COVID-19 response given the need to sustained change in everyday 
practices.  

Future research may research determinants of key practices amongst different 
categories such the young, the old and those at higher risk owing to the existence of 
co-morbidities.  
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